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support  for  the  weight  control  program  you  recommend. 
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tively low  incidence  of  CNS  stimulation. 
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patients  with  severe  hypertension  or  severe  cordlovosculor  disease.  Oo  not  use  dur- 
*ng  first  trimester  of  pregnancy  unless  potentlol  benefits  outweigh  potential  risks. 
Adverse  Reactions:  Rarely  severe  enough  to  require  discontinuation  of  therapy,  un* 
pieosont  symptoms  with  diethylpropion  hydrochloride  have  been  reported  to  occur 
In  relolively  low  incidence.  As  Is  chorocteristic  of  sympathomimetic  agents.  It  moy 
occosionolly  couse  CNS  effects  such  os  insomnia,  nervousness,  dizziness,  anxiety. 


ond  jitteriness.  In  controst.  CNS  depression  hos  been  reported.  In  o few  epriept 
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voscu/or  effects  reported  include  ones  such  os  tochycordio,  precordiol  pa 
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diethylpropion  hydrochloride;  this  was  on  isoioted  experience,  which  hos  not  bei 
reported  by  others.  Al/ergic  phenomeno  reported  include  such  conditions  os  ro 
urticoria,  ecchymosis,  and  erythema.  Gostrointestinof  effects  such  os  diorrhti 
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libido,  dysurio,  ond  polyurlo. 

Convenience  of  two  dosage  forms:  TEPANIL  Ten-tob  toblets-  One  75  mg.  totj 
doily,  swollowed  whole.  In  midmorning  (10  o m.),-  TEPANIL;  One  25  mg.  toblet  ih  j 
times  doily,  one  hour  before  meols.  If  desired,  on  additional  toblet  moy  be  givei 
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To  guard  susceptible  patients  against  intestinal  monilial  over- 
growth during  broad-spectrum  therapy  — the  protection  of 
nystatin  is  combined  with  demethylchlortetracycline  in 
DECLOSTATIN. 

^ For  your  susceptible  candidates,  prescribe  DECLOSTATIN 
— the  broad-spectrum  therapy  that  prevents  monilial 
o^-rgrowth. 

Effectiveness:  Because  its  antibacterial  component  is  DECLOMYCIN 
Deinethylchlortelracycline,  DECLOSTATIN  should  be  equally  or  more 
effective  therapeutically  than  other  tetracyclines  in  infections  caused  by 
tetracycline-sensitive  organisms.  The  antifungal  component.  Nystatin, 
protects  against  superinfection  by  antibiotic-resistant  fungal  overgrowth 
(particularly  monilia)  in  the  intestinal  tract. 
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may  be  advisable.  A photodynamic  reaction  to  natural  or  artificial  sun- 
light has  been  observed.  Small  amounts  of  drug  and  short  exposure  may 
produce  an  exaggerated  sunburn  reaction  which  may  range  from  ery- 
thema to  severe  skin  manifestations.  In  a smaller  proportion,  photo- 
allergic  reactions  have  been  reported.  Patients  should  avoid  direct 
exposure  to  sunlight  and  discontinue  drug  at  the  first  evidence  of  skin 
discomfort.  Necessary  subsequent  courses  of  treatment  with  tetracy- 
cline- sh<i|dd  be  carefully  observed. 
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disappeared  rapidly  upon  cessation  of  treatment.  j 

Side  Effects:  Gastrointestinal  system— anorexia,  nausea,  vomiting,  dis 
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increase  in  urinary  output,  sometimes  accompanied  by  thirst  (rar> 
Hypersensitivity  reactions— urticaria,  angioneurotic  edema,  anaphylax 
Teeth— dental  staining  (yellow-brown)  in  children  of  mothers  given  tl 
drug  during  the  latter  half  of  pregnancy,  and  in  children  given  the  dr 
during  the  neonatal  period,  infancy  and  early  childhood.  Enamel  hyj 
plasia  has  been  seen  in  a few  children.  If  adverse  reaction  or  idios) 
crasy  occurs,  discontinue  medication  and  institute  appropriate  thera] 
Demethylcldortetracycline  may  form  a stable  calcium  complex  in  a 
bone-forming  tissue  with  no  serious  harmful  effects  reported  thus  ) 
in  humans. 

Average  .Adult  Daily  Dosage:  150  mg  q.i.d.  or  300  mg  b.i.d.  Should 
given  1 hour  before  or  2 hours  after  meals,  since  absorption  is  impair 
by  the  concomitant  administration  of  high  calcium  content  drugs,  foe 
and  some  dairy  products.  Treatment  of  streptococcal  infections  shot 
continue  for  10  days,  even  though  symptoms  have  subsided. 
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Health  Care  Delivery  in  the  WTO’s 


Report,  Findings,  and  Recommenda- 
tions of  the  Subcommittee  on  Health 
('are  Delivery  of  the  Committee  on 
Medical  Economics  of  the  Health  In- 
surance Association  of  America.  Oc- 
tober 28,  1^)60 


By  Howard  W.  Ennes,  Jr., 

William  C.  White,  Jr., 

Haniel  W.  I’ettengill 

BACKGROUND 

.\t  its  meeting  on  March  14,  1969,  the  Subcom- 
mittee on  Federal  Proposals  took  cognizance  of  the 
fact  that  the  health  insurance  business  was  in  need 
of  a current  survey  of  the  structure,  distribution, 
and  delivery  of  health  services  in  the  United  States 
as  they  might  be  e.\pected  to  evolve  in  the  1970’s. 
In  so  doing,  the  Subcommittee  was  fully  aware  of 
the  increasing  body  of  criticism  directed  at  the 
present  methods  of  health  care  delivery.  It  was 
alert  to  the  pressures  clearly  building  for  marked 
revisions  in  the  systems  of  both  the  delivery  and 
the  financing  of  health  care.  The  observable  propel- 
ling forces  are  several:  the  constant  increases  in 
the  costs  of  care,  the  rising  demand  and  public 
expectations  with  respect  to  care,  the  emerging  im- 
portance of  the  consumer’s  voice,  shortages  in  and 
maldistribution  of  health  manpower  and  facilities, 
the  particular  health  care  problems  of  the  poor  and 
racial  and  ethnic  minorities,  and  the  two  class  sys- 
tem of  care  which  presently  exists  with  resultant 
inferior  care  for  many  of  the  jxior  and  those  with 

HOW.ARl)  W.  E.N.NES,  JR.,  of  The  Equitable  Life 
Assurance  Society  of  the  United  States; 
WILLIA.M  C.  WHITE,  JR.,  of  the  Prudential  In- 
surance Company  of  America;  and 
1).-\X1EL  W.  PETTENTHLL,  {Chairman)  of  the 
Aetna  Life  h Casualty  Company. 


low  incomes,  and  for  those  living  in  certain  geo- 
graphic areas.  It  further  recognized  that  basic  to 
a rational  system  of  health  care  is  an  adequate 
system  of  financing  which  will  enable  all  persons 
to  enter  the  mainstream  of  health  care  on  an  equal 
basis  and  with  reasonable  level  of  quality  assured. 

Accordingly,  the  Subcommittee  recommended  the 
appointment  of  a Subcommittee  on  Health  Care 
Delivery  of  the  Committee  on  Medical  Economics 
to  make  such  a survey  and  to  report  its  findings. 

The  newly  appointed  Subcommittee  met  prompt- 
ly. Its  first  step  as  to  outline  in  broad  terms  its 
concept  of  the  objectives  of  health  care  delivery 
systems  which  would  more  adequately  meet  the 
needs  and  expectations  of  all  the  American  people 
in  the  decade  ahead.  This,  it  expected,  might 
serve  as  a general  profile  upon  which  its  delibera- 
tions might  be  based.  In  essence,  the  identified  ob- 
jectives were  as  follows. 

OBJECTIVES  OF  HEALTH  CARE  DELIVERY 
SYSTEMS  IN  THE  70's 

1.  Health  care  delivery  systems  should  be  re- 
sponsive and  relevant  to  the  continuing  health 
needs  of  people  rather  than  only  to  their  episodic 
medical  needs.  Systems  should  be  oriented  to  the 
whole  person  and  his  needs  for  disease  prevention 
and  health  maintenance,  rather  than  primarily  to 
medical  treatment  and  management  of  disabling 
conditions. 
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These  systems  should  seek  to  maintain  the  health 
and  well-being  of  the  individual,  the  family,  and 
the  community.  Emphasis  should  be  placed  on  pre- 
vention, health  maintenance,  and  ambulatory  care. 

Systems  should  be  so  organized  so  that  each 
family  unit  has  easy  access  to  it  and,  when  prac- 
tical, may  choose  from  a number  of  equally  appro- 
priate points  of  entry.  This  would  pre-suppose  fam- 
ily-centered health  care  that  encourages  continuity 
both  in  treatment  of  disease  and  maintenance  of 
health,  a refocusing  on  family  practice,  and  a re- 
evaluation  of  the  roles  of  the  varieties  of  health 
manpower. 

. Health  care  delivery  systems  should  integrate 
and  interact  with  other  social  and  environmental 
systems  that  serve  in  the  public  interest,  including 
employment,  education,  housing,  transportation, 
communications,  and  recreation. 

The  health  of  the  individual,  the  family,  and  the 
community  affects  and  is  affected  by  the  nature  and 
quality  of  the  physical  environment  and  the  social 
context  of  the  community — such  things  as  employ- 
ment potentials,  educational  levels,  and  cultural 
and  behavioral  patterns  of  day-to-day  living. 

Health  care  delivery  systems  functioning  in  har- 
mony and  responsiveness  to  these  and  other  ele- 
ments relating  to  the  living  circumstances  of  peo- 
ple; (a)  would  provide  services  wdthin  a cultural 
framework  that  is  compatible  with  the  values  held 
by  those  in  the  communities  served;  (b)  would  co- 
operatively assess  the  overall  needs  of  the  people 
and  the  community  and  encourage  improvements 
or  needed  changes  in  such  areas  as  education,  em- 
ployment, and  housing;  and  (c)  would  consciously 
and  dynamically  interrelate  with  the  other  social 
and  environmental  systems. 

3.  Health  care  delivery  systems  should  be  re- 
flcctive  of  consumer  and  professional  interests,  op- 
erating not  only  to  provide  the  quality  of  care 
needed  and  desired  by  the  citizen-consumers,  but 
to  assure  that  the  means  of  delivering  services  are 
in  keeping  with  the  professional  concepts  and  stan- 
dards of  the  providers  of  service. 

The  development  of  systems  for  delivery  of 
health  care  should  be  an  active  partnership  process 
involving  consumers  and  providers  throughout  all 
stages  of  planning  and  operation. 

In  structure  and  procedure,  systems  of  delivery 
should  reflect  respect  for  the  dignity  and  equality 
of  opportunity  of  each  individual,  each  family, 
each  community.  Equally  important,  all  systems 
should  be  compatible  with  the  human  needs  and 
professional  standards  of  those  who  provide  the 


services  and  who  carry — implicitly — responsibility 
for  life  and  death. 

4.  Health  care  delivery  systems  should  be  adap- 
tively structured  and  interrelated  so  as  to  provide 
access  to  quality  health  care  to  all  residents  regard- 
less of  such  factors  as  geographic  location,  eco- 
nomic resources,  and  cultural  or  social  variables. 

No  monolithic  method  for  the  delivery  of  health 
care,  nor  its  financing  can  make  sense  in  our  plur- 
alistic society  in  the  years  ahead.  What  may  be 
feasible  are  “systems”  that  interrelate  multiple 
methods  and  varying  approaches  to  a common  goal 
of  “equality  health  care  for  all.” 

Such  systems  would  be  self-adapting  to  social 
needs  and  scientific  and  technological  develop- 
ments, and  to  varying  local  conditions.  They  would 
provide  access  without  delay  to  optimum  care  of 
acute  and  major  health-threatening  problems,  but 
would  shift  the  focus  of  concern  from  the  “extra- 
ordinary” to  the  “ordinary”,  emphasizing  preven- 
tion of  disease,  health  maintenance  and  education, 
early  diagnosis  and  treatment 

“Equality  of  health  care”  systems  would  en- 
courage effectiveness  and  quality  but  eliminate  or 
minimize  duplication  of  effort,  unproductive  frag- 
mentation and  inefficiency  in  services  to  people. 
They  would  thus  seek  to  avoid  the  impact  of  un- 
realistic costs,  and  minimize  confusion  for  patients 
and  families  as  to  how,  where  and  when  they  can 
enter  into  the  systems. 

“Equality  of  health  care”  systems  would  en- 
acterized  by  conscious  and  continuing  efforts  to 
facilitate  entry  by  providing  counsel  and  initial 
care  as  close  as  po^'sible  to  the  persons  needing 
care.  The  individual  would  proceed  through  such 
systems  progressively  in  terms  of  his  particular 
needs,  with  access  to  and  use  of  whatever  services 
and  facilities  are  appropriate  and  necessary. 

Systems  for  “equality  health  care”  would  involve 
networks  of  institutions,  facilities,  and  services  to 
provide  primary,  specialized,  intensive,  convales- 
cent, rehabilitative,  and  custodial  care,  with  em- 
phasis on  am.bulatory  approaches. 

The  viability  of  such  systems  would  depend  sig- 
nificantly upon  effective  communication  and  trans- 
portation facilities,  and  in  the  partnership  involve- 
ment of  citizens  and  professionals  in  the  planning, 
development  and  management  of  the  systems. 

In  subsequent  interviews  with  health  care  ex- 
perts, the  Subcommittee  was  gratified  to  note  gen- 
eral concurrence  with  these  objectives  as  a sound, 
broad  statement  of  principles.  .Accordingly,  only  a 
(Continued  on  next  page) 
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few  changes  were  subsequently  made  in  the  outline. 

The  Subcommittee  then  held  a series  of  informal 
interviews  in  Washington,  New  York,  Chicago,  Los 
Angeles,  and  San  Francisco,  with  thirty-one  persons 
of  recognized  knowledge,  e.xperience,  and  stature 
in  such  diverse  fields  as  medicine,  hospital  admin- 
istration, university  graduate  schools  for  health 
services,  prepaid  group  practice,  OEO  clinics,  pub- 
lic health  services,  medical  economics,  organized 
labor,  and  urban  problems. 

The  Subcommittee  was  impressed  with  the 
thoughtfulness  and  sincerity  on  the  part  of  those 
whom  it  interviewed.  It  is  deeply  indebted  to  those 
persons,  not  alone  for  their  generosity  and  grac- 
iousness in  giving  of  themselves,  but  for  their  very 
real  contributions  to  the  deliberations  of  the  Sub- 
committee. There  is  no  question  but  that  the  con- 
cepts and  opinions  expressed  served  to  expand  and 
deepen  the  Subcommittee's  underj^tanding  It  was 
an  informative,  enriching,  and  stimulating  exper- 
ience 

The  Subcommitte  thereupon  reduced  to  writing 
its  principal  findings.  These  constitute  the  body 
of  this  report 

Thereafter,  ba.sed  upon  these  Findings,  the  Sub- 
committee felt  obligated  to  give  more  direct  con- 
sideration to  the  relationship  of  the  health  insur- 
ance business  to  the  systems  of  health  care  delivery 
as  they  might  be  expected  to  evolve.  It  has,  there- 
fore, taken  the  liberty,  in  view  of  the  importance 
and  magnitude  of  the  apparent  problems  and  the 
need  for  direct  action  by  insurers  to  present  a series 
of  Recommendations  for  the  consideration  of  both 
the  Health  Insurance  .Association  of  .America,  and 
insurance  companies  individually.  These  Recom- 
mendations are  contained  in  the  third  section  of 
this  report. 

In  presenting  this  report,  the  .Subcommittee  rec- 
ommends its  distribution  to  the  membership  of  the 
.Association,  and  authorization  to  the  staff  of  the 
.As.sociation  to  make  the  rejwrt  available  to  other 
interested  sources. 

FINDINGS  OF  THE  SUBCOMMITTEE  ON 
HEALTH  CARE  DELIVERY 

The  Subcommittee  found  a consensus  that  the 
health  rare  systems  in  the  United  States  as  we 
know  them  today  must  and  will  change  in  the 
1970’s.  Quite  naturally,  opinion  differs  with  respect 
to  the  various  aspects  of  the  changes  which  must 
or  will  take  place.  .At  the  same  time,  there  is  gen- 
eral sentiment  that  the  .system  of  the  1970’s  should 
be  flexible  and  pluralistic,  with  alternatitve  meth- 
(xls  of  delivery  permitted  to  co-exist. 


One  reason  for  the  pressure  for  change  is  that 
the  present  systems  do  not  deliver  to  all  segments 
of  the  public  the  highest  level  of  care  that  medical 
science  currently  knows  how  to  deliver,  and  the 
care  that  is  delivered  is  not  delivered  as  economi- 
cally as  present  day  technology  would  permit. 
While  this  statement  will  always  be  true  to  some 
degree,  it  is  reported  because  of  the  intensity  with 
which  both  health  care  professionals  and  laymen 
believe  it  is  applicable  today.  There  are  some  who 
consider  the  present  systems  of  health  care  a mat- 
ter of  national  crisis. 

The  present  health  care  delivery  is  essentially 
a cottage  industry,  with  various  individuals  and 
institutions  performing  certain  functions  of  their 
own  choosing  and  with  essentially  no  coordination 
and,  in  some  instances,  little  cooperation.  The  sys- 
tems are  primarily  oriented  toward  treatment  of 
the  acute  phase  of  illness,  and  does  not  offer  the 
public  a complete  spectrum  of  health  care,  includ- 
ing the  maintenance  of  good  health,  on  a coordi- 
nated basis.  Access  to  the  systems  is  often  difficult, 
especially  for  the  poor  and  rural  populations.  It 
is  in  need  of  improved  management,  yet  one  that 
is  sensitive  to  the  subjectiveness  and  subleties 
which  should  be  inherent  in  a human  system  of 
care.  The  physician-patient  relationship  is  still  a 
key  factor  in  the  efficacy  of  health  care. 

.Another  reason  is  that  the  present  systems  of 
health  care  must  be  altered  to  assure  its  responsiv^e- 
ness  to  change  in  the  size  and  character  of  the 
population,  and  in  the  patterns  of  disease.  More 
emphasis  must  be  placed  upon  the  treatment  of 
chronic  conditions,  such  as  arthritis,  asthma,  hyper- 
tension, and  geriatrics. 

The  Subcommittee  also  found  a consensus  that 
the  financing  of  personal  health  care,  beyond  the 
use  of  individual  resources,  must  be  adequate  so 
that  the  onset  of  illness  does  not  result  in  undue 
hardship  to  an  individual  or  family,  so  that  needed 
care  is  not  unnecessarily  detained  or  avoided,  and 
so  that  all  persons  might  enter  the  mainstream  of 
health  care  on  an  equal  basis  and  with  a reason- 
able level  of  quality  assured.  This  means  that  pri- 
vate health  insurance,  as  the  principal  source  of 
such  financing,  must  remain  viable,  dynamic,  and 
responsive  to  change  since,  as  a general  rule, 
health  care  will  not  be  delivered  unless  it  is  ade- 
quately financed. 

Thus,  the  essential  requisites  to  produce  systems 
of  health  care  delivery  which  will  be  found  accept- 
able in  the  1970’s  are  an  adequate  supply  and  dis- 
(Continucd  on  Page  9) 
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once-popular  treatment  for  back  pains 
as  to  have  the  seventh  son  of  a seventh  son 
and  or  walk  on  the  patient's  back. 


The  pain  of  earache  was  allegedly  relieved 
by  holding  a hot  roasted  onion  to  the  ear. 


iir  headache,  a sovereign  remedy  was 
wear  a snakeskin  round  one's  head. 


A realistic 
approach 

to  pain 
relief 


liompound  with  Codeine 


i*hosphate  gr.  1/2  No< 


Itch  tablet  contains; 

)deine  Phosphate  gr.  1/2  (Warning- 
ay  be  habit  forming),  Phenacetin  gr.  2 1 
spirin  gr.  3 1 / 2,  Caffeine  gr.  1 / 2. 

Eeeps  the  promise 
I pain  relief 

'V.  & Co.'  narcotic  products  are 

rss  "B",  and  as  such  are  available  on  oral 

sscription,  where  State  law  permits. 

1^  BURROUGHS  WELLCOME  & CO.  (U.S.A. 
Q TVickahoe,  N.Y. 


Contraindications  Edema,  danger 
of  cardiac  decompensation,  history 
or  symptoms  of  peptic  ulcer,  renal, 
hepatic  or  cardiac  damage,  history 
of  drug  allergy,  history  of  blood 
dyscrasia  The  drug  should  not  be 
given  when  the  patient  is  senile  or 
when  other  potent  drugs  are  given 
concurrently  Large  doses  of  the 
alka  formulation  are  contraindi- 
cated in  glaucoma 

Warning  If  coumann-type  anti- 
coagulants are  given  simultaneously, 
watch  for  excessive  increase  m pro- 
thrombin time  Instances  of  severe 
bleeding  have  occurred  Persistent 
or  severe  dyspepsia  may  indicate 
peptic  ulcer,  perform  upper  gastro- 


intestinal x-ray  diagnostic  tests  if 
drug  IS  continued  Pyrazole  com- 
pounds may  potentiate  the  pharma- 
cologic action  of  sulfonylurea, 
sulfonamide-type  agents  and  insulin. 
Carefully  observe  patients  receiving 
such  therapy.  Use  with  caution  in 
the  first  trimester  of  pregnancy  and 
in  patients  with  thyroid  disease. 

Precautions  Before  prescribing, 
carefully  select  patients,  avoiding 
those  responsive  to  routine  meas- 
ures as  well  as  contraindicated 
patients  Obtain  a detailed  history 
and  a complete  physical  and  labora- 
tory examination,  including  a blood 
count  Patients  should  not  exceed 
recommended  dosage,  should  be 


closely  supervised  ana  should  oe 
warned  to  discontinue  the  drug  and 
report  immediately  if  fever,  sore 
throat,  or  mouth  lesions  (symptoms 
of  blood  dyscrasia);  sudden  weight 
gam  (water  retention),  skin  reac- 
tions. black  or  tarry  stools  or  other 
evidence  of  intestinal  hemorrhage 
occur  Make  complete  blood  counts 
at  weekly  intervals  during  early 
therapy  and  at  2-week  intervals 
thereafter  Discontinue  the  drug 
immediately  and  institute  counter- 
measures if  the  white  count  changes 
significantly,  granulocytes  decrease, 
or  immature  forms  appear.  Use 
greater  care  in  the  elderly  and  in 
hypertensives. 


Moverse  neacuuns  i rie  inumji 
common  are  nausea  and  edemjl 
Swelling  of  the  ankles  or  face  ml- 
minimized  by  withholding  dietail 
salt,  reduction  in  dosage  or  use  | 
diuretics  In  elderly  patients  anci-- 
in  those  with  hypertension  the 
should  be  discontinued  with  thti 
pearance  of  edema. The  drug  h.4 
been  associated  with  peptic  ulcjj 
and  may  reactivate  a latent  pep^ 
ulcer. The  patient  should  be  in- 
structed to  take  doses  immedia 
before  or  after  meals  or  with  ml 
minimize  gastric  upset.  Drug  rej 
occasionally  occurs.  If  it  does,  f 
promptly  discontinue  the  drug  I 
Agranulocytosis,  exfoliative  del 


Sandy  sails  again! 
After  an  arthritic  flare-up. 

His  rheumatoid  arthritis  flared  out  of  aspirin  control. 

It  meant  weeks  of  pain,  stiffness, 
swelling  and  tenderness. . .and  a lot  of  sun  and  wind  that 
somebody  else  took  advantage  of. 

Next  time,  after  aspirin,  consider  Butazolidin  alka: 
prompt  anti-inflammatory  effectiveness 
short  trial  period 
low  maintenance  dosage 

usual  dosage:  1 capsule  q.i.d.  initially,  then  1 or  2 daily 

Butazolidin"  alka  & 

100  mg.  phenylbutazone 

100  mg.  dried  aluminum  hydroxide  gel 

1 50  mg.  magnesium  trisilicate 


Serious  side  effects  can  occur. 

Select  patients  carefully  (particu- 
larly the  elderly)  and  follow  them 
closely  in  line  with  the  drug's  pre- 
cautions, warnings  and  contraindica- 
tions. Read  the  prescribing  informa- 
tion. It's  summarized  below. 


avens-Johnson  syndrome, 
;yndrome  (toxic  necrotizing 
nolysis),or  a generalized 
reaction  similar  to  serum 
s may  occur  and  require 
lent  withdrawal  of  medica- 
jranulocytosis  can  occur 
ly  in  spite  of  regular,  repeated 
white  counts.  Stomatitis 
'ely,  salivary  gland  enlarge- 
lay  require  cessation  of  treat- 
iuch  patients  should  not 
subsequent  courses  of  the 
omiting,  vertigo  and  languor 
cur.  Leukemia  and  leukemoid 
ns  have  been  reported.  While 
initely  attributable  to  the 
causal  relationship  cannot 


be  excluded.  Thrombocytopenic 
purpura  and  aplastic  anemia  may 
occur.  Confusional  states,  agitation, 
headache,  blurred  vision,  optic 
neuritis  and  transient  hearing  loss 
have  been  reported,  as  have  hyper- 
glycemia, hepatitis,  jaundice,  hyper- 
sensitivity angiitis,  pericarditis  and 
several  cases  of  anuria,  glomer- 
ulonephritis and  hematuria.  With 
long-term  use,  reversible  thyroid 
hyperplasia  may  occur  infrequently. 
Moderate  lowering  of  the  red  cell 
count  due  to  hemodilution  may 
occur. 

Dosage  in  Rheumatoid  Arthritis: 
Initial:  3 to  6 capsules  daily  in  3 or  4 
equal  doses.  Trial  period:  1 week. 


Maintenance  dosage  should  not 
exceed  4 capsules  daily,  response  is 
often  achieved  with  1 or  2 capsules 
daily.  In  selecting  the  appropriate 
dosage  in  any  specific  case,  con- 
sideration should  be  given  to  the 
patient's  weight,  general  health,  age 
and  any  other  factors  influencing 
drug  response.  (B)46-070-C 
For  complete  details,  please  see  full 
prescribing  information. 

Geigy  Pharmaceuticals 
Division  of 

Geigy  Chemical  Corporation 
Ardsley,  NewYork  10502 


If  it  doesn't  work  in  a week,  forget  it. 


Remember  how  gres 
milk  of  magnesia  tasted  ? 


Almost  as  good  as  castor  oil. 

But  now  you  can  spare  the 
taste  buds  and  spoil  the  patient  with  a 
modern  Dulcolax  tablet  or  suppository. 

And  Dulcolax  works  so  pre- 
dictably that  the  time  of  bowel  move- 
ment can  often  be  predicted.  Tablets 
taken  at  night  usually  produce  a bowel 
movement  the  following  morning. 
Suppositories  generally  work  in  15 
minutes  to  an  hour. 


For  preoperative  preparation, 
a combination  of  tablets  at  night  and  a 
suppository  the  next  morning  usually 
cleans  the  bowel  thoroughly. 

Dulcolax  suppositories  may 
be  particularly  helpful  when  straining 
should  be  avoided,  as  in  postoperative 
care.  Keep  in  mind,  however,  that  the 
drug  is  contraindicated  in  theacute  sur- 
gical abdomen. 

Dulcolax". . . it’s  predictal 

bisacodyl 


Under  license  from  Boehringer  Ingelheim  G m b H 


% Gelgy  Pharmaceuticals,  Division  of  Geigy  Chemical  Corporation.  Ardsley.  New  York  10502 


HEALTH  CARE  DELIVERY  IN 
THE  1970’s 

(Continued  from  Page  8) 

tribution  of  health  services  functioning  in  a flexible 
and  coordinated  framework  which  produces  both 
economy  of  available  manpower  and  resources  and 
quality  surveillance,  coupled  with  a sound  plural- 
istic system  of  financing. 

Beyond  this  broad  general  finding,  certain  spe- 
cifics emerge  which  are  germane  to  the  basic  con- 
cept of  the  future. 

1.  There  is  a serious  shortage  of  physicians, 
nurses,  and  other  paramedical  personnel,,  and  of 
administrators  of  hospitals  and  other  types  of 
health  care  institutions.  Xo  problem  regarding 
health  care  delivery  can  be  satisfactorily  solved 
until  this  situation  is  corrected.  Improvement  can 
be  brought  about,  in  part,  by  better  deployment 
of  available  resources,  greater  development  and  use 
of  allied  professionals.  Both  the  private  and  public 
sectors  of  the  nation  will  be  called  upon  to  work 
together  effectively  to  eliminate  present  shortages 
before  any  major  slow  down  in  the  rate  of  increase 
in  medical  care  expenditures  will  be  achieved. 

One  aspect  of  this  shortage  identified  as  deserv- 
ing consideration  is  the  fact  that  the  cost  of  train- 
ing a physician  and  keeping  him  trained  increases 
with  the  increases  in  medical  knowledge  and  tech- 
nology. It  is  no  longer  economical,  if  indeed  it 
ever  was,  to  have  such  a highly  skilled  individual 
perform  simple  tasks  that  could  be  delegated  to 
properly  trained  paramedical  personnel  acting  un- 
der this  direction  and  supervision.  Although  there 
is  some  difference  of  opinion,  the  weight  appears 
to  favor  having  the  medical  school  advise  as  to 
the  educational  curriculum  for  paramedical  per- 
sonnel, with  the  actual  education  taking  place  in 
colleges  and  junior  colleges. 

.Another  aspect  is  discernible  from  the  virtually 
unanimous  agreement  that  the  present  rigid  guild 
system  applicable  to  nurses  aides,  nurses,  and  other 
paramedical  personnel  should  be  eliminated,  so  that 
individuals  with  the  talent  and  perseverance  to  do 
so  ■ may  advance  up  the  ladder  of  a health  care 
career  through  on-the-job  training  or  the  taking 
of  additional  courses.  .As  the  rules  now  stand,  most 
paramedical  personnel  are  not  permitted  to  count 
prior  education  and  training  toward  the  require- 
ments for  becoming  a higher  level  technician.  Li- 
censing laws  and  regulations  will  also  have  to  be 
changed  in  most  instances. 

2.  The  cost  of  building,  equipping,  and  main- 
taining a modern  hospital  has  become  so  great. 


that  it  is  no  longer  economical  to  use  such  an  in- 
stitution for  convalescent  care  or  the  treatment  of 
chronic  illnesses,  to  say  nothing  of  custodial  care. 
X^one  of  these  types  of  care  has  as  yet  been  suffi- 
ciently well  defined  to  permit  a ready  differentia- 
tion between  them  and  hospital  care.  Hence,  it  is 
difficult  to  identify  institutions  providing  such  care. 
The  1970’s  should  see  considerable  progress  in  the 
development  of  practical  definitions  for  these  im- 
portant levels  of  care,  and  in  the  construction  and 
licensing  of  institutions  to  provide  such  care.  In- 
deed, there  are  those  who  believe  that  the  general 
hospital  of  the  year  2000  will  provide  intensive  care 
only.  On  the  other  hand,  there  are  those  who  think 
that  all  levels  of  care  can  be  satisfactorily  provided 
in  one  institution.  The  progressive  care  hospital 
is  a case  in  point.  The  multi-institution  school  of 
thought  disagrees  on  the  grounds  that  the  psycholo- 
gical make-ups  of  both  the  patient  and  the  health 
care  personnel  require  that  there  be  a visible 
change  in  the  patient’s  location  and  mode  of  care 
as  he  moves  from  one  level  of  care  to  the  next. 
They  concede  that  common  ownership  and  a com- 
mon top  echelon  of  management  are  presumably 
practical. 

3.  While  there  is  no  agreement  on  the  “proper” 
number  of  general  hospital  beds  per  thousand  of 
population,  there  is  agreement  that,  whatever  the 
number,  both  hospital  administrators  and  physi- 
cians will  see  that  the  beds  are  kept  filled.  This 
suggests  that  a moratorium  should  be  declared  on 
building  new  hospital  beds  until  the  need  for  more 
beds,  of  such  an  expensive  U-pe  can  be  fully  justi- 
fied. In  particular,  the  “two  beds  p>er  thousand 
population”  rule  of  thumb  used  by  many  prepaid 
group  practice  plans  should  be  checked  for  validity, 
since  it  is  so  significantly  lower  than  the  national 
average  of  about  four  per  thousand. 

4.  Meanwhile,  concepts  for  containing  present 
hospitals  costs  are  readily  available  and  should  be 
deployed  to  the  fullest  extent  feasible.  These  in- 
clude the  sharing  of  expensive  equipment,  central 
purchasing,  and  full  operation  of  the  hospital  on 
a seven  day  week  basis. 

5.  X’o  significant  reduction  in  hospital  utiliza- 
tion will  occur  until  at  least  the  following  three 
things  are  accomplished: 

a.  Suitable  alternative  facilities  and  services  are 
made  readily  available.  These  would  include  prop- 
erly equipped  amblatory  care  centers  (where  per- 
haps 20  per  cent  to  25  per  cent  of  the  surgery  now 
performed  on  an  inpatient  basis  could  be  done  as 
(Continued  on  Page  20) 
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District  Medical  Society  Meetings 


WOONSOCKET  DISTRICT  MEDICAL  SOCIETY 

The  annual  meeting  of  the  Woonsocket  District 
Medical  Society  was  held  in  the  meeting  room  of 
the  Woonsocket  Hospital  on  Tuesday,  December 
9,  1969  with  President  Joseph  A.  Bliss,  M.D.  call- 
ing the  meeting  to  order  at  8:30  P.M.  There  were 
approximately  thirty  members  present  and  several 
w’ives  and  guests. 

The  minutes  of  the  meeting  of  the  Society 
that  was  held  in  October  of  this  year  were  read 
and  accepted. 

letter  was  read  to  the  Socieiy  from  Harry 
Hecker,  M.D.  who  is  the  president  of  the  Paw- 
tucket Medical  Association.  He  noted  that  the  doc- 
tor’s fees  allowed  for  office  calls  for  welfare  pa- 
tients in  Rhode  Island  were  only  half  as  much  as 
was  allowed  for  similar  services  performed  through 
a Hospital  O.P.D. 

The  application  of  Dr.  Jose  O.  Martinez  for 
membership  in  the  Society  was  found  to  be  in 
order  by  the  Censors  and  he  was  voted  into  mem- 
bership with  only  one  dissenting  vote. 

The  nominating  committee,  consisting  of  Dr.  E. 
L.  Tremblay,  Dr.  Jeffim  Weremchuk,  and  Dr.  Pat- 
rick R.  Levesque,  were  asked  to  report  on  their 
slate  of  officers  for  the  coming  year.  After  their 
presentation,  President  Bliss  called  for  any  counter 
nominations  from  the  floor.  There  being  none,  the 
secretary'  was  directed  to  cast  one  ballot  for  the 
slate  as  presented  and  they  were  duty  elected. 

The  officers  for  the  coming  year  are  as  follows. 
President  Wilfred  V.  Ethier,  M.D. 

Vice-president  Robert  L.  Farrelly,  M.D. 

Alton  P.  Thomas,  M.D. 
Raymond  Lancaster,  M.D. 
Leonard  Staudinger,  M.D. 
Francis  L.  Scarpaci,  M.D. 

F.  Edward  Yazbok,  M.D. 


Secretary 

Treasurer 

Delegates  to  the 
R.I.  Med.  Soc. 


Councillor  to  the 
R.I.  Med.  Soc. 


Harry  Levine,  M.D. 

Censors 

.Arthur  C.  Gaudreau,  M.D.  (to  Dec.  71) 
Thomas  J Lalor,  M.D.  (to  Dec.  70) 
Philip  J.  Morrison,  M.D.  (to  Dec.  72) 


Dr.  Bliss  turned  over  the  gavel  to  the  newly 


elected  president,  Wilfred  V.  Ethier,  M.D.  who 
made  a short  acceptance  speech  thanking  the  Soci- 
ety for  the  honor  conferred  on  him.  His  first  offi- 
cial act  w'as  to  present  an  engraved  gavel  to  Dr. 
Bliss  in  appreciation  for  his  service  to  the  Society 
as  the  president  during  the  past  year. 

The  speaker  for  the  evening  was  introduced 
b}'  president  Ethier.  He  was  Air.  Thomas  Kee,  an 
Investment  .Advisor  from  Alerrill  Lynch,  Pierce, 
Fenner  and  Smith,  Providence  office.  Air.  Kee’s 
subject  was  Money  Management  He  discussed  such 
things  as  Commercial  Paper,  Alunicipal  Tax  Free 
Bonds,  Government  .Agency  Notes,  Treasury  Bills, 
Corporate  Bonds  and  the  Stock  Market.  The  great- 
est possible  gain  was  in  the  proper  use  of  the  in- 
vestment modalities  at  the  right  time. 

There  was  a question  period  following  the  talk, 
following  which  the  meeting  adjourned  at  10  P.AI. 
Refreshments  were  served. 

.Alton  P.  Thomas,  AI.D. 

Secretary 

PROVIDENCE  MEDICAL  ASSOCIATION 

.A  regular  meeting  of  the  Providence  Aledical 
-Association  was  held  at  the  Rhode  Island  Aledical 
Society  Library  on  Alonday,  November  3,  1969. 

The  meeting  was  called  to  order  by  the  President, 

Dr.  Nathan  Chaset,  at  8:30  P.AI. 

.A  reading  of  the  minutes  of  the  October  meeting 
was  omitted,  and  President  Chaset  stated  that  the 
information  regarding  that  meeting  would  be  pub- 
lished in  the  Rhode  Island  Aledical  Journal. 

Dr.  Joseph  E.  Caruolo,  Secretary,  reported  that 
the  Executive  Committee  approved  of  the  applica- 
tion for  active  membership  of  Dr.  .Albert  S.  Alost. 

.A  motion  was  made,  seconded  and  voted  that  Dr. 
Alost  be  elected  to  active  membership. 

Dr.  Chaset  awarded  certificates  of  membership  j 
to  members  elected  at  the  October  meeting  of  the 
.Association. 

The  President  introduced  Air.  Charles  P.  Wil- 
liamson, legal  counsel  of  the  Rhode  Island  Aledi- 
cal Society,  and  Air.  James  Castle  of  Flourtown, 
Pennsylvania,  president  of  Pro  Services,  Inc.,  the 
new  management  company  for  the  Beacon  Fund 
sponsored  by  the  council  of  the  New  England 
(Continued  on  Page  12) 
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Picture  of 
low  back  pain 


treated  with 
Parafon  Forte®TAeLEis 

Paraflex®  (chlorzoxazone)*  250  mg. 

Tylenol®  (acetaminophen)  300  mg. 


tafon  Forte  tablets  help  to  relieve  pain» 
ore  mobility. . . stop  pain- spasm  feedback 

■ roviding: 

■nsalicylate  analgesic  equal  to  aspirin  for  the  relief 
iin,'-2  yet  unlikely  to  produce  the  irritation  to  the 
ric  mucosa  so  often  associated  with  salicylate 
apy2 

a skeletal  muscle  relaxant  effective  in  a wide  va- 
' of  conditions2-®...but  not  likely  to  have  the  cen- 
effects  of  tranquilizing  compounds.® 

■cribe  Parafon  Forte  for  effective  spasmolysis 
analgesia  in  sprains,  strains,  myalgias,  low  back 
. bursitis  and  other  musculoskeletal  disorders. 

patients  will  appreciate  the  restored  comfort 
.freedom  of  movement  it  usually  provides. 


Contraindications:  Sensitivity  to  either  component.  Precautions: 
Exercise  caution  in  patients  with  known  allergies  or  history  of 
drug  allergies.  If  a sensitivity  reaction  or  signs  or  symptoms  sug- 
gestive of  liver  dysfunction  are  observed,  the  drug  should  be 
stopped.  Adverse  Reactions:  Occasionally,  drowsiness,  dizziness, 
lightheadedness,  malaise,  overstimulation  or  gastrointestinal 
disturbances  may  be  noted;  rarely,  allergic-type  skin  rashes, 
petechiae,  ecchymoses,  angioneurotic  edema  or  anaphylactic 
reactions.  In  rare  instances,  Paraflex  (chlorzoxazone)  may  pos- 
sibly have  been  associated  with  gastrointestinal  bleeding.  While 
Paraflex  (chlorzoxazone)  and  chlorzoxazone-containing  prod- 
ucts have  been  suspected  as  being  the  cause  of  hepatic  toxicity 
in  approximately  eighteen  patients,  it  was  not  possible  to  state 
that  the  dysfunction  was  or  was  not  drug  induced.  Usual  Adult 
Dosage:  Two  tablets  q.i.d.  Supplied:  Scored,  light  green  tablets, 
imprinted  “McNEIL”  — bottles  of  100. 


References : 1.  Batterman,  R.  C.,  and  Grossman,  A.  J.:  Fed.  Proc.  i.4:316,  1955. 
2.  Goodman,  L.  S.,  and  Gilman,  A.,  ed.:  The  Pharmacological  Basis  of  Thera- 
peutics, ed.  3,  New  York,  The  Macmillan  Company,  1965,  p.  331.  3.  Kestler,  O. 

C..  and  Gyurik,  J.:  Industr.  Med.  Surg. 
31 :372,  1962.  4.  Forster,  S.,  et  aX.:  Amer. 
J.  Orthop.  2:285,  1960.  5.  Friend,  D.  G. : 
Clin.  Pharmacol.  Ther.  5:871,  1964. 

• U.S.  PATgNT  NO.  2.695.677 
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( McNEIl ) 

WcNEIL  LABORATORIES,  INC.,  FT.  WASHINGTON,  PA.  19034 


PROVIDENCE  MEDICAL  ASSN. 

(Continued  from  Page  10) 

State  Medical  Societies,  who  spoke  on  “Profes- 
sional Incorporation — Is  This  For  You?” 

Mr.  Williamson  reviewed  the  Rhode  Island  pro- 
fessional corporations  act  and  he  discussed  the  pro- 
cedures involved  in  setting  up  a corporation  under 
this  statute.  He  also  discussed  recent  developments 
by  the  Senate  Finaance  committee  of  the  Congress 
relating  to  curtailment  of  benefits  to  physicians 
establishing  corporations  for  their  practice. 

Mr.  Castle  explained  the  role  of  Pro  Services, 
Inc,  as  an  aid  to  physicians  who  might  incorporate, 
and  he  introduced  Mr.  Richard  Hardley  of  his 
staff  who  explained  the  PRO  PLAN  for  broad  in- 
vestment and  retirement  options. 

The  scientific  lecture  of  the  evening  was  pre- 
sented by  Dr.  Herbert  Rakatansky,  a member  of 
the  active  staff  of  Miriam,  Rhode  Island  and  Roger 
Williams  General  hospitals. 

The  Society  was  privileged  to  hear  and  see  the 
presentation  of  Intestinal  Insights — A View  of  Gas- 
tric Pathology”  by  Dr.  Herbert  Rakatansky.  We 
heard  all  that  is  new  in  the  field  of  gastroenterolog- 
ical endoscxjpy.  The  new  esophagoscopes  and  gas- 
troscopes  were  described.  It  was  most  interesting  to 
hear  what  can  now  be  done  with  them  and  through 
them.  Not  only  are  they  flexible  but  tissue  wash- 
ings, surface  brush  cytolog\%  and  tissue  biopsy  are 
all  quite  {wssible  through  them,  thereby  yielding  a 
high  percentage  of  positive  diagnosis.  It  was  also 
quite  instructive  to  see  the  photographs  taken 
through  this  new  equipment.  In  his  relatively  short 
time  in  practice  Dr.  Rakatansky  has  compiled  an 
enviable  library  of  photographs.  He  is  to  be  con- 
gratulated and  we  all  look  forward  to  working  with 
him  for  many  years  to  come. 

The  meeting  was  adjourned  at  10:30  p.m. 

Respectfully  submitted: 

Joseph  E.  Caruolo,  M.D. 

Secretary 

Collation  was  served. 

.Attendance  108 

* * * * 

A regular  meeting  of  the  Providence  Medical  .As- 
sociation was  held  at  the  Rhode  Islanad  Aledical 
Society  Library  on  Monday,  December  1,  1969. 
The  meeting  was  called  to  order  by  the  vice  Presi- 
dent, Bertram  H.  Buxton,  Jr.,  M.D.,  at  8:30  p.m. 

Reading  of  the  minutes  of  the  November  meet- 
ing was  omitted  and  Doctor  Buxton  stated  that 
the  information  regarding  that  meeting  would  be 
published  in  the  Rhode  Island  Medical  Journal. 


Dr.  Joseph  E.  Caruolo,  Secretary,  reported  that 
the  Executive  Committee  dropped  one  member 
from  the  roster  since  he  has  moved  out  of  the 
district  and  has  also  approved  of  the  reinstatement 
to  active  membership  of  Dr.  Roy  E.  Hallett  who 
has  returned  to  Providence  to  practice.  Dr.  Caruolo 
also  announced  that  the  Executive  Committee  rec- 
ommends that  there  be  no  increase  in  the  annual 
dues  for  1970  and  it  moved  that  the  annual  assess- 
ment continue  at  $30  for  active  members  and  $5 
for  associate  members. 

Action:  A motion  was  made,  seconded,  and  voted 
that  the  recommendation  of  the  Executive  Commit- 
tee regarding  the  1970  annual  dues  be  approved. 

Doctor  Caruolo  also  reported  in  accordance  with 
the  bylaws  of  the  association,  the  Executive  Com- 
mittee has  submitted  a proposed  slate  of  officers 
and  delegates  to  serve  in  1970.  Doctor  Caruolo  said 
that  the  notice  of  the  slate  appeared  on  the  Decem- 
ber meeting  notice  which  each  member  of  the  Asso- 
ciation received.  Any  counter-nominations  must  be 
in  writing,  signed  by  5 per  cent  of  the  active  mem- 
bership, Doctor  Caruolo  explained,  and  delivered 
to  him  at  least  10  days  prior  to  the  annual  meeting 
of  January  5,  1970  when  the  elections  will  take 
place. 

Doctor  Buxton  then  introduced  Albert  Most, 
AI.D.  who  was  elected  in  the  November  meeting  of 
the  Providence  Aledical  Association  and  who  had 
received  his  membership  certificate. 

Doctor  Buxton  introduced  the  guest  speaker, 
Louis  Weinstein,  M.D.  of  Boston,  Alassachusetts, 
Assistant  Physician-in-Chief,  New  England  Medical 
Center  Hospital,  and  Chief,  Infectious  Disease 
Services,  and  Professor  of  Medicine,  Tufts  Univer- 
sity School  of  Medicine,  Boston,  who  discussed 
“ I m mu ni zat ion — -N ew  D evelopmen ts.  ” 

It  would  be  superfluous  to  dwell  at  length  on  the 
quality,  authority,  or  engrossing  manner  of  deliv- 
ery of  the  talk  given  by  Doctor  Weinstein.  We  will 
comment  only  on  a theme  which  he  seemed  to  ex- 
press. 

Doctor  Weinstein  pointed  out  that  while  im- 
munology has  been  with  us  a long  time,  there  has 
been  a recent  revival  of  interest  and  rapid  expan- 
sion of  the  field.  With  the  advent  of  anti-biotics 
and  their  capacity  to  treat  certain  of  the  viral  dis- 
eases and  attenuate  markedly  the  side  effects  of 
others,  less  attention  to  immunology  followed.  Re- 
cently, however,  resistant  organisms,  antibiotic  side 
effects  and  sensitivities  have  turned  the  attention 
of  the  medical  world,  once  again,  to  immunology'. 

(Continued  on  Page  17) 
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Mylanta 

24  million  hours 

a day. 

Through  the  day,  every  day, 
ulcer  patients  take 
one  million  doses  of  Mylanta 
for  relief  of  ulcer  pain. 


aluminum  and  magnesium  hydroxides  plus  simethicone 


Good  taste  = patienf  acceptance 
Relieves  GJ.  gas  distress* 
Non-constipating 

*with  the  defoaming  action  of  simethicone 


I Stuart  I 

^ f PHARMACEUTICALS  Pasadena,  Calif.  91109 

Division  of  AHos  Chemical  Industries,  Inc.,  Wilmington,  Dei.  19899 


Convalescing ...  but  still  a long  way  to  go. 
Anxiety  can  make  it  even  longer. 


Convalescence  following  medical  or  surgical  procedures  may  be  almost 
endless  to  an  anxious  patient.  And,  indeed,  anxiety  with  some  patients 
actually  retards  progress — for  example,  by  inducing  insomnia  and  reducing 
cooperation. 

As  physicians  have  found  during  nearly  15  years  of  widespread  use,  Equanil 
may  be  a beneficial  part  of  aftercare.  It  helps  relieve  anxiety  and  tension, 
thus  often  aiding  your  primary  therapy. 


Indications:  For  use  in  management  of 
anxiety  and  tension  occurring  alone  or  as 
accompanying  symptom  complex  to  med- 
ical and  surgical  disorders  and  pro- 
cedures. Though  not  a hypnotic,  fosters 
normal  sleep  through  antianxiety  and 
related  muscle-relaxant  properties. 
Contraindications:  History  of  sensitivity 
to  meprobamate. 

Important  Precautions:  Carefully  super- 
vise dose  and  amounts  prescribed,  espe- 
cially for  patients  prone  to  overdose 
themselves.  Excessive  prolonged  use  has 
been  reported  to  result  in  dependence  or 
habituation  in  susceptible  persons,  as 
alcoholics,  ex-addicts,  and  other  severe 
psychoneurotics.  After  prolonged  exces- 
sive dosage,  reduce  dosage  gradually  to 
avoid  possibly  severe  withdrawal  reac- 
tions. Abrupt  discontinuance  of  excessive 
doses  has  sometimes  resulted  in  epilepti- 
form seizures. 

Warn  patients  of  possible  reduced  alcohol 
tolerance,  with  resultant  slowing  of  reac- 
tion time  and  impairment  of  judgment  and 
coordination. 

Reduce  dose  if  drowsiness,  ataxia  or 
visual  disturbance  occurs;  if  persistent, 
patients  should  not  operate  vehicles  or 
dangerous  machinery. 

Side  Effects  include  drowsiness,  usually 
transient:  if  persistent  and  associated  with 
ataxia,  usually  responds  to  dose  reduc- 
tion; occasionally  concomitant  CNS  stim- 
ulants (amphetamine,  mephentermine 
sulfate)  are  desirable.  Allergic  or  idio- 
syncratic reactions  are  rare,  but  such 
reactions,  sometimes  severe,  can  develop 
in  patients  receiving  only  1 to  4 doses  who 
have  had  no  previous  contact  with  mepro- 
bamate. Previous  history  of  allergy  may 
or  may  not  be  related  to  incidence  of 
reactions.  Mild  reactions  are  charac- 
terized by  itchy  urticarial  or  erythematous 
maculopapular  rash,  generalized  or  con- 
fined to  groin.  Acute  nonthrombocyto- 
penic purpura  with  cutaneous  petechiae, 
ecchymoses,  peripheral  edema  and  fever 
have  been  reported.  One  fatal  case  of 
bullous  dermatitis  following  intermittent 
use  of  meprobamate  with  prednisolone 
has  been  reported.  If  allergic  reaction 
occurs,  meprobamate  should  be  stopped 
and  not  reinstituted.  Severe  reactions, 


observed  very  rarely,  include  angioneu- 
rotic edema,  bronchial  spasms,  fever, 
fainting  spells,  hypotensive  crises  (1  fatal 
case),  anaphylaxis,  stomatitis  and  proc- 
titis (1  case)  and  hyperthermia.  Treat 
symptomatically  as  with  epinephrine,  anti- 
histamine and  possibly  hydrocortisone. 
Aplastic  anemia  (1  fatal  case),  thrombo- 
cytopenic purpura,  agranulocytosis  and 
hemolytic  anemia  have  occurred  rarely, 
almost  always  in  presence  of  known  toxic 
agents.  A few  cases  of  leukopenia,  usually 
transient,  have  been  reported  on  con- 
tinuous administration. 

Meprobamate  may  sometimes  precipitate 
grand  mal  attacks  in  patients  susceptible 
to  both  grand  and  petit  mal.  Extremely 
large  doses  can  produce  rhythmic  fast 
activity  in  the  cortical  pattern.  Impairment 
of  accommodation  and  visual  acuity  has 
been  reported  rarely.  After  excessive 
dosage  for  weeks  or  months,  withdraw 
gradually  (1  or  2 weeks)  to  avoid  recur- 
rence of  pretreatment  symptoms  (insom- 
nia, severe  anxiety,  anorexia).  Abrupt 
discontinuance  of  excessive  doses  has 
sometimes  resulted  in  vomiting,  ataxia, 
tremors,  muscle  twitching  and  epilepti- 
form seizures.  Prescribe  very  cautiously 
and  in  small  amounts  for  patients  with 
suicidal  tendencies.  Suicidal  attempts 
have  resulted  in  coma,  shock,  vasomotor 
and  respiratory  collapse  and  anuria.  Ex- 
cessive doses  have  resulted  in  prompt 
sleep;  reduction  of  blood  pressure,  pulse 
and  respiratory  rates  to  basal  levels;  and 
occasionally  hyperventilation.  Treat  with 
immediate  gastric  lavage  and  appropriate 
symptomatic  therapy.  (CNS  stimulants 
and  pressor  amines  as  indicated.)  Doses 
above  2400  mg. /day  are  not  recom- 
mended. 

Composition:  Tablets,  200  mg.  and  400 
mg.  meprobamate.  Coated  Tablets, 
WYSEALS®  EQUANIL  (meprobamate)  400 
mg.  (All  tablets  also  available  in 
REDIPAK®  (strip  pack],  Wyeth.)  Contin- 
uous-Release Capsules,  EQUANIL  L-A 
(meprobamate)  400  mg. 

EQUANIi:  ra 

(meprobamate) 

Wyeth  Laboratories  Philadelphia,  Pa. 


Photo  professionally  posed. 


Attention  All  Physicians! 


Warning  from  Herbert  L.  Ley',  Jr., 
M.D.,  Cornmissiojter  of  Federal  Food 
and  Drug  Administration  Regarding 
Sterile  Urethral  Catheter  Trays  and 
Kits  Produced  by  C.  R.  BARD,  Inc, 


This  is  to  bring  to  the  attention  of  your  mem- 
bership an  urgent  health  hazard  involving  49  types 
of  sterile  catheter  trays  and  kits  produced  by  C.  R. 
Bard,  Inc.,  ^lurray  Hill,  X.J.  All  of  these  trays 
contain  a packet  of  cleansing  solution  or  ‘detergi- 
cide.’  This  ‘detergicide’,  also  called  ‘prep  solution', 
‘cleansing  solution’,  or  ‘antiseptic  tovvlette’,  has 
been  found  to  contain  bacteria  of  pseudomonas 
species,  commonly  known  as  EO-1,  a pathogenic 
organism  which  may  produce  severe  genito-urinary 
infections. 

C.R.  Bard,  Inc.,  undertook  a voluntary  recall  in 
September  of  the  contaminated  trays  from  its  dis- 
tributors and  from  hospitals  in  the  United  States 
and  Canada.  FD.\  has  determined  that  the  recall 
was  not  effective  due  in  part  to  lack  of  cooperation 
by  several  large  distributors  who  declined  to  par- 
ticipate. 

FD.A  attempted  to  warn  nursing  homes  and  the 
medical  profession  of  the  dangers  invoh'ed  in  the 
use  of  these  trays  by  issuing  a press  release  on 
October  20,  1969. 

FI).\  checks  on  dissemination  of  the  warning 
have  revealed,  however,  that  the  majority  of  nurs- 
ing and  convalescent  homes  are  still  unaware  of 
the  recall  or  the  health  hazards  of  the  catheter 
trays  containing  the  contaminated  detergicide.  We 
have  found  them  still  in  use. 

Within  the  last  few  days  a marked  increase  in 
severe  genito-urinary  infections  associated  with  the 


use  of  the  catheter  trays  containing  the  contamin- 
ated detergicide  has  been  reported  by  hospital 
authorities. 

Additional  investigations  by  the  FDA  have  also 
disclosed  nonsterility  of  some  of  the  lubricant  jelly 
packs  in  the  Bard  trays.  In  view  of  the  gravity  of 
this  situation  and  the  patient-hazard  involved,  we 
have  discussed  this  matter  with  the  A^I.A.  We  urge 
your  assistance  in  alerting  all  physicians  associated 
with  ho.spitals,  urologic  clinics,  nursing  and  conva- 
lescent homes,  to  take  immediate  steps  to  check 
all  stocks  of  sterile  urethral  catheter  trays  or  kits 
from  C.R.  Bard,  Inc.,  and  arrange  for  prompt  re- 
trun  to  the  supplier  of  any  existing  stocks  bearing 
any  of  the  re-order  or  item  numbers  listed  below: 


7501 

8300 

8465-18 

8560 

7503 

8364-16 

8500 

8810 

7505 

8364-18 

8501 

8816 

7602 

8365-16 

8504-16 

88 16- A 

7602? 

8365-18 

8504-18 

8818 

7604 

8400 

8505-16 

8818A 

7610 

8401 

8505-18 

8819 

8145 

8464-16 

8505A-16 

4200 

8214 

8464-18 

8505.\-18 

4210 

8216 

8465-16 

8554 

85  5 6- A 

8218 

8556 

8220 

8554-A 

8560-A 

8464-D  and  8464D-18  are  subject  to  recall  No 

363-0. 
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DERMAQUIZ 

Conducted  by  FRANCESCO  RONCHESE,  M.D. 


At  left,  a macular,  papular,  whitish-pinkish  erup-  At  right,  mortar-adhering-to-the-skin-like  patches, 

tion  all  over  the  body.  In  both  cases  the  duration  is  years,  the  discomfort 

is  moderate. 


Answer  on  Page  42 


PROVIDENCE  MEDICAL  ASSN. 

(Concluded  from  Page  12) 

Much  has  been  accomplished,  but  Doctor  Wein- 
stein pointed  out  that  perhaps  the  pendulum  has 
swung  too  far.  He  wondered  whether  we  were  try- 
ing to  immunize  against  too  many  viral  infestations, 
too  vigorously,  and  on  too  large  a scale.  ^Moreover, 
he  said,  some  of  the  immunization  campaigns  have 
been  based  on  inconclusive  evidence.  It  is  natural, 
he  said,  that  we  should  not  be  looking  forward  to 
side  effects  and  complications  of  the  immunization 
procedures  themselves.  He  told  of  the  opinion  re- 
cently formed  suggesting  a correlation  between  im- 
munization and  the  collagen  diseases. 

He  predicted  that  as  chemical  specifics  were  dis- 
covered and  perfected,  interest  in  the  field  of  im- 
munology would  once  again  be  on  the  wane. 

He  d.d  not,  however,  project  beyond  this  point 
to  predict  a waxing  of  interest  in  immunology  after 
the  side  effects  and  complications  of  the  chemical 
agents  begin  to  appear. 

Our  readers  are  referred  to  the  many  published 
papers  of  Doctor  Weinstein  for  the  technical  data 
he  presented. 


The  Society  was  gratified  and  honored  to  spend 
the  evening  wdth  Doctor  Weinstein. 

The  meeting  w'as  adjourned  at  10:25  p.m. 

Respectfully  submitted 
Joseph  E.  Caruolo,  M.D. 

Secretary 

Collation  was  served 
Attendance  61 

rP’.  :P. 


Curran  Sc  Burton 

DIVISIOA  OF  TEXA('()  lAC. 

1120  Eddy  Street 
Providence.  Rhode  Island 
HOpkins  7-8050 

INDUSTRIAL  AND  WHOLESALE 
FUEL  OILS 
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Peripatetics 


ARTHUR  KERX  recently  exhibited  welded 
steel  sculptures  and  constructions  at  the  Providence 
Art  Club. 

AMERICO  SAVASTAXO  had  as  his  visiting 
surgeon-in-chief  in  the  Department  of  Orthopedics 
at  the  Rhode  Island  Hospital,  DR.  CLIXTOX 
LEE  CO^IPERE,  professor  of  Orthopedic  Surgery 
at  X’orthwestern  University.  DR.  COMPERE  de- 
livered the  twelfth  Murray  S.  Danforth  Oration  at 
the  Rhode  Island  Hospital. 

MEYER  SAKE  AD  again  this  year  attended 
meetings  of  the  International  Standards  Organiza- 
tion Technical  Committee.  The  meeting  was  held  in 
Stockholm,  during  which  he  conducted  several  ses- 
sions devoted  to  improving  the  safety  of  artificial 
respiration  equipment. 

RUDOLPH  PEARSON"  has  spent  a two  month 
tour  in  Tunis  on  the  hospital  ship  HOPE  while  it 
was  based  in  Tunisia. 

iB.  CAIRBRE  McC.YXX  during  the  fall  at- 
tended meetings  in  Edinburgh,  Scotland  where  the 
World  Commission  on  Cerebral  Palsy  held  their 
meeting.  While  in  Europe  he  also  attended  the 
International  Society  for  the  Rehabilitation  of  the 
Handicapped  which  met  in  Dublin,  Ireland. 

Xew  appointments  at  the  Rhode  Island  Hospital 
have  recently  been  announced.  They  include  four 
appointments  in  Pediatrics,  in  the  persons  of  GH.\- 
ZAR  DARAKJL\X,  JORGE  H.  STURIM, 
BETTY  YOHR,  and  JOHN"  J.  KILLIOX.  REID 
S.  APPLEBY  and  ARHUR  GELTZER  have  re- 
ceived appointments  with  the  Department  of  Oph- 
thalmology. D.\XIEL  .\LYES  is  with  the  Depart- 
ment of  Radiology  and  ALBERT  S.  ^lOST  has 
been  appointed  in  the  Department  of  Medicine. 

.\t  the  Bradley  Hospital  ROBERT  E.  DAYID- 
SOX  has  been  appointed  the  staff  psychiatrist  and 
KEVIX  P.  MYERS  has  received  an  appointment 
as  director  of  education. 

JOEL  K.  WELTM.AX,  who  has  been  Assistant 


Professor  of  ^ledical  Sciences  at  Brown,  has  a new 
appointment  at  the  ^Miriam  Hospital  as  full  time 
chief  of  the  Division  of  Infectious  Diseases  and 
Allergy  in  the  Department  of  IMedicine. 

EXOLD  H.  DAHLQUIST,  associate  director  of 
the  Blood  Bank  at  the  Rhode  Island  Hospital,  was 
installed  as  president  of  the  American  Association 
of  Blood  Banks  recently  meeting  in  Houston, 
Texas. 

FRAXCIS  McXELIS  had  as  his  visiting  chief 
pro  tempore  in  the  Department  of  Otolaryngology 
at  the  Rhode  Island  Hospital  GAZA  J.  JAKO,  asso- 
ciate professor  at  Boston  University  School  of 
^ledicine. 

ARM.AXD  \'ERSACI  recenth^  has  been  invited 
by  one  of  his  former  residents  at  the  Rhode  Island 
Hospital,  JOSE  BAXL"ELOS,  at  be  visiting  sur- 
geon at  the  Ciudad  Sanitaria  de  la  Sequridad  in 
Barcelona,  Spain. 

STEPHEN"  HOYE  was  recently  appointed  to 
the  State  of  R.I.  Health  Services  Council  by  Gov- 
ernor Frank  Licht  . 

^lAXFRED  STEINER  of  the  Memorial  Hospi- 
tal Division  of  Hemological  research  recently  was 
the  recipient  of  a research  grant  from  the  R.  !;• 
Heart  Association  for  work  on  the  “Energy  Re- 
quirements and  Inhibition  of  Platelet  Adhesiveness 
in  Atherosclerosis.” 

LOL’^IS  A.  LEOXE,  Director  of  Cancer  Research 
at  the  Rhode  Island  Hospital,  has  recently  been 
made  chairman  of  the  Tri-State  Regional  Advisory’ 
Group  for  the  Regional  Medical  Programs. 

GEORGE  F.  IMEISSXER  of  the  Rhode  Island 
Hospital  was  elected  President  of  the  X.E.  Society 
of  Pathologists  at  a recent  meeting  held  in  Boston. 

XICOL.\  DiPAL]\L\  of  Providence  was  recently 
elected  a Fellow  of  the  .American  College  of  .Anes- 
thesiology. 
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ROENTGEN  RIDDLE 


Submitted  by  STEPHEN  A.  SCHL'LMAN,  M.D., 
Associate  Radiologist,  The  Miriam  Hospital 

Clinical  History:  This  seven-year-old  hemophiliac 
was  seen  because  of  abdominal  pain,  vomiting  and 
bloody  stools. 

X-ray  Findings:  A small  bowel  series  showed  a 
loss  of  the  normal  feathery  appearance  of  the  small 
bowel.  A “picket  fence”  or  “stacked  coin”  appearance 
involving  the  jejunum  was  noted. 

(See  Page  37  for  answer) 
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R.I.M.S.  Members ! 

— Special  Notice  — 

Until  last  week.  Members  age  50  and  over 
were  NOT  eligible  for  long-term  benefits 
under  our  NEW  Disability  Insurance  Plan. 
At  the  last  minute  we  obtained  approval 
of  eligibility  for  Members  ages  50  to  59! 
This  means  all  Members  under  age  60  are 
eligible  to  apply  for  these  new  Long-Term 
benefits. 

A quick  comparison  with  present  long-term 
prices  for  individual  policies  should  prompt 
you  to  grasp  this  opportunity  during  the 
current  enrollment  campaign. 

Full  information  is  at  your  fingertips  — 
'phone  any  one  of  the  following  numbers: 
831  - 4837 
245  - 2755 
245  - 1731 

These  'phones  will  be  serviced  from  7:30 
a.m.  to  11:30  p.m.  during  the  enrollment 
campaign,  ending  1 February,  1970! 

R.  A.  Derosier,  Administrator 

54  Custom  House  Street 
Providence,  Rhode  Island  02903 
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HEALTH  CARE  DELIVERY  I\ 
THE  1970’s 

(Continued  from  Page  9) 

well  as  most  diagnostic  testing),  convalescent  fa- 
cilities, home  health  services,  and  custodial  care 
facilities. 

b.  Insurance  is  made  readily  available  to  cover 
the  cost  of  care  in  these  alternative  facilities  and 
services,  preferably  on  a basis  which  encourages 
their  use  in  place  of  acute  illness  hospitals  where 
appropriate. 

c.  The  physicians  and  the  public  have  been  re- 
educated to  accept  and  use  these  facilities  and 
services.  ^ledical  schools  are  called  upon  to  remain 
more  alert  to  the  economics  of  health  care,  and  the 
physician  should  be  educated  to  the  importance  of 
using  less  costly  forms  of  care  whenever  medically 
permissible.  The  state  licensing  authorities  need  to 
adopt  sound  but  flexible  policies  to  permit  reason- 
able e.xperimentation.  Above  all,  lawyers  and  judg- 
es must  lessen  the  threat  of  unwarranted  malprac- 
tice suits  which  today  not  only  add  to  the  cost 
of  medical  care  but  restrain  many  physicians  and 
institutions  from  experimenting  with  new  methods 
that  might  well  deliver  high  quality  care  at  lower 
cost. 

6.  The  future  should  see  not  only  m.ore  emphasis 
on  ambulatory  care,  but  new  methods  of  organizing 
this  type  of  care  so  that  it  is  accessible,  continuous, 
and  coordinated.  This  will  require  the  building  of 
community  ambulatory  care  centers.  In  some  areas, 
this  center  might  be  an  expanded,  better-equipped 
version  of  an  existing  hospital  outpatient  depart- 
ment. In  others,  it  might  be  an  independent  facility. 
In  a large  metropolis  there  might  be  several  such 
facilities.  Indeed,  there  may  be  some  ambulatory 
care  centers  that  handle  only  the  more  complex 
ca.ses,  just  as  the  university  hospitals  now  handle 
the  com.plex  cases  for  the  community  hospitals. 

In  every  instance,  the  ambulatory  care  center 
should  have  arrangements  with  the  community  hos- 
pital, and  the  convalescent  facilities,  the  home 
health  services,  and  the  custodial  care  facilities,  so 
that  the  patient  who  can  no  longer  remain  ambu- 
latory can  be  cared  for  in  the  most  appropriate 
manner. 

The  center  should  keep  a complete  medical  rec- 
ord on  each  member  of  the  population  it  serves. 
The  specialists  should  be  located  at  the  center. 
The  family  physician  should  have  an  office  there 
and  depending  on  the  needs  of  the  particular  pop- 
ulation being  served,  may  also  have  an  office  lo- 
cated closer  to  the  patients  he  serv’es. 


In  either  event,  the  family  physician  shoud  have 
two  or  three  ‘‘community  health  aides’’  working 
with  him  on  an  ‘‘outreach”  basis,  to  educate  the 
population  he  serves  in  good  health  habits,  in  rec- 
ognizing the  initial  symptoms  of  disease,  and  in 
seeking  prompt  medical  attention.  In  ghetto  areas, 
this  educational  process  will  be  slow,  and  the  com- 
munity health  aides  will  have  the  additional  func- 
tion of  identifying  disease  and  bringing  the  indi- 
vidual to  the  physician. 

Accordingly,  it  is  expected  that  while  the  solo 
practitioner  \\ill  not  vanish  overnight^  he  will  grad- 
ually disappear.  Even  today,  it  is  common  for 
physicians  in  the  same  specialty  to  practice  as  a 
group  in  order  to  gain  more  regular  hours,  time  off, 
and  greater  income  through  lower  operational  ex- 
penses. These  single  specialt\'  groups,  particularly 
those  in  fields  such  as  radiolog}’,  will  continue  to 
exist  in  the  future.  They  should  have  agreements 
with  ambulatory  care  centers  and  hospitals  to  pro- 
vide their  specialty  service  when  needed. 

7.  In  order  to  more  nearly  assure  all  patients 
of  high  quality  care,  it  seems  essential  that  the 
admission  rules  of  all  types  of  health  care  facilities 
be  amended  so  that  any  physician  may  admit  his 
patient  for  care  and  may  observe  that  care.  How- 
ever, the  facility  should  have  the  obligation,  as  well 
as  the  right,  to  sp>ecify  the  extent  to  which  that 
physician  (whether  or  not  a staff  physician),  may 
render  the  care  himself  and  the  extent  to  w’hich  he 
must  turn  the  rendering  of  the  care  over  to  a speci- 
fied member  of  the  staff  of  the  facility  who  has  the 
training  and  proficiency  to  render  it  on  a high 
quality  basis. 

,8.  While  multi-specialty  group  practice  appears  to 
be  the  most  effective  way  to  organize  medical  prac-' 
tice,  it  also  appears  that  able  management  is  es- 
sential to  give  the  physicians  and  other  personnel 
ample  financial  incentives  and  time  for  self-devel- 
opment. Since  most  people  find  it  necessary  to 
prepay  on  a uniform  basis  as  much  of  their  medical 
care  costs  as  possible,  and  since  the  providers  of 
health  care  have  enough  problems  to  solve  without 
entering  into  the  areas  of  risk  assumption  and  mar- 
keting, the  financing  of  health  care  will,  for  the 
most  part,  remain  a third  party  function.  How- 
ever. the  methods  used  by  insurers  to  compensate 
the  medical  teams  and  facilities  of  tomorrow’  may 
well  change.  Per  capitas  and  per  diems  may  very 
well  come  to  be  used  for  the  unusual.  In  any  event, 
insurers  will  have  an  obligation  to  be  certain  that 
the  providers  are  exercising  reasonable  quality  con- 
trols. 
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9.  The  social  and  pragmatic  value  accruing  from 
the  prevention  of  disease  and  accidents  has  long 
been  recognized.  Tremendous  progress  has  been 
brought  about  through  a variety  of  public  health 
activities  during  the  past  century,  although  certain 
unresolved  matters  such  as  air  and  water  pollution 
and  more  complete  immunization  remain  and  auto- 
mobile accidents  vie  with  the  battlefield  casualties 
of  a major  war. 

Two  aspects  of  prevention  are  pertinent  to  the 
health  care  systems  of  the  future.  One  of  these  is 
the  early  detection  of  disease  through  physical 
examinations.  Presently,  there  is  considerable  in- 
terest in  multi-phasic  screening  examinations.  Mul- 
ti-phasic screening  is  still  an  art  not  a science.  The 
theorj-  is  that  disease  could  be  detected  faster  and 
less  expensively  if  a layman  would  administer  cer- 
tain standard  diagnostic  tests  to  everyone,  have 
these  tests  analyzed  by  a computer,  and  then  have 
physicians  concentrate  their  time  on  those  few  peo- 
ple whose  test  results  are  abnormal.  The  practical 
problems  of  determining  what  should  be  tested  and 
what  criteria  the  computer  should  use  to  indicate 
deviations  from  normal,  however,  are  tremendous. 
All  too  often  physicians  spend  hours  trying  to  fig- 
ure out  what  some  spurious  or  even  erroneous  de- 
viation means,  when  in  fact  there  is  no  treatable 
disease  in  the  person.  Then,  too,  there  are  the  errors 
which  can  mislead  sick  people  into  thinking  they 
do  not  need  care  because  the  computer  failed  to 
report  any  abnormalities.  iMulti-phasic  screening 
has  considerable  potential  if  it  can  be  {perfected. 
However,  it  will  always  be  an  awesome  tool  that 
should  only  be  used  by  those  trained  to  use  it. 

The  other  aspect  related  to  health  care  of  the 
future  is  that  of  health  education  of  the  public. 
The  American  public  could  reduce  its  health  care 
expenditures  considerably  by  the  adoption  of  and 
adherence  to  sound  health  habits.  Included  here 
are  consciousness  of  the  effect  of  using  alcohol, 
drugs  and  tobacco;  of  being  overweight;  of  fatigue; 
of  stress  and  tension;  and  of  adequate  rest. 

While  more  research  is  needed  on  the  precise 
effects  of  diet  and  exercise  on  health,  enough  is  now 
known  to  warrant  greater  efforts  at  health  educa- 
tion, especially  among  the  young  whose  health  ha- 
bits can  still  be  molded.  Dissemination  of  infor- 
mation on  such  matters,  while  important,  is  con- 
sidered insufficient  unto  itself,  however,  since  these 
are  subjective  matters  requiring  self-discipline  (un- 
like many  public  health  precautions  which  are 
brought  about  automatically  and  with  no  effort 
(Continued  on  next  page) 


Malpractice 
protection 
is  serious 
business! 


Talk  only  to  the  experts! 


And  let  them  speak  for  you.  By  all 

means,  discuss  your  treatment  with  your 
patients  during  treatment.  But  should  a 
patient’s  lawyer  want  to  speak  to  you 
about  your  treatment,  don’t  put  yourself 
at  a disadvantage.  Let  lawyers  talk  to 
lawyers.  Refer  him  to  the  legal  counsel 
for  your  professional  liability  insurance 
company. 

And  when  it  comes  to  malpractice  liabil- 
ity insurance,  talk  to  the  Man  from 
Starkweather  & Shepley.  As  a leading 
agency  for  the  St.  Paul  Insurance  Com- 
pany, he  can  provide  you  coverage  up  to 
$1  million.  In  fact,  he  can  provide  you 
with  a total  insurance  program  covering 
all  your  professional  and  personal  needs. 

Yes,  talk  to  your  patients  about  medicine, 
let  the  Man  from  S & S talk  to  you  about 
insurance  and  let  the  insurance  company 
lawyers  talk  about  law. 


Contact  Gardner  C.  Borden,  C.P.C.U. 


Starkweather  & Shepley,  Inc. 

155  South  Main  Street 
Providence,  R.  I.  421-6900 

ONE  SOURCE  / TOTAL  INSURANCE 
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on  the  part  of  the  beneficiary),  ^\'hat  is  needed, 
then,  is  the  establishment  of  motivation. 

10.  There  appears  quite  general  agreement  that 
the  consumer  will  assume  a greater  voice  and  in- 
volvement in  the  health  care  delivery  systems  of 
the  future  than  has  been  so  in  the  past.  This  might 
happ>en  through  consumer  organizations  of  various 
types,  employers,  labor  unions,  third  party  payors 
including  insurers,  and  those  representing  ethnic 
and  minority  groups.  In  and  of  itself,  this  active 
involvement  might  be  expected  to  compel  changes 
in  the  present  health  care  systems  which  would 
make  it  more  responsive  to  the  needs  of  people 
and  more  acceptable. 

11.  It  is  recognized  that,  despite  the  rapid  ad- 
vances in  the  scientific  and  technological  aspects 
of  health  care,  there  is  much  evidence  that  many 
in  our  society  are  not  sharing  the  benefits  of  the 
available  medical  capability.  The  impact  of  these 
deficiencies  is  most  apparent  in  those  in  whom  the 
need  is  greatest:  the  economically  deprived.  The 
poor  present  a special  problem  in  being  incorpor- 
ated into  the  mainstream  of  the  health  care  sys- 
tems. Since  health  has  a low  priority  among  the 
poor,  partitcular  approaches  to  health  education 
must  be  taken.  At  the  same  time,  attempts  to  cope 
with  the  problems  of  the  poor  unilaterally  (as 
through  OEO  clinics  and  ]Model  City  proerams) 
run  the  risk  of  continuing  the  presently  stratified 
and  unequal  systems.  The  desideratum  to  some, 
therefore,  is  the  eventual  and  planned  elimination 
of  publicly  operated,  and  provided  facilities  and 
services  in  the  health  care  delivery  systems  of  the 
future. 

RECOMMENDATIONS 

Based  upon  the  objectives  enunciated  by  the 
Subcommittee,  the  opinions  expressed  to  it  in  a 
series  interviews  with  a cross  section  of  eminent 
people  in  the  health  care  field,  as  well  as  its  own 
experience  in  the  health  insurance  field,  the  Sub- 
committee offers  the  following  Recommendations 
for  the  consideration  of  the  Association  and  its  con- 
stituent member  companies.  Their  purpose  is  ac- 
tively and  positively  to  relate  private  health  in- 
surance to  the  health  care  delivery  systems  as  it 
might  be  expected  to  evolve  in  the  1970’s. 
General  Recommendation 

That  the  Board  of  Directors  oj  the  Association 
adopt  as  policy  a recommendation  to  member  com- 
panies that  they  remain  informed  of  evolving  de- 
velopments in  health  care  delivery  and  that  they 
become  involved  in  such  developments  and  exert 
their  influence  to  bring  about  soundly  conceived 


changes  in  the  present  systems;  and  further,  that 
they  formulate  programs  for,  and  exert  leadership 
to  bring  about,  a pluralistic  system  of  health  eco- 
nomics in  the  United  States  which  mil  assure  to 
all  citizens  access  to  needed  health  services  regard- 
less of  the  personal  means  for  payment,  making 
maximum  use  of  private  health  insurance  but  recog- 
nizing that  some  use  of  government  funds  is  nec- 
essary for  persons  of  limited  or  no  income;  and 
in  furtherance  of  such  policy,  that  the  Association, 
through  its  appropriate  committees  and  bulletin 
service,  provide  all  possible  background,  assistance, 
and  guidance. 

The  fact  that  the  health  care  systems  must  and 
will  change  is  accepted  by  the  Subcommittee  as 
a foregone  conclusion.  Presently,  the  systems  are 
considered  by  some  to  be  a matter  of  national  cri- 
sis. The  form  the  system  of  the  future  will  take 
might  be  expected  to  follow  more  than  one  pattern, 
depending  in  part  upon  circumstances  in  particu- 
lar geographic  areas  and  the  characteristics  of  the 
population  being  served.  Determination  of  the  pat- 
tern of  the  future  does  not,  nor  should  it,  rest  pri- 
marily with  insurers  or  other  sources  of  finance. 
They  must,  however,  involve  themselves  in  the  evo- 
lutionary process.  In  turn,  this  demands  that  finan- 
cing mechanisms  remain  pluralistic,  flexible,  and 
viable.  The  Subcommittee  concurs  with  the  concept 
that  basic  to  rational  systems  of  health  care  deliv- 
ery is  an  adequate  system  of  financing  which  will 
enable  all  persons  to  enter  the  mainstream  of  health 
care  on  an  equal  basis  and  with  reasonable  level 
of  quality  assured.  It  agrees  that  a greater  pro- 
portion of  economic  resources  wll  have  to  be  de- 
voted to  health  care  in  the  future.  The  ever  rising 
expectations  of  the  consumer  public  will  bring  ' 
this  about  automatically.  Insurers  will  hav'e  to  be 
responsive  to  this  evolutionary  process.  It  is  clear 
that  should  the  private  sector  of  the  economy  fail 
to  be  responsive  to  the  need  for  an  adequate  sys- 
tem of  financing,  government  will  act  beyond  the 
level  of  its  present  programs.  Recent  months  have 
witnessed  a gathering  pressure  for  some  form  of 
further  involvement  on  the  part  of  the  federal 
government,  involving  the  use  of  subsidy  from  gen- 
eral revenues,  compulsion,  or  both;  and  there  is 
lacking  a strong  majority  of  public  opinion  in  an- 
tipathy to  such  a development. 

Beyond  this  General  Recommendation,  the  Sub- 
committee offers  the  following  specific  recommen- 
dations which  serve  to  implement  the  foregoing: 

1.  That  in  order  to  encourage  the  development 
(Continued  on  Page  47) 
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"All  Otolaryngologists  are  Alike" 


Just  look  at  them  and  you  can  see  how  much  they 
have  in  common.  Besides,  they  all  go  through  pretty 
much  the  same  training,  and  pass  the  same  kinds  of 
tests,  and  measure  up  to  the  same  sort  of  standards. 
Therefore,  all  otolaryngologists  are  alike.  Right? 

Wrong!  But  that's  no  more  preposterous  than  what 
some  people  say  about  aspirin.  Namely:  since  all  aspirin 
is  at  least  supposed  to  come  up  to  certain  required 
standards,  then  all  aspirin  tablets  must  be  alike. 

Bayer's  standards  are  far  more  exacting.  In  fact,  there 
are  at  least  nine  specific  differences  involving  moisture 
content,  purity,  potency  and  speed  of  tablet  disintegra- 


tion, which  make  the  manufacture  of  Bayer®  Aspirin  so 
different. 

These  Bayer  standards  result  in  significant  product 
benefits,  including  gentleness  to  the  stomach  and  prod- 
uct stability,  that  enable  Bayer  Aspirin  tablets  to  stay 
strong  and  gentle  until  they  are  taken. 

So  next  time  you  hear  someone  say  that  all  aspirin 
tablets  are  alike,  you  can  say,  with  confidence,  that  "it 
just  isn't  so." 

You  might  also  say  that  all  otolaryngologists  aren't 


Each  5 cc.  contain 
erythromycin  estolate 
equivalent  to  250  mg. 
erythromycin  base. 


Each  5 cc.  contain 
erythromycin  estolate 
equivalent  to  125  mg. 
erythromycin  base. 


Each  tablet  contains 
erythromycin  estolate 
equivalent  to  125  mg. 
erythromycin  base. 


When  mixed  as  directed, 
each  5 cc.  will  contain  erythromycin 
estolate  equivalent  to  125  mg. 
erythromycin  base. 
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Each  Pulvule*  contains 
erythromycin  estolate 
equivalent  to  125  mg. 
erythromycin  base. 
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Additional  information 
available  upon  request. 

Eli  Lilly  and  Company 
Indianapolis,  Indiana  46206 


Each  Pulvule  contains 
erythromycin  estolate 
equivalent  to  250  mg. 
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Health  in  Rhode  Island  in  1975 


An  Adequate  Health  System  Must  Ul- 
timately Provide  Quality  Care  To  All 
Individuals 


By  JOSEPH  E.  CANNON,  M.D. 

Health  in  Rhode  Island  can  never  be  the  exclu- 
sive concern  of  any  one  institution  or  group  of 
people.  It  is  not  any  single  department  of  state 
government,  nor  a group  of  hospitals,  agencies  or 
laboratories,  nor  yet  an  assortment  of  professionals 
such  as  physicians,  dentists,  nurses  and  technicians. 
It  is  all  of  these,  and  much  more  too.  Health  in 
Rhode  Island  comprises  at  once  the  tax-supported 
federal  and  state  programs  and  services  of  a num- 
ber of  public  agencies  and  institutions;  it  com- 
prises at  the  same  time  a vast  array  of  private  agen- 
cies and  programs,  large  and  small,  with  a varying 
range  and  a wide  variety  of  services  and  concerns, 
and  with  varying  levels  of  organizational  and  oper- 
ational effectiveness. 

The  problem  today  is  that  this  complex  and  in- 
tricate web  of  health  purposes  and  activities  is  not 
a health  system  in  any  real  sense  of  the  word,  but 
rather  a series  of  separate  systems.  The  problem 
today  further  is  that  this  array  of  systems  does 
not  mesh  and  interlock  properly,  but  rather  func- 
tions through  a series  of  loose  and  often  informal 
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linkages,  or  too  often  in  relative  independence  and 
isolation. 

The  problem  for  tomorrow — for  1975 — is  to 
strive  for  what  can  truly  be  termed  a health  sys- 
tem, and  to  seek  to  bring  about  a rational  meshing 
and  interlocking  of  various  independent  systems, 
must  as  the  separate,  but  interlaced  components 
of  a clock  serve  intricately  toward  one  common  end. 
If  there  be  one  overriding  consideration,  one  out- 
standing lack,  one  major  need,  on  the  health  scene 
of  Rhode  Island  today,  it  is  that  there  is  not  a 
health  system  of  the  sort  that  we  require. 

The  purpose  of  a health  system,  or  of  an  inte- 
grated series  of  health  systems,  has  only  one  ulti- 
mate aim — the  provision  of  adequate,  quality 
health  care  to  the  individual;  in  short,  to  see  that 
the  individual  is  in  the  right  place  at  the  right 
time  in  terms  of  his  medical  needs.  It  is  not  other- 
wise possible  to  examine  or  analyze  the  broad  can- 
vas of  health  in  Rhode  Island  except  from  this  one 
point  of  view — the  ostensible  focus  of  every  one 
of  the  total  entity  that  we  sum  up  in  the  brief 
phrase,  health  system.  And  it  is  only  from  this 
one  point  of  view,  the  provision  of  health  care  to 
the  individual,  that  we  can  hope  to  glimpse,  how- 
ever dimly,  the  prospective  outlines  of  health  in 
Rhode  Island  in  1975. 

(Continued  on  next  page) 
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A BACKWARD  GLANCE 

One  has  only  to  look  back  five  years,  to  what 
did  not  then  exist  that  now  does,  to  appreciate 
the  dangers  of  attempting  to  peer  five  years  into 
the  future.  Among  the  dangers,  from  the  forecas- 
ter’s point  of  view,  is  the  shortness  of  the  gaze. 
A fifty-year  look  would  be  much  better,  for  by 
then  fewer  persons  would  be  around  who  could 
judge  how  wrong  one  might  have  been. 

Nevertheless,  five  years  it  is.  So  let  us  start  with 
a five-year  backward  glance  to  1964.  At  that  time, 
concern  for  the  public  aspects  of  health  in  this 
tiny  state  was  divided  up  into  40  separate  pieces, 
one  for  each  of  the  39  cities  and  towns,  plus  a 
state  health  department.  Today,  there  is  a single, 
state-wide  department  of  health  embracing  the  en- 
tire range  of  public  health  services  and  programs 
in  the  state.  This  in  itself  represents  a decided  and 
long  overdue  advance  in  this  state’s  organization 
of  its  public  health  concerns. 

In  1964  there  was  not  available  in  this  state 
any  way  to  permit  systematic  analysis  and  easy 
comparison  of  health  statistics  on  a neighborhood- 
by-neighborhood  basis  throughout  the  state.  Today 
the  health  department  can  pinpoint  data  on  births, 
deaths,  and  diseases  with  great  accuracy,  which 
means  a huge  increase  in  the  ability  to  cope  more 
effectively,  and  more  selectively,  with  health  prob- 
tems "within -the  state,  .^nd  the  unification  of  public 
health  activities  has  meant  a vast  extension  of 
uniform  concern  with  health  needs  and  the  ability 
to  approach  common  problems  with  higher  stan- 
dards and  intensified  skills.  The  state  has  been  able 
to  increase  the  quality  of  its  public  health  effort 
and  to  see  that  the  same  services  are  available  from 
Woonsocket  to  Westerly  and  from  Ashaway  to  .Ad- 
amsville. 

How  far  we  may  move  in  the  next  five  years  is 
plainly  foreshadowed  by  how  far  we  have  come  in 
the  last  five.  .Accepted  and  virtually  unremarked 
today  are  the  many  progressive  steps  we  have 
mounted  in  the  short  time  since  1964:  vaccines  for 
measles  and  German  measles;  a uniform  standard 
of  sanitation;  an  air  pollution  and  solid  waste  dis- 
posl  program;  a two-year  medical  school;  advanced 
programs  in  biomedicine  and  the  life  sciences;  as- 
sociate degree  programs  in  health  services;  and  a 
university-focused  Population  Studies  Center;  five 
university-affiliated  hospitals  linking  the  educa- 
tional program  of  the  classroom  with  the  practical 
medical  world;  numerous,  instead  of  few  full  time 
chiefs  of  service  in  the  various  hospital  depart- 
ments; an  emerging  program  of  pre-paid  group 


practice  of  medicine;  a development  of  a decided 
degree  of  uniform  administrative  systems  among 
the  voluntary  general  hospitals;  and  a state-wide 
regulation  of  future  hospital  construction  and  fa- 
cilities in  the  interests  of  coordinated  and  quality 
provision  of  institutional  services. 

Five  years  ago  the  Rhode  Island  health  scene 
lacked  a Child  Development  Center,  a IMultiphasic 
Screening  Center,  a community  day-care  program 
for  the  mentally  retarded,  a system  of  neighbor- 
hood health  centers,  and  other  lesser  known  but 
highly  important  current  public  health  programs. 
The  local  list  is  indeed  impressive,  while  corres- 
ponding major  moves  have  been  taking  place  at 
the  national  level. 

In  the  federal  realm  in  1964  the  Medicare  pro- 
gram and  the  Medicaid  program  were  non-existent. 
The  current  flood  of  federal  health  programs  was 
yet  to  commence,  and  concepts  like  comprehensive 
health,  a federal-state  “partnership  for  health”,  re- 
gional medical  programs,  and  a host  of  other  fed- 
eral health  blueprints  and  programs  of  today  were 
in  many  minds,  but  not  on  any  statute  books.  And 
in  1964  the  moon  was  still  made  of  green  cheese 
for  all  anyone  knew  for  sure. 

In  the  entire  health  field  since  1964,  a breath- 
taking rush  of  events  has  occurred.  Their  full  im- 
pact in  Rhode  Island  as  elsewhere  has  not  yet  been 
felt,  and  there  are  other  changes  sure  to  emerge 
and  to  combine  with  them  to  produce  the  1975 
picture.  To  narrow  this  broad  canvas,  relating  it 
to  the  Rhode  Island  scene,  is  the  task  assigned 
here.  .And  there  appear  to  be  four  major  areas 
which  provide  especially  profitable  speculation  on 
the  shape  of  things  to  come  by  1975. 

THE  EMPHASIS  OF  HEALTH  CARE 

The  first  area  involves  a fundamental  and  under- 
lying philosophy  of  health  care.  There  is  presently 
discernible  one  outstanding  direction  in  which  the 
emphasis  of  health  care  is  moving.  It  is  a logical, 
and  I might  also  say,  an  inevitable  extension  or 
acceleration  or  intensification  of  trends  of  the  re- 
cent past.  And  it  has  major  implications  that  will 
profoundly,  perhaps  even  radically  affect  all  the 
myriad  factors  summed  up  in  the  one  short  word, 
health. 

I refer  to  the  growing  emphasis  on  the  concept 
of  preventive  care  over  the  whole  range  of  the  life 
span,  as  opposed  to  the  practice  of  what  might  be 
called  sporadic  or  crisis  care.  Crisis  care  is  charac- 
terized by  medical  attention  only  after  disease  or 
illness  has  struck;  preventive  care  seeks  to  main- 
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tain  sound  health  and  to  forestall  or  minimize  the 
1'  need  for  crisis  care  through  periodic  examination, 

I early  diagnosis,  and  prompt  treatment. 

The  concept  of  preventive  care  is  not  new;  it 
has  long  represented  an  ideal  or  goal  of  those  pro- 
fessionally involved  in  attention  to  health  affairs. 
But  unfortunately,  and  for  a variety  of  reasons, 
crisis  care  has  for  the  most  part  been  the  prevail- 
ing mode  or  characteristic  of  the  health  scene.  How- 
ever, there  is  an  unmistakable  change  taking  place. 
The  reasons  for  the  change  are  many  and  complex, 
and  to  pause  to  recount  and  analyze  them  would 
lead  us  far  astray  from  our  immediate  aim.  To 
understand  better  what  is  happening  and  where  it 
is  leading  us,  we  need  to  keep  in  mind  two  funda- 
mental points. 

First,  health  technology  and  health  resources  are 
available  today  in  amounts  never  before  known 
to  man.  This  is  simply  to  say  that  the  warehouse 
I of  health  knowledge  and  of  those  who  know  how 
||  to  use  it  stands  in  paradoxical  contrast  with  the 
t numbers  and  sort  of  illness  and  disease  with  which 
^ we  find  ourselves  afflicted.  To  cite  only  a few' 

[examples,  there  is,  medically  speaking,  virtually  no 
need  whatsoever  for  even  a single  death  to  occur 
i from  cervical  cancer.  But  such  deaths  do  occur — 

I about  40  of  them  a year  in  Rhode  Island,  in  fact, 

( and  upwards  of  8,000  of  them  nationally  each  year. 
It  is  generally  agreed,  also  that  tuberculosis  can  be 
eradicated.  Yet  43,000  new  TB  cases  are  found 
; ■ throughout  the  nation  each  year,  and  7,000  deaths 
I result  from  this  disease  annually,  30  of  them  in 
' ' Rhode  Island. 

A second  major  reason  for  this  changing  em- 
I phasis  on  health  care  is  nothing  more  nor  less 

1 than  a change  in  attitude  on  the  part  of  people 

generally  toward  their  own  health  or  lack  of  it. 
I To  illustrate  my  point,  note  how  often  we  speak 

' today  of  the  “consumer  of  health  services”,  whereas 

I in  the  past  we  thought  and  spoke  primarily  of  peo- 

I pie  not  as  consumers,  but  as  patients.  In  short, 

1 there  is  a distinct  tendency  nowadays  to  look 

t upon  health  as  a commodity  available  on  a large 

• scale  to  a consuming  public,  much  as  we  view  the 

general  public  as  the  consumer  of  any  other  avail- 
able product  from  automobiles  to  breakfast  cereals. 
We  are  less  prone  to  look  upon  the  medical  aspects 
of  health  as  being  something  which  is  especially  re- 
' served  for  a particular  condition  called  illness,  and 
j w’e  have  begun  to  view  our  knowledge,  our  in- 
I struments  and  technologies,  and  our  professional 
j I personnel  in  the  health  area  as  together  constitut- 
I ing  an  available  product  which  has  a more  positive 
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and  more  general  use  than  merely  being  reserved 
for  particular  applications  to  particular  people  in 
particular  instances  of  non-health. 

And  so  the  “patient”  of  yesterday — ^implying 
the  unwell  person — is  giving  way  to  today’s  “con- 
sumer of  health  services”,  implying  the  pierson  of 
sound  health  who  seeks  to  avoid  or  minimize  the 
risk  of  being  unwell.  I cannot  believe  that  this 
logical  and  altogether  desirable  attitude  will  re- 
verse itself  in  the  foreseeable  future;  rather,  I be- 
lieve that  it  represents  a change  in  attitude  which 
in  itself  will  be  the  generator  of  health  methods, 
systems,  devices — call  them  what  you  will — that 
will  help  to  translate  the  attitude  into  effective 
ways  of  achieving  it. 

Perhaps  I can  more  clearly  make  my  point  by 
comparing  the  health  situation  of  the  past  with  a 
fire  department  engaged  primarily  in  putting  out 
fires  that  have  already  started.  This  is  a necessary 
task  and  one  which  public  and  private  health  re- 
sources have  on  the  whole  performed  well.  But  it 
has  tended  to  keep  those  resources  from  devoting 
time  and  attention  to  a more  fundamental  task — 
the  task  of  preventing  the  fire  from  starting  in  the 
first  place. 

The  firefighting  job  is  essentially  a negative  task. 
It  is  reaction  to  something  bad.  If  it  is  to  be  our 
major  health  concern,  we  should  more  aptly  speak 
of  a sickness  system,  not  a health  system.  Preven- 
tion, on  the  other  hand,  is  a positive  task  requiring 
alert,  aggressive  and  continuing  action  to  prevent 
damage  and  harm  before  it  occurs.  It  is  the  true 
hallmark  of  what  we  should  mean  when  we  think 
and  speak  of  “our  health  system”. 

This  new  orientation  of  emphasis  has  many  and 
far-reaching  implications  for  the  entire  range  of 
our  health  concerns.  I shall  attempt  to  point  out 
some  of  them  as  we  take  up  other  matters  here,  but 
I cannot  hope  to  predict  the  entire  range  of  results 
that  can  ensue,  or  accurately  gauge  the  tremendous 
potential  of  benefits  which  they  foreshadow. 

The  one  thing  I venture  to  predict  is  that  the 
general  thrust  toward  the  preventive  medicine  em- 
phasis will  have  a dominating  influence  on  the 
Rhode  Island  health  scene  of  1975,  for  it  has  be- 
hind it  two  virtually  irresistible  power  sources — 
medical  knowledge  and  technology  on  the  one  hand, 
and  increasing  public  recognition  and  acceptance  on 
the  other. 

HEALTH  TECHNOLOGY 

A second  areas  is  that  of  health  technology— the 
systems  and  devices  for  health  care.  A popular 
(Continued  on  next  page) 
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phrase  of  the  day  talks  about  “the  explosion  of 
knowledge”.  The  phrase  sums  up  very  neatly  our 
appreciation  of  a vast  acceleration  in  all  areas  of 
human  knowledge  that  continues  unabated.  The 
phrase  also,  to  me  at  least,  expresses  a sense  of  awe 
as  I see  how'  incredibly  far  and  fast  we  have  come 
in  the  recent  few'  years  of  man's  long  history. 

All  this  is  said  to  acknowledge  that  it  is  an  al- 
most hopeless  task  for  me  to  predict  what  medical 
science  may  know  or  be  able  to  five  short  years 
hence.  The  most  outrageous  or  far-fetched  pro- 
nouncement I might  make  in  this  area  today  could 
easily  be  the  accomplished  fact  that  you  will  read 
in  tomorrow’s  headlines. 

.\s  far  as  our  own  particular  situation  in  this 
state  is  concerned  we  need  have  no  fear  that  the 
medical  advances  of  the  future  will  b\7)ass  us 
any  more  than  they  have  in  the  past.  We  are  ob- 
viously part  of  the  main  stream  of  these  events 
and  will  continue  to  share  in  their  impact  and 
benefits. 

One  of  the  most  practical  contributions  I can 
make  in  this  area  of  health  technology  is  to  stress 
the  great  need  for  advancement  in  environmental 
health  as  well  as  those  technologists  which  relate 
more  directly  to  our  personal  health.  Over  the  next 
five  years  w'e  have  some  very  definite  goals  in  en- 
vironmental health  that  simply  must  be  pursued 
w'ithout  letup: 

1.  We  must  clean  our  air  and  see  that  it  is  kept 
clean. 

2.  Our  waterways  and  streams  must  be  cleaned. 

3.  Our  natural  resources,  which  are  of  immense 
value  both  economically  and  recreationally, 
must  be  protected. 

4.  New  ways  must  be  found  to  handle  our  per- 
sonal and  industrial  w'astes,  either  to  dispose 
of  them  harmlessly  or  provide  that  they  be 
re-cycled  into  the  stream  of  our  economy. 

5.  Both  as  a nation  and  a state  we  are  far  too 
close  to  becoming  literally  the  victims  of  the 
waste  and  filth  which  is  the  by-product  of, 
but  w'hich  must  not  be  allowed  to  become 
the  overwhelmer  of,  our  very  existence. 

.\nd  then,  this  is  as  good  a time  as  any  for  me, 
both  as  a physician  and  as  your  Director  of  Public 
Health,  to  note  that  my  primary  medical  orienta- 
tion does  not  make  me  unmindful  of  the  impact  on 
our  health  needs  and  health  problems  of  poor  hous- 
ing, hurger  and  malnutrition,  lack  of  economic 
opportunity,  family  breakdown,  poor  or  inadequate 
education,  racial  discrimination,  crime,  and  other 
non-medical  ills  that  beset  us.  These  factors  have  a 


direct  bearing  on  our  health  now  and  in  the  future 
and  are  community  problems  with  material  influ- 
ence on  the  question  of  health  in  Rhode  Island  in 
1975. 

To  return  si>ecifically  to  the  point  of  health  tech- 
nology, it  seems  to  me  that  our  immediate  efforts, 
both  public  and  private,  must  strive  to  extend  and 
expand  on  the  availability  of  technologies.  It  should 
hardly  need  stressing  that  it  is  the  use  of  the 
technology,  not  its  mere  existence,  that  counts. 
Looking  tow'ard  the  1975  scene,  it  is  the  closing  of 
this  gap  between  existence  and  use  .that  must  be 
one  of  our  primary  health  concerns. 

HEALTH  SERVICE  DELIVERY 
third  major  area  of  concern  today,  and  one 
by  no  means  limited  to  the  Rhode  Island  scene,  is 
the  whole  question  of  health  service  delivery  and 
the  optimum  utilization  of  available  manpower. 
The  two  are  virtually  inseparable  facets  of  a single 
situation. 

The  problem  of  health  services  deliver}^  stems 
directly  out  of  what  has  previously  been  said  about 
the  broadening  emphasis  of  health  care  and  the  so- 
called  technolog}'  gap.  We  noted  previously  the 
tendency  to  speak  today  of  the  consumer  of  health 
services;  and  if  we  keep  that  word,  consumer,  in 
mind  the  health  services  delivery  problem  can  be 
more  clearly  understood. 

In  its  simplest  terms  (and  without  reference  for 
the  moment  to  the  important  element  of  personal 
relationship  between  the  doctor  and  his  patient) 
we  find  on  the  one  hand  a vast  array  of  medical 
services,  facilities  and  techniques  which  w'e  can 
refer  to,  as  the  economist  would,  as  the  available 
supply.  On  the  other  hand,  we  have  the  general 
public  with  its  own  vast  array  of  medical  needs. 
The  problem — which  basically  is  not  a medical 
problem  at  all — is  how  best  to  organize  the  deliv- 
ery of  the  supply  of  the  product  to  the  ultimate 
consumer.  The  supply,  or  the  product,  may  consist 
of  anything  from  the  simple  pill  taken  with  a glass 
of  water  to  a vastly  complex  amalgamation  of  men 
and  equipment  that  may  be  needed  to  keep  a par- 
ticular consumer  under  more  or  less  constant  and 
intensive  treatment  for  some  considerable  period  of 
time.  The  supply  is  available  in  some  cases  only 
at  a considerable  cost,  which  in  turn  may  be  a pub- 
lic charge  or  taken  directly  from  the  individual’s 
own  financial  resources.  The  supply  is  available 
from  a bewildering  variety  of  sources,  public  and 
private — clinics,  doctors’  offices,  general  and  special 
hospitals  or  other  t3q3es  of  institutions,  laboratories. 
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special  treatment  centers  for  almost  any  conceiv- 
able ill  or  ailment,  and  on  and  on.  The  health 
consumer  for  his  part  represents  at  any  particular 
point  in  time  a potential  (or  actual)  recipient  of 
some  portion  of  the  available  supply. 

The  question  is  quite  simple;  What  is  the  best 
system  that  can  be  devised  to  make  the  supply 
available  to  the  consumer  when  and  as  he  needs 
it?  The  answer  is  by  no  means  a simple  one  and 
I would  have  no  hesitancy  in  saying  that  attempts 
to  find  better  answers  than  have  been  provided 
must  occupy  a great  deal  of  the  time  and  attention 
of  both  the  public  and  private  health  professional 
in  the  immediate  future.  I have  every  assurance, 
too,  that  the  answer  will  not  be  any  simplistic 
reply,  such  as  socialized  medicine,  solo  practice, 
group  practice,  government  operation,  privately  in- 
sured devices,  the  salaried  physician,  and  so  on.  In- 
stead, I think  we  can  look  for  an  evolutionary 
period  of  experiment  and  innovation  out  of  which 
a whole  series  of  solutions  ,proven  in  practice,  will 
emerge.  What  will  characterize  them  as  different 
from  what  we  have  today?  The  common  character- 
istic is  that  they  will  have  demonstrated  their 
ability — however  separate  they  may  be  as  a con- 
cept or  however  specialized  their  function — -to  mesh 
inextricably  into  a structure  and  mix  that  taken 
altogether  will  truly  be  a logical  and  operative 
“system  of  health  care”.  They  may  include^ — ^indeed 
they  almost  certainly  will  and  should  include — 
forms  and  systems  of  care  that  we  know  today; 
but  the  test  of  the  worth  of  any  of  them  and  the 
criterion  for  the  toleration  and  acceptance  of  all 
of  them  should  lie  solely  in  the  degree  to  which  they 
are  integral  elements  of  a common  system,  not 
merely  relatively  isolated  and  unrelated  bits  and 
pieces  and  adjuncts  that  will  not  function  together 
as  a whole. 

The  search  for  alternatives  has  barely  begun.  I 
am  not  enough  of  a prophet  to  know  what  the 
answers  will  be  five  years  hence.  I do  not  have 
to  be  a prophet  to  know  that  unrelenting  effort 
needs  to  be  given  to  the  search  for  acceptable  and 
workable  solutions,  and  that  the  task  is  one  of 
the  highest  priority,  for  it  is,  in  the  truest  sense 
of  the  word,  a vital  one. 

The  Manpower  Question.  Intimately  involved 
in  this  systems  problem,  as  we  said  previously,  is 
the  task  of  making  a more  effective  utilization  of 
those  skills  and  disciplines  which  are  essential  to 
the  effective  delivery  of  medical  services  to  the 
consumer,  or  what  we  may  briefly  call,  the  man- 
power question.  Most  of  our  public  concern  re- 


garding medical  care  tends  to  dwell  on  the  element 
of  cost.  It  is  a concern  I v/ould  by  no  means  min- 
imize. Yet  manpower  is  truly  a more  serious  and 
more  fundamental  concern,  for  any  solution  to 
manpower  problems  will  involve  at  least  a material 
part  of  the  answer  to  the  cost  dilemma. 

What  is  the  manpower  problem  in  its  direct  im- 
pact on  you,  the  consumer? 

1.  Hospitals  beds — whole  wards,  in  some  cases 
— have  been  closed  down  because  of  nursing 
shortages.  Overall  hospital  expenditures  are 
little  affected;  hospital  revenues  are  materi- 
ally reduced. 

2.  Getting  a physician  on  certain  days  of  the 
week  or  at  night  may  be  next  to  impossible. 

3.  Home  visits  are  virtually  a thing  of  the  past 

4.  Demands  for  medical  care  result  in  jammed 
and  inappropriate  overuse  of  Emergency 
Rooms,  but  this  is  only  a temporary  and  ex- 
pedient answer. 

5.  Admission  to  a hospital  on  certain  days  may 
literally  not  be  possible. 

The  reasons  for  these  situations  are  often  un- 
fairly ascribed  to  the  callous  or  disinterested  physi- 
cian. This  is  simply  not  so;  it  is  merely  a search 
for  the  nearest  scapegoat,  but  overlooks  that  fact 
that  there  are  only  so  many  physicians  and  that 
they  can  work  only  so  many  hours  of  the  day  be- 
fore human  limits  of  strength,  endurance,  and  effec- 
tiveness are  reached.  The  simple  answer,  to  pro- 
duce more  professional  men,  is  not  the  complete 
answer.  The  neophyte  physician  of  today  graduated 
from  high  school  at  least  eight  long  years  ago;  or 
to  turn  it  about,  last  June’s  high  school  graduate 
will  only  start  his  second  year  of  medical  t’-aining 
by  1975  and  will  not  be  eligible  for  licensure  for 
a minimum  of  three  years  thereafter.  IMost  recent 
studies  of  the  problem,  without  deprecating  the 
need  for  increasing  the  numbers  of  the  medically 
trained,  seriously  question  this  as  a single,  satis- 
factor\’  solution. 

It  is  generally  agreed  that  making  more  effective 
use  of  the  trained  medical  skills  that  now  exist 
and  which  may  reasonably  be  expected  to  be  pro- 
duced is  every  bit  as  important  as  merelv  increas- 
ing the  numbers  of  such  persons  as  phv'icians, 
technicians,  nurses  and  so  on  through  the  wide 
spectrum  of  professional  skills  on  whom  the  deliv- 
ery of  medical  services  must  rely.  It  is  important 
to  understand  that  this  will  require  mamr  shifts 
in  attitudes  and  practices  on  the  part  of  medical 
practitioners  and  an  equal  willingness  toward  ac- 
(Continued  on  next  page) 
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commodation  on  the  part  of  the  consumer-patients. 
Briefly  put,  the  effort  must  be  to  conserve  and 
concentrate  the  physician's  skill  and  time  and  to 
develop  inter\’ening  levels  of  competent  medical 
personnel  to  make  this  possible.  Such  major  chang- 
es from  traditional  concepts  must  also  be  made 
w'ithout  either  fully  automating  the  delivery  of 
health  care  (for  thereby  the  highly  essential  ele- 
ment of  personal  relationships  is  removed)  and 
without  diluting  its  quality. 

The  patient  of  1975,  for  his  part,  will  be  looking 
to  other  than  the  physician  himself  for  a wide 
variety  of  his  health  care  services.  Those  others  will 
be  persons  trained  and  supervised  by  physicians, 
but  not  necessarily  themselves  having  the  range 
and  breadth  of  the  physicians’  training  and  knowl- 
edge. The  health  consumer  of  1975  will  deal  with 
persons  having  skills  and  titles  of  w'hich  he  or  she 
may  not  today  even  be  aware — pediatric  assistants, 
physician  aides,  family  health  counselors,  and  den- 
tal aides. 

host  of  services  now  reserved  for  the  special 
“laying  on  of  hands”  by  the  physician  will  become 
the  particular  care  of  others,  for  this  appears  today 
to  be  a primary  direction  and  virtually  an  inevi- 
table answer  to  this  major  manpower  problem  of 
our  health  delivery  impasse.  And  the  change  in 
the  system  itself  mil  require  the  willingness  of 
the  health  consumer  to  depart  from  traditional  atti- 
tudes. He  must  learn  to  accept,  to  use,  and  to  un- 
derstand the  needs  for  this  move  toward  a work- 
able system  of  health  care  that  has  his  best  inter- 
ests as  its  first  and  ultimate  focus.  He  must  some- 
how revise  his  psychology  of  reliance  on  the  face- 
to-face  confrontation  with  the  physician  and  the 
(to  him)  mystical  contents  that  lie  in  the  depths 
of  his  little  black  bag.  The  fact  is,  for  better  or 
worse,  that  the  physicians’  black  bag  of  yesterday 
cannot  ever  hope  to  encompass  the  magic  which  the 
trained  Aladdins  of  today  and  tomorrow  can  sum- 
mon from  the  lamp  of  mankind’s  medical  knowl- 
edge. 

HEALTH  COSTS 

The  fourth  major  area  of  interest  is  the  dollar 
sign.  Of  deep  concern  to  everyone  today  is  the 
mounting  rise  in  the  cost  of  health  care.  On  a na- 
tionwide basis,  by  contrast  with  a 16  per  cent  in- 


*.-Ml  above  figures  from  1968  Source  Book  of  Health 
Insurance  Data,  Health  Insurance  Institute  pp.  57 
and  67,  from  the  following  sources : U.S.  Depart- 
ment of  Labor,  Bureau  of  Labor  Statistics;  Amer- 
ican Hospital  Association : and  Health  Insurance 
Institute. 


crease  for  all  items  in  the  consumer  price  index 
over  the  last  10  years,  there  is  the  fact  that  the 
group  of  items  labelled  “medical  care”  increased 
by  more  than  double  this  amount,  or  by  37  per 
cent.  Again,  on  a lO-j'ear  national  basis,  statistics 
indicate  less  than  a 10  per  cent  increase  in  the 
average  length  of  hospital  stay,  but  more  than  a 
doubling  of  the  average  cost  per  day.* 

Whatever  the  reasons  underlying  these  trends 
and  however  justifiable  and  valid  they  may  be,  the 
fact  remains  that  it  is  becoming  increasingly  more 
costly  to  operate  a system  of  health  care,  the  use 
of  which  is  in  increasing  demand  by  an  increasing 
number  of  people. 

Again  let  me  relate  this  problem  and  any  ulti- 
mate hope  of  solving  it  to  what  has  been  said  pre- 
viously about  the  changing  emphasis  of  health 
service  toward  a system  of  preventive  care  and 
the  problems  involved  in  seeking  more  effective 
systems  for  the  delivery  of  health  services.  Pre- 
ventive care  is  almost  by  definition  bound  to  be 
a more  economical  process  than  crisis  care,  and 
we  must  strive  to  see  that  the  economics  of  large 
scale  operations  which  we  know  are  possible  in  the 
practical  application  of  a system  of  preventive 
health  care. 

Substantial  influence  on  health  costs  should  also 
be  possible  as  we  move  toward  a more  effective  util- 
ization of  our  available  professional  manpower.  We 
cannot  afford  to  sacrifice  quality  of  care  at  any 
point  in  our  search  for  economy,  but  at  the  same 
time  we  cannot  be  deterred  from  aggressive,  imag- 
inativ'e,  and  even  highly  experimental  systems  that 
will  deliver  more  health  service  without  incessant 
incremental  unit  cost  additions. 

CONCLUSION 

A recital  of  problems,  the  detailing  of  lacks  and 
needs,  can  alwaj^s  turn  one’s  eyes  from  the  more 
positive  and  hopeful  aspects  of  a situation.  Of 
these,  there  are  many  not  recounted  here.  If  my 
look  to  the  immediate  future  of  health  in  Rhode 
Island  seems  to  dwell  unduly  on  the  liability  side 
of  the  ledger,  I can  truly  assert  that  this  is  done 
in  the  single  hope  of  converting  current  liabilities 
into  future  assets.  Such  a process,  my  economist 
friends  assure  me,  is  the  only  proper  way  toward 
improving  our  net  worth,  which  we  may  here  take 
to  mean  our  relative  degree  of  health. 

40  Fountain  Street 
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A Proposal  To  Provide  A Voluntary 
Health  Care  Program  For  The  Nation 


By  RUSSELL  B.  ROTH,  M.D. 

I am  pleased  to  present  the  comments  of  the 
American  Medical  Association  with  respect  to  pro- 
I posals  to  amend  the  various  titles  of  the  Social  Se- 
curity Act.  As  the  committee  knows,  our  interest 
lies  in  many  of  the  topics  before  you.  However,  I 
B plan  to  speak  about  only  one  of  the  subjects  which 
* concerns  this  committee  during  the  course  of  these 
hearings  to  ask  for  your  careful  consideration  of 
. the  AMA’s  proposal  to  provide  a health  care  pro- 
1 gram  for  the  nation. 

It  has  become  clear  to  all  of  us  that  even  this 
country,  with  all  its  wealth,  has  financial  limits  as 
|i  to  what  it  can  undertake.  Representing  this  coun- 
try’s physicians  as  we  do,  the  AMA  is  on  record 
in  its  belief  that  it  is  the  basic  right  of  every  citi- 

Izen  to  have  available  to  him  good  health  care.  We 
believe  that,  without  good  health,  it  is  impossible 
for  any  citizen  to  lead  a full,  productive  and  mean- 
I ingful  life. 

j Today,  we  want  to  put  before  this  committee  a 

i RUSSELL  B.  ROTH,  M.D.  of  Erie,  Pennsylvania. 
f Speaker,  House  of  Delegates  of  the  American  Med- 
I ical  Association. 

t Presented  in  behalf  of  the  AMERICAL  MEDI- 
^ CAL  ASSOCIATION  by  Doctor  Roth  before  the 
' Committee  on  Ways  and  Means  of  the  United 
' States  House  of  Representatives,  November  3, 
1969. 


plan  which  is  universal  in  scope,  voluntary  in  na- 
ture and  realistic  in  terms  of  total  program  costs. 
This  proposed  program  is  one  that  the  .\MA  calls 
“Medicredit.”  It  is  a flexible  program  which  will 
assure  each  individual  and  family — no  mattter  how 
limited  their  financial  resources — adequate  health 
protection. 

For  those  in  lower  income  categories,  this  pro- 
tection is  theirs  without  expense  or  contribution  on 
their  part.  For  those  with  moderate  and  higher 
levels  of  income,  Medicredit  provides  a system  of 
cash  incentives  to  encourage  them  to  protect  them- 
selves against  major  health  care  costs.  Medicredit 
would  not  replace  Medicare — which  as  you  know 
provides  health  care  protection  for  those  65  and 
over.  Medicare  would  remain  as  it  is.  Medicredit 
would,  however,  do  away  with  the  need  for  Medi- 
caid. 

Our  proposal  is  the  result  of  years  of  careful 
study  of  our  existing  mechanisms  for  delivering 
and  financing  health  care,  coupled  with  our  close 
study  of  the  Federal  government’s  ability  to  fund 
a universal  health  insurance  program. 

TAX  CREDIT 

Now  let  me  explain  how  Medicredit  would  work. 
It  would  give  to  persons  who  have  purchased  com- 
prehensive health  insurance  the  option  of  receiving 
a tax  credit  on  their  annual  Federal  income  tax 
return,  a credit  based  on  their  tax  liability.  That 
(Continued  on  next  page) 
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is,  taxpayers  could  take  as  a credit  against  the 
amount  of  income  tax  owed  to  the  Federal  gov- 
ernment, all  or  part  of  his  personal  cost  for  com- 
prehensive health  coverage.  Persons  or  families  with 
lower  tax  liability  (usually  reflecting  lower  income 
or  more  dependents  and  allowable  expenses)  would 
receive  a greater  tax  credit.  And  those  families  in 
the  lower  30%  income  range,  would,  without  cost 
to  them,  receive  a certificate  enabling  them  to  pur- 
chase health  coverage  from  qualified  companies  or 
plans. 

Mr.  Chairman  and  Members  of  the  Committee, 
the  AMA  proposal.  Permit  me  in  the  time  allotted 
to  describe  our  proposal  in  just  a little  more  detail 
so  that  your  committee  may  have  sufficient  infor- 
mation before  it. 

Mr.  Chairman  and  Bembers  of  the  Committee, 
I am  Russell  B.  Roth,  a physician  in  private  prac- 
tice, specializing  in  urology',  in  Erie,  Pennsylvania. 
I am  Speaker  of  the  American  IMedical  Associa- 
tion’s House  of  Delegates.  Prior  to  election  to  that 
office,  I w'as  Chairman  and  a member  of  the  AMA 
Council  on  IMedical  Service.  It  was  while  serving 
in  that  capacity  that  I developed  a special  interest 
in  the  health  care  needs  of  all  our  citizens  and  in 
the  available  mechanisms  for  providing  quality 
health  care  to  all  persons.  Incidentally,  that  inter- 
est also  led  to  my  participation,  along  with  other 
physicians  of  the  AMA,  in  committees  and  task 
forces  formed  by  the  Secretary  of  Health,  Educa- 
tion, and  Welfare  immediately  after  the  adoption 
of  the  Medicare  law  for  the  purpose  of  speedily 
and  effectively  implementing  the  IVIedicare  pro- 
gram. These  committees  worked  diligently  to  get 
the  program  off  the  ground  and  into  operation,  and 
much  of  the  early  success  of  ^Medicare  has  to  be 
attrib’.’ted  to  their  efforts. 

Seated  with  me  is  Mr.  Bernard  P.  Harrison,  an 
attorney  and  Director  of  our  Legislatitve  Depart- 
ment, w’ho  has  appeared  before  this  committee  on 
other  occasions  with  other  witnesses  for  the  Asso- 
ciation. 

It  is  important  to  recognize  that  our  plan  en- 
visions improvements,  extensions,  and  refinements 
of  what  we  have  already  evolved  in  this  country, 
rather  than  the  devising  of  radical  replacements. 
The  shortcomings  of  our  system,  w'hatever  they 
may  be,  stem  from  the  rapid,  relatively  uncon- 
trolled growth  of  medical  technology,  the  stagger- 
ing increase  in  demand,  and  .American  compulsion 
to  experiment,  innovate,  and  improvise  in  an  at- 
mosphere of  freedom  of  enterprise  and  the  compe- 
tition of  the  marketplace.  To  a great  degree  our 


difficulties  stem  from  the  successes  of  our  health 
care  system  rather  than  from  its  failures. 

The  financial  mechanisms  which  have  been  de- 
veloped in  this  country  to  meet  the  costs  of  medical 
care  have  been  successful  and  progressive.  We  be- 
lieve that,  in  our  future,  there  continues  to  be  a 
proper  place  for  private  insurance,  for  voluntary 
prepayment  plans,  for  protection  against  health 
care  costs  through  prepaid  comprehensive  group 
practice,  and  for  other  innovative  approaches.  They 
all  help  to  mobilize  the  available  resources  of  the 
private  sector  of  our  economy  to  meet  the  need  of 
our  nation  for  health  care  services.- 
VOLUNTARY  BASIS 

In  consequence  of  these  considerations,  the 
American  Medical  .Association  has  sought  to  devise 
a financing  mechanism  which,  insofar  as  possible, 
would  meet  the  needs  of  the  public  on  the  volun- 
tary basis,  with  maximum  incentives  for  partici- 
pation. Ours  is  not  a plan  developed  in  the  last  few 
weeks  as  a response  to  the  Chairman’s  call  for 
these  hearings.  We  have  been  with  this  concept 
for  years  and  have  spent  months  in  the  develop- 
ment of  a program  to  be  offered  to  the  Congress, 
one  which  would  realistically  meet  the  needs  of 
our  people. 

Our  plan  recognizes  that  the  population  may  be 
divided  into  three  fairly  well  defined  categories 
w'ith  respect  to  ability  to  purchase  comprehensive 
health  insurance. 

There  are  those  wfith  essentially  no  capacity  to 
pay; 

There  are  those  with  a capacity  to  pay  a portion 
of  the  cost;  and 

There  are  those  with  a reasonable  full  capacity 
to  pay. 

Eor  those  who  have  no  capacity  to  pay  for" 
health  insurance,  the  government  would  pay  for 
basic  comprehensive  health  coverage  by  providing 
to  the  individual  or  head  of  the  family  ^ certificate 
which  may  be  used  for  the  purchase  of  a tw'o-part 
package  of  insurance — Part  I,  hospital  care,  and 
Part  II,  physicians’  services,  wherever  rendered. 
Eor  those  wfith  with  a low  tax  liability  (say  $300 
or  less)  a similar  certificate  good  for  the  purchase 
of  comprehensive  health  insurance  would  be  pro- 
vided. For  those  with  tax  liability  above  that 
amount,  and  please  note  we  are  speaking  of  tax 
liability  and  not  taxable  income,  income  tax  credits 
would  be  giv'en  on  showing  of  expenditures  for 
qualified  health  care  plans.  The  amount  of  the  cred- 
it would  be  based  on  the  tax  liability  of  the  person 
or  family  so  that,  for  e.xample,  a taxpayer  with  a 
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$500  tax  liability  might  receive  70  per  cent  of 
the  annual  premium  cost  as  a credit  against  his 
tax  liability,  and  a family  with  $1200  tax  liability 
might  receive  20  per  cent  of  the  premium  expense 
as  a credit  against  their  tax  liability. 

In  order  to  receive  the  credit  the  ta.xpayer  would 
need  to  show  that  he  has  purchased  a qualified  in- 
surance or  prepayment  plan.  Such  a qualified  plan 
would  be  one  where  both  the  benefit  package  and 
the  carrier  or  group  have  been  approved  by  the 
appropriate  state  agency.  Guidelines  would  be  es- 
tablished to  assist  the  state  agency  in  this  qualify- 
ing program. 

To  provide  the  guidelines  necessary  to  carry  out 
the  purposes  of  the  bill,  and  to  plan  and  develop 
programs  for  maintaining  the  quality  of  medical 
care  and  the  financial  resources  and  effective  util- 
ization of  available  health  manpow'er  and  facilities, 
we  propose  the  establishment  of  a Health  Insur- 
ance Advisory  Board.  This  Board,  which  would 
be  chaired  by  the  Secretary  of  Health,  Education, 
and  Welfare  and  include  the  Commissioner  of  In- 
ternal Revenue  and  public  members,  would  review 
the  effectiveness  of  the  program  and  file  annual 
reports  with  the  President  and  the  Congress. 

BASIC  BENEFITS 

You  will  find  that  the  AMA  bill  requires  as  basic 
benefits  under  any  qualified  plan,  60  days  of  in- 
patient hospital  services,  including  maternity  serv- 
ice; all  emergency  room  and  outpatient  service  pro- 
vided in  the  hospital;  and  all  medical  services  pro- 
vided by  a doctor  of  medicine  or  a doctor  of  osteo- 
pathy, W'hether  performed  in  the  hospital,  home, 
office  or  elsewhere.  Supplemental  benefits  may  also 
be  provided  and  payment  for  such  benefits  would 
be  eligible  for  tax  credit,  or  in  the  case  of  the 
lower  income  persons,  for  the  certificate  which  en- 
titles them  to  purchase  the  qualified  plan  of  their 
choice. 

^Ir.  Chairman,  most  advocates  of  change  in  our 
health  care  system  support  the  use  of  the  insurance 
mechanism  as  an  essential  part  of  any  program. 
Without  the  Blue  Shield,  Blue  Cross  and  com- 
mercial carriers  under  contract  with  the  Social  Se- 
curity Administration,  the  medicare  program  would 
have  been  an  administrattive  shambles. 

We  urged  then,  and  still  do  now',  even  further 
involvement  of  this  private  sector  in  the  medicare 
program.  Similarly,  we  believe  that  any  new'  pro- 
gram which  hopes  for  success  in  the  delivery  of 
quality  health  care  at  reasonable  costs,  must  call 
upon  the  insurance  industry  and  prepayment  plans 


to  play  a significant  independent  and  competitive 
role. 

.\ccording  to  figures  of  the  Health  Insurance 
Association  of  America,  89  per  cent  of  our  civilian, 
non-institutional  population  under  age  65,  have 
some  form  of  health  insurance  protection.  I'he 
concept  of  protecting  against  health  care  e.xpenses 
is  one  w'hich  is  approved  and  accepted  by  almost 
all  our  people.  The  difficulty  which  we  experience 
today  lies  in  the  rising  costs  of  health  care  and 
the  corresponding  rising  costs  of  plans  designed 
to  protect  ogainst  such  expenses. 

There  are  numerous  organizations  and  individ- 
uals who  are  today  seeking  the  answers  to  the 
many  faceted  problems  of  health  manpower,  short- 
ages of  care  in  certain  urban  pockets,  and  the 
rising  cost  of  health  care.  We  believe  that  the 
approach  we  offer,  in  the  immediate  and  long  range 
view,  is  the  right  way  to  meet  the  problem  of  fi- 
nancing health  care  costs.  It  does  away  with  the 
need  for  a iMedicaid  program  for  the  low  income 
group  and  offers  in  its  place  a ssytem  which  brings 
the  private  competitive  factor  into  the  picture,  and 
places  all  citizens  truly  in  the  mainstream  of  health 
care.  For  the  higher  income  individuals  and  fami- 
lies, it  offers  realistic  incentives  to  purchase  com- 
prehensive health  care  coverage.  It  utilizes  to  the 
fullest  extent  the  private  carriers  and  plans  and 
allows  for  the  marketplace  to  play  an  active  part 
in  maintaining  cost  control  and  insuring  quality 
programs,  as  it  has  done  for  so  many  years  in  this 
country's  history.  And  IMedicredit  would  be  rela- 
tively easy  to  manage  and  the  administrative  costs 
to  the  government  would  be  less  than  that  of  other 
proposals  now  being  advanced. 

We  believe  that  Medicredit  merits  your  careful 
consideration  and  we  stand  ready  to  do  our  best  to 
provide  whatever  information  the  committee  may 
require. 


ATTENTION;  SURGEONS 

Dr.  Eske  Windsberg  of  Providence  is  col- 
lecting data  on  the  singlae  stage  resection 
for  left  colon  obstructions.  He  will  appreciate 
it  very  much  if  any  member  of  the  Society 
who  has  carried  out  such  an  operation  in  the 
last  ten  (10)  years  will  send  a memorandum 
on  the  case  to  him. 


MEDICREDIT 
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What  Is  Happening  To  Our  Health  Care  System? 


Carriers,  Doctors,  and  Hospitals  Must 
Develop  Discipline  If  Expansion  Costs 
Are  To  Be  Tolerated 


By  Walter  J.  McXernej',  M.D. 


\Miat  is  happening  to  our  health  care  system? 

What  is  happening  to  its  costs? 

And  what  is  in  the  future  for  Blue  Cross  and 
Blue  Shield  as  far  as  their  roles  are  concerned 
and  the  t3'pe  of  benefits  the}-  are  going  to  write? 

Taking  an  overv-iew  very  briefly  of  the  health 
care  system  in  this  country,  we  find  it  a very 
strong  system,  one  that  has  certainly  put  the 
United  States  in  the  forefront  of  accomplishments 
throughout  the  world  in  many  regards. 

It  has  succeeded  in  eliciting  from  the  American 
economic  system,  of  this  past  year,  $53  billion;  I 
would  say  that  this  is  a successful  system. 

It  has  elicited  $2  billion  for  construction  of  new 
beds  alone.  It’s  also  a system  that  is  responding 
to  the  realization  that  we’ve  not  been  doing  very 
well  in  the  area  of  mental  health  by  building  428 
community  mental  health  centers  in  the  past  five 
years.  Medical  schools,  responding  to  the  challenge 
of  demand  in  this  system  in  the  past  four  years, 
increased  by  12;  in  the  previous  10  years  they  had 
increased  by  only  four. 

WALTER  J.  McXERXEY,  of  Chicago,  Illinois. 
President  of  the  Xational  Blue  Cross  Association. 

Reprinted  from  PERSPECTIVE,  Vol.  1,  Xo.  2, 
September  1969,  published  by  the  Blue  Cross 
Plans  and  distributed  in  Rhode  Island  by  the 
Rhode  Island  Blue  Cross. 


It's  a system  that  is  being  lashed  by  new,  pro- 
vocative legislation;  health,  consumer  protection, 
air  {dilution.  Medicare,  Medicaid. 

OUTPUT 

Xot  only  is  the  input  in  these  and  other  areas 
impressive  but  the  output  is  impressive  when  we’re 
looking,  for  example,  at  morbidity  and  mortality 
patterns:  we  are  better  off  as  a nation  than  we 
were  at  any  point  you  dant  to  set  five  or  10  years 
ago.  TB  is  less,  hypertension  is  down,  so  is  infant 
mortality.  We  have  more  doctors  than  we’ve  had 
in  years;  in  a sense,  we’re  third  in  concentration 
in  the  world  and  I needn’t  mention  the  new  drugs, 
the  transplants  and  the  immunological  techniques 
that  are  coming;  this  is  a system  of  which  to  be 
proud.  Its  success  came  just  as  mass  media  were 
making  everything  so  visible — and  they  together 
conspired  to  put  a special  light  on  the  problems  of 
this  system. 

After  all,  unless  you  expect  a lot  of  a system, 
you’re  not  concerned  as  must  with  its  operation. 
Unless  you  know  what’s  going  on,  through  mass 
media  and  other  forms  of  communication,  it  is 
hard  for  you  to  form  an  opinion.  Because  it  is 
successful,  because  of  the  attention  it  is  getting, 
we  are  now  pointedly  aware  of  some  of  its  short- 
comings as  well.  They  tend  to  point  the  way  we  are 
going.  Whereas  we  have  a lot  of  doctors,  the  con- 
centration of  them  varies  three  to  one  by  state; 
the  concentration  of  nurses  is  four  times  in  our 
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! highest  state  as  in  our  lowest;  the  poor  get  less 
I care  than  they  should,  and  among  the  poor  we  find 

i four  times  the  heart  disease,  six  times  the  mental 

and  nervous  conditions  as  among  the  well-to-do. 

; Our  longevity  is  not  in  the  forefront  of  the  civil- 
ized world,  despite  the  fact  that  we’re  the  world’s 
wealthiest  country.  In  fact,  we’re  17th  as  far  as 
men  are  concerned. 

COSTS 

i And,  we  find  a system  whose  costs  are  going  up 
at  an  alarming  rate:  7 per  cent  before  1966  and, 
since  then,  closer  to  12  per  cent,  while  wages  and 
earnings  go  up  only  3 to  4 per  cent.  The  disparity 
I between  the  rise  in  health  costs  and  wages  and 
earnings,  which  really  dictates  the  ability  of  peo- 
, pie  to  afford  these  rises,  has  become  a widespread 
concern. 

Health  insurance  benefits  are  meanwhile  good 
in  some  corners,  very  weak  in  others.  Not  many 
people  have  visual,  drug,  or  dental  benefits. 

I This  is  what  the  system  is  like.  The  basis  of 
' the  problems  it  is  experiencing  can  be  put  very 

f simply:  we  have  an  overheated  economic  engine. 

I In  the  past  five  years,  a third  of  the  amount  of 

! money  spent  on  health  has  been  absorbed  by 

prices,  15  percent  by  population.  So  less  than  half 
: I of  it  results  in  new  service  or  modernization.  This 

!i  is  what  I mean  by  an  overheated  engine.  It’s  over- 

! heated  because  there  is  a tremendous  infusion  of 

; money  through  prepayment  and  through  tax-sup- 

ij  ixjrted  programs  and  there  is  not  a corresponding 

engine  to  deal  with  that  money  such  as  one  finds 
in  the  free  market.  A free  market  can  absorb  a 
l'  tremendous  amount  of  money  without  a lot  of  dic- 

itatorial  attention  or  pontification  about  what 
should  happen.  The  lash  of  competition,  with  con- 
t sumers  making  intelligent  and  selfish  choices,  and 
with  profit  as  an  arbiter,  simply  dictate  where  re- 
sources flow  without  anyone  from  some  beneficient 
I dictatorship  having  to  decide  where  they  should 
go.  But,  in  the  health  field,  the  lack  of  competition 
is  widespread;  it  is  actually  outlawed.  One  doesn’t 
advertise  for  or  reach  out  for  patients;  the  consum- 
er has  no  choice  in  most  cases  but  to  get  care;  he 
is  ill  and  in  a poor  position  to  bicker  about  price. 

There’s  not  even  unanimity  on  what  the  sign  of 
success  should  be.  We  have  a situation  where  the 
infusion  of  money  becomes  absorbed  almost  with- 
' out  question,  almost  without  debate,  in  price — to 
’ an  extraordinary  degree.  And,  the  question  is: 

' “What  do  we  do  about  it?”  The  answer  is  that 
1 there  have  to  be  steps  taken  to  change  the  nature 


of  the  delivery  of  health  services  in  this  country 
in  some  form  of  selective  intervention  as  a substi- 
tute for  the  forces  of  the  free  market. 

PLANNING 

At  the  moment  we  are  engaged  in  probably 
one  of  the  most  sophisticated  public  policy  games 
that  one  could  imagine.  Namely,  how  to  influence 
the  system  without  excessively  manipulating  it  or 
dominating  it,  how  to  replace  or  substitute  some 
of  the  lash  of  competition  without  dictating,  for 
example,  exactly  how  things  should  be  done.  We’re 
trying  all  sorts  of  things.  Planning  is  one.  Marion 
Folsom,  when  he  was  head  of  Health,  Education  & 
Welfare,  directly  out  of  Kodak  management,  came 
to  the  conclusion  that  the  way  to  solve  it  is  to  set 
the  capital  structure  right.  Dwell  on  the  number  of 
beds  and  the  availability  of  allied  facilities  and 
cover  the  full  gamut  from  prevention  through  re- 
habilitation, he  surmised,  then  leave  the  system 
alone.  That  point  of  view  has  a lot  of  currency,  so 
we  see  heavy  emphasis  now  on  planning.  The  prob- 
lem is  one  of  exactly  how  does  one  plan?  I don’t 
know  how  one  plans,  because  whether  one  views 
it  as  a permissive  process  from  the  bottom  up  or 
as  a more  rigid  franchising  process  of  the  state 
level  from  the  top  down  is  a matter  of  debate.  I 
think  what  we’re  going  to  come  to  is  a much  strong- 
er emphasis  on  areawide  planning,  which  is  non- 
profit, which  is  simultaneously  permissive,  exhorta- 
tive and  coercive;  then  at  the  state  level  some  sort 
of  franchising  mechanism  as  we  have  in  banks,  the 
purpose  of  which  is  to  put  a minimum  standard 
under  the  type  of  facility  that  is  built  and  have 
have  some  sanction  over  the  number  and  type  of 
facilities  built. 

Another  effort  being  made  is  to  move  from  the 
cost-plus  payment  or  the  charge  payment — which 
amounts  to  an  open  check.  An  open  check  isn’t 
a bad  idea  when  someone’s  in  a highly  competitive 
situation,  because  if  you  don’t  like  what  he  gives 
you,  you  can  shop  for  a lower  price  for  a com- 
parable service. 

OPEN  CHECK 

But,  in  the  absence  of  this  free  market,  an  open 
check  becomes  a very  bad  thing  indeed.  The  jus- 
tification during  World  War  II  when  we  got  into 
this  type  of  contract  was  that  we  wanted  to  stimu- 
late the  growth  of  hospitals,  we  wanted  to  stimulate 
the  growth  of  doctors.  But,  when  you  get  to  a point 
when  the  stimulation  is  so  immediately  reflected 
in  price,  you’ve  got  the  wrong  kind  of  response. 
So  we  experimented  with  the  idea  of  the  risk  being 
(Continued  on  next  page) 
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shared  not  only  by  the  guy  putting  up  the  dough 
and  his  carrier  representative,  but  also  by  the  pro- 
vider. This  tends  to  suggest  negotiated  rates,  flat 
rates  where  the  risk  is  two-sided  because: 

1.  on  the  number  of  days  it  is  the  carrier's  risk, 
and 

2.  on  the  amount  negotiated  per  day  it  is  the 
provider’s  risk. 

What  else  is  going  to  give  the  administrator  of 
the  hospital  the  stimulation  to  substitute  a nurse 
for  a pediatrician,  or  a social  worker  for  a doctor, 
or  to  seek  ways  of  doing  the  technical  chores  with 
lesser  skills,  unless  he  has  come  preconceived  goal 
to  work  towards.  The  problem  is  that  some  admin- 
istrators, though  not  the  majority,  have  been  un- 
der an  atmosphere  of  such  light  economic  pressure 
for  so  long,  that  they  tend  to  view  this  type  of 
change  as  an  anathema.  The}'  are  somewhat  casual 
about  the  cost  of  labor. 

Another  thing  that’s  being  contemplated  is  better 
use  of  the  computer.  This  has  all  corts  of  implica- 
tions. Namely,  why  doesn’t  the  physician,  as  many 
physicians  are  already  doing,  help  the  carrier,  be- 
cause electronic  data  processing  capacity  is  grow- 
ing in  a geometric  fashion,  to  establish  parameters 
for  given  types  of  illness;  and  when  a case  goes 
beyond  the  parameter,  it  gets  kicked  out  and  sent 
to  the  hospital  for  explanation  \snth  a profile  of 
practice  on  that  type  of  diagnosis.  This  does  two 
beautiful  things: 

1.  It  puts  a doctor-designed  quality  check  on 
the  hospital,  and 

2.  it  relieves  the  doctor  of  all  the  burdensome 
detail  of  claims  work  he  w'ould  otherwise  have  to 
plow  through. 

Yet  it  doesn't  tell  him  what  to  do. 

The  groping  in  this  substitute  control  system  is 
not  to  dictate  precisely  what,  but  to  establish  some 
influence. 

There  is  talk  of  publishing  data.  In  AT&T,  for 
example,  the  head  of  the  board,  gathering  his  presi- 
dents together,  periodically  reviews  with  them  the 
position  of  each  on  critical  cost  indices.  A man 
doesn’t  have  to  be  high  on  that  list  very  often 
befoi-e  he  has  an  incentive  to  move  into  line.  No- 
body tells  him  precisely  how.  But,  it’s  very  clear 
that  he  should  at  least  think  it  over.  So  the  thought 
that’s  beeinning  to  gather  a little  steam  in  \\  ash- 
ineton  and  elsewhere  is  to  have  these  data  pub- 
lished and  comparisons  run  by  hospitals  of  similar 
size  so  that  boards  of  trustees  have  a visible  way 
of  understanding  at  least  when  they  should  ask 
Questions  about  performance. 


RESEARCH  IN  METHODS 

We  see  a greater  emphasis  on  research  and  de- 
velopment developing.  It’s  an  ironical  fact  that  in 
the  health  field  we  spend  $1.6  billion  on  biomedical 
research  which  creates  more  and  more  medical 
know-how.  During  the  same  year,  we  do  only  $18 
million  worth  of  research  on  how  to  deliver  that 
in  terms  of  service,  only  1.1  per  cent  of  the  bio- 
medical figure.  So,  as  a result,  we  get  a bigger  and 
bigger  amount  of  know-how  forcing  through  a sys- 
tem whose  sophistication  is  growing  at  a compara- 
tively decelerated  rate. 

.Another  problem:  payment  must  be  made  for 
innovative  work  grants  to  medical  centers  condi- 
tioned on  their  doing  delivery  research  in  terms  of 
systems  as  well  as  biomedical  research.  We  hear 
more  and  more  talks  of  a council  of  health  ad- 
visors to  the  president  who  would,  like  economic 
advisors,  set  goals  and  evaluate  progress  towards 
these  goals  on  a periodic  basis,  making  constructive 
suggestions  on  how  the  system  could  be  better  de- 
signed. .A  couple  of  things  stand  in  the  way. 

The  health  field  is  caught  up  in  a game  called 
imitation  too  many  people  are  imitating  the  doctor. 
There  is  a v’ery  serious  need  for  the  doctor  to 
admit  that  a fair  amount  of  his  task  is  technical 
(most  are  willing)  and  can  be  assigned  to  people 
who  are  generalists,  doctors’  assistants  in  the  na- 
ture of  corpsmen  in  the  service,  who  would  do  a 
wide  variety  of  tasks  and  who  could  aspire  even- 
tually to  become  doctors  and  in  this  process  have 
a career  ladder.  \\Tiat  we  need  is  a clearer  focus 
on  the  fact  that  there  are  problems,  they  must  be 
met.  and  they  must  be  met  with  a certain  amount 
of  dispatch.  They  cannot  be  ignored  in  the  pursuit 
of  skill  and  the  pursuit  of  specialization  a^d  the 
pursuit  of  quality,  when  it  means  that  walls  are" 
constructed  through  which  one  can’t  break. 

The  ability  to  see  the  problem  is  becoming  more 
and  more  important.  We  are  now  beginning  to 
wrestle  with  the  merits  of  a Rockefeller  pronosal 
to  extend  the  payroll  tax  to  include  everybody,  as 
opposed  to  a simplified  welfare  program  based  on 
a simple  declaration  of  need.  As  Rockefeller  savs, 
it  doesn’t  really  work  out  economically  for  one  .'tate 
to  lev}'  taxes,  drive  industry  out  and  put  labor  in 
need;  we  all  have  to  do  it  together  or  we  set  dis- 
proportionate impact.  Whatever  one’s  proport’on- 
is.  we're  not  in  an  ommous  social  insurance  scheme 
but  in  a scheme  that  will  use  the  private  sector 
to  administer  benefits  and  talk  in  terms  of  actuar- 
ial equivalents.  This  would  have  the  twin  imnacts 
of,  on  the  one  hand,  putting  more  money  into  the 
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system  and  putting  the  urgency  on  selective  inter- 
vention and,  on  the  other,  paving  the  way  for 
broader  benefits.  As  far  as  prepayment  is  con- 
cerned, there  is  no  question  that  we  are  moving 
into  expanded  benefits.  They  are  indispensible  in 
in  the  terms  of  the  problem  of  access.  Health  ex- 
penses can  ruin  a family  and  they’re  not  always 
hospital  expenses;  they’re  unpredictable;  they're 
unrelated  to  income.  One  must  share  risks. 

A doctor  cannot  possibly  be  held  accountable  to 
practice  medicine  efficiently  if  all  of  the  money  is 
channeling  him  and  his  patients  into  the  most  ex- 
pensive facilities.  The  only  way  to  lick  that  is  to 
broaden  the  benefits.  The  tax-free  structure  of 
management  is  going  to  entice  labor  into  more  and 
more  pressure.  All  factors  are  going  to  conspire  to 
push  benefits  out.  And  the  question  is:  “What 
benefits?” 

BENEFITS  AVAILABLE 

At  the  moment,  hospital  costs  are  70  per  cent 
paid  by  prepayment;  physicians  in  private  prac- 
tice, 21  per  cent;  drugs,  1 per  cent;  dental,  some- 
thing like  V/i  per  cent. 

Of  the  74  Blue  Cross  Plans: 

• 93%  write  intensive  care  benefits, 

• 91%  out-patient  diagnostic  services, 

• 76%  out-patient  psychiatric  services, 

• 74%  extended  care  benefits, 

• 70%  private-duty  nursing, 

• 44%  home  care, 

• 35%  out-of-hospital  prescription  drugs, 

• 24%  rehabilitation  benefits, 

• 14%  dental, 

• 6%  preventive  care,  and 

• 4%  vision  care. 

What  is  contemplated  is  a pattern  of  building 
blocks  where  you  can  buy  as  much  as  you  can  af- 
ford, but  with  cutback  positions  av^ailable  to  you 
at  any  time,  leaving  labor  and  management  an 
option  to  shop  from  among  some  alternatives,  but 
always  moving  upward. 

Xow,  how  about  the  cost  of  these?  The  indem- 
nity route,  which  lets  the  patient  pay  when  he  is 
ill,  is  not  a long-run  solution  and  it  is  not  going  to 
work.  It’s  not  going  to  w'ork  for  many  reasons, 
not  the  least  of  which  is  that  the  percentage  the 
patient  pays  is  too  much  for  several  people;  sec- 
ondly, it  is  an  ineffective  control.  In  the  long  run 
there’ll  be  prepayment  for  all  of  these,  the  pace 
determined  only  by  the  ability  to  purchase.  And, 
correspondingly,  the  carrier  is  going  to  play  an  im- 
portant role  paying  hospitals  that  are  approved 
by  planning  agencies,  less  to  those  who  are  not 


using  a negotiated  reimbursement.  It  will  make  its 
computers  available. 

DISCIPLINE  ESSENTIAL 

The  only  w’ay  that  the  expansion  will  be  toler- 
ated by  the  public  with  the  amount  of  money  in- 
volved is  if  the  carrier  works  with  doctors  and  hos- 
pitals to  develop  the  type  of  discipline  that  is  now 
inherently  lacking  in  the  system. 

Is  all  of  this  worth  it?  Very  much  so.  The  wage 
loss  in  this  country  last  year  because  of  illness  was 
$5  billion.  It  has  been  estimated  that  for  every 
dollar  we  spend  on  arthritis,  you  will  add  to  the 
gross  national  product  in  return  some  $38.  The 
Brookings  Institute  has  measured  income  growth 
over  the  past  50  years  in  this  country,  finding  that 
10  per  cent  of  it  was  due  to  the  decline  in  the 
death  rate.  The  choice  seems  clear;  to  pay  for 
more  people  on  tax  rolls  who  are  ill  and  not  pro- 
ductive, which  is  both  a poor  economic  and  poor 
human  solution,  or  turn  our  minds  toward  creating 
a system  that  can  get  these  people  on  their  feet, 
to  help  contribute  to  a greater  gross  national  prod- 
uct and  a better  life  for  all  of  us. 


ROENTGEN  RIDDLE  ANSWER) 

(See  Page  19) 

Answer:  Intramural  small  intestinal  liemorrhage. 

Spontaneous  intramural  hematoma  of  the  gut,  un- 
like the  traumatic  form,  in  which  a mass  is  generally 
identified,  presents  more  of  an  infiltrative  pattern. 
The  involved  segment  has  no  particular  prediliction 
but  may  occur  anywhere  in  the  small  or  large  bowel 
often  extending  over  a considerable  length  of  gut. 
The  affected  loop  is  rigid  and  at  fluoroscopy  moves 
as  a unit.  The  mucosal  folds  are  thick  and  the  troughs 
between  them  narrow,  a pattern  which  persists 
throughout  the  examination.  The  normal  feathery 
appearance  of  the  mucosa  is  lost,  as  are  the  longi- 
tudinal folds,  and  the  margins  of  the  bowel  show 
spikes  of  varying  height.  It  has  been  likened  to 
“stacked  coins’’  or  a “picket  fence  ’ appearance.  It 
is  felt  that  the  “stacked  coin”  or  “picket  fence”  pat- 
tern produced  by  non-traumatic  hematoma  of  the  gut 
results  from  the  relatively  diffuse  infiltration  of  a 
segment  of  the  intestinal  wall  by  liquid  blood.  In  like 
manner,  any  other  soft  or  fluid  substance  which  dif- 
fusely infiltrates  a segment  of  intestine  may  produce 
a similar  if  not  identical  pattern.  Therefore,  when 
the  “characteristic”  pattern  of  spontaneous  hematoma 
is  identified,  clinical  correlation  is  essential  to  pin- 
point a specific  diagnosis. 
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Concerned  Physicians  Of  An  Area 
Working  Together  In  An  Effective 
Program  Of  Peer  Review  Can  Make 
Medical  Care  All  It  Should  Be  For 
All  People 


By  Richard  S.  Wilbur,  M.D. 


Peer  Review!  A popular  term  these  days.  First, 
though,  what  does  it  mean?  Literally  it  means  a 
review  by  ones  equals.  Therefore,  it  means  to  us 
a survey  of  a doctor’s  work  by  other  doctors. 

Then  why  do  we  need  this  peer  review  so  des- 
jjerately?  The  answer  to  this  question  itself  be- 
comes a multiple  series  of  problems.  They  begin, 
of  course,  wath  government — specifically  with  Titles 
XVIII  and  XIX  which  were  passed  in  Public  Law 
89-97.  While  the  Medicare  Law  only  calls  for  in- 
hospital  utilization  review,  experiences  in  the  last 
3 years  have  showm  that  far  more  is  needed.  There 
has  been  the  well  publicized  increase  in  health  care 
costs  so  that  at  the  September  meeting  of  the  IMed- 
icare  Health  Insurance  Benefits  Advisory  Council, 
the  following  statement  w’as  presented; 

“In  order  to  provide  an  acceptable  level  of 
quality  for  the  services  rendered  under  Part  B 
of  Medicare,  consideration  should  be  given  to 
establishing  standards  to  govern  the  rendering 
of  services  by  physicians,  analogous  to,  but  ne- 
cessarily quite  different  in  application  from,  the 

RICHARD  S.  WILBUR,  M.D.,  of  Chicago,  Illi- 
nois. Assistant  Executive  Vice  President,  .American 
Medical  .Association. 

An  address  delivered  before  the  Council  of  the 
New  England  State  Medical  Societies,  at  Boston, 
Massachusetts,  November  5,  1969. 


standards  now  established  for  most  other  pro- 
viders of  health  care  under  Medicare.  The  need 
for  broad  standards  for  physicians’  services  is 
predicated  upon  the  right  and  responsibility  of 
the  acceptable  quality  of  all  services  for  which 
it  provides  reimbursement.  Precedents  which 
have  been  set  in  government  and  non-government 
programs,  and  published  studies,  which  point  out 
the  wide  variability  in  quality  of  medical  care, 
indicate  the  need. 

“Thus,  the  standards  of  eligibility  for  physi- 
cians would  be  a 'preventive’  measure  to  keep 
some  physicians  from  ever  rendering  certain 
medical  services  under  the  ^ledicare  program: 
This  differs  from  the  ‘post  facto’  stopping  of 
abusers  of  the  Medicare  program.  The  latter 
may  involve  a few  physicians,  those  who  are 
grossly  abusing  the  program.  The  former  could 
potentially  involve  the  future  participation  of 
many  of  the  practicing  L’’.S.  physicians  in  the 
rendering  of  certain  medical  services  under  the 
Medicare  program.” 

The  first  answer  to  the  “why”  of  peer  review 
then  is  a very  practical  one.  Government  must  be 
assured  that  it  is  getting  its  money’s  worth  for  all 
the  billions  it  has  spent  with  these  large  programs. 
No  man  can  be  elected  to  public  office  on  a plat- 
form in  which  he  agrees  to  allow  the  expenditure 
of  unlimited  and  unchecked  sums  of  money  for  any 
purpose — even  for  the  health  care  of  the  American 
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people.  All  of  us  here  tonight  are  taxpayers  and 
all  of  us  would  like  to  think  that  the  money  which 
we  give  up  to  our  government  is  truly  buying  some- 
thing v/orthwhile.  The  non-physicians  of  the  coun- 
try have  been  convinced  by  what  they  read  in  the 
newspapers  that  they  are  no  longer  getting  their 
money’s  worth  for  taxes  spent  on  ^ledicare  and 
Medicaid.  They  want,  rightfully,  some  proof. 

There  are  still  other  reasons  we  need  to  have 
f>eer  review.  One  is  malpractice.  This  is  an  ever- 
growing problem  in  some  areas  such  as  Southern 
California  where  premiums  of  5 to  16  thousand 
dollars  a year  are  now  being  paid  by  doctors  who 
have  never  been  sued.  The  problem  is  acute.  Over 
and  over  the  point  is  made  that  the  public  is  not 
assured  that  medical  care  is  of  high  quality.  There- 
fore, the  allegations  and  accusations  of  the  plain- 
tiff’s attorney  fall  upon  open  ears  and  juries  are 
quite  willing  to  believe  the  worst  about  all  physi- 
cians. If  they  knew  that  an  adequate  mechanism 
of  peer  review  existed  which  assured  them  of  the 
quality  of  health  care  this  problem  could  be  allev- 
iated as  it  has  been  in  areas  such  as  Tucson,  Ari- 
zona. 

The  third  reason  why  we  need  peer  review  comes 
from  the  press.  The  press  has  quite  willing  to  as- 
sign the  responsibility  for  all  of  the  rise  in  health 
care  costs  to  the  physician  because  it  includes  the 
vast  portion  which  is  paid  to  institutions,  particu- 
larly the  hospitals  and  extended  care  facilities.  If 
we  physicians  are  to  take  the  blame  for  the  expense, 
the  least  we  can  do  is  to  take  the  responsibility  for 
supervising  this  expenditure.  In  other  words,  we 
will  have  to  supervise  the  utilization  and,  beyond 
that,  even  the  efficiency  and  the  quality  of  care 
given  in  the  hospitals  and  the  extended  care  facil- 
ities as  well  as  that  given  by  physicians.  In  some 
areas  this  review  has  been  extended  also  to  the  or- 
dering by  physicians  of  such  services  as  physi- 
cal therapy  and  even  to  the  prescribing  of  medica- 
tions. In  all,  95%  of  health  care  expenditure  is  or- 
dered by  doctors. 

The  fourth  reason,  however,  is  the  most  impor- 
tant and  that  is  the  problem  of  satisfying  the 
American  people — the  patients  of  the  doctors  of 
America — that  they  are  receiving  the  highest  qual- 
ity of  care.  Let  me  say  that  I am  not  concerned 
about  your  particular  patients.  The  mere  fact  that 
you  are  the  kind  of  a physician  who  has  enough 
interest  to  come  here  tonight  to  listen  to  a talk 
on  this  subject  is  proof  enough  that  you  are 
not  the  kind  of  a doctor  whose  patients  need  this 
assurance.  Unfortunately,  there  are  many  other 


doctors  who  have  not  come  here  tonight  and  who 
don’t  go  to  any  other  merlical  meetings,  conven- 
tions, or  continuing  medical  education.  These  are 
the  men  whose  patients  are  uneasy — sometimes 
with  good  reason.  The  question,  therefore,  becomes 
not  if  we  need  medical  care  review,  but  who  will 
do  it, 

REVIEW  OF  QUALITY  UNDER  MEDICARE 

The  Cost  Effectiveness  .\ct  of  1969,  which  has 
been  sent  from  HEW  to  the  House  of  Representa- 
tives, contains  a number  of  provisions  for  federal 
review  of  quality  under  Medicare.  Some  of  these 
include,  as  did  also  Walter  McXerney’s  iMedicaid 
Taskforce  Report,  suggestions  for  federal  licensure 
and  federal  standards.  So  it  now  becomes  very 
clearly  a matter  which  will  be  handled  by  govern- 
ment, if  no  one  else  steps  forward  first.  However, 
we  have  seen  in  the  past,  situations  in  which  the 
government  was  quite  willing  to  accept  voluntary 
standards.  The  Joint  Commission  on  Accreditation 
and  our  specialty  boards  are  two  cases  in  point. 

You  might  then  ask  whether  there  is  any  prece- 
dent for  doctors  in  their  organizations  to  engage  in 
review  of  the  quality  of  health  care.  There  cer- 
tainly is!  The  AIM  A virtually  since  its  inception 
has  been  opposed  to  low  standards  as  exemplified 
by  quacks  and  chiropractors.  Even  before  the  Flex- 
ner  Report,  and  certainly  very  much  since  then, 
we  have  been  concerned  with  the  quality  of  train- 
ing in  medical  schools  and  with  the  accreditation 
of  internship  and  residency  programs.  We  have 
worked  to  improve  the  quality  of  drugs  since  1900. 

Within  the  local  medical  societies  there  have 
been  rather  elementary  forms  of  peer  review  for 
many  years.  IMost  societies  have  some  form  of  in- 
surance review  committee.  This  committee’s  activ- 
ities vary  from  place  to  place,  but  in  general,  it 
adjudicates  fees  and  makes  some  effort  to  explain 
why  the  fine  print  in  an  insurance  contract  means 
that  the  company  does  not  have  to  pay  the  patient 
for  the  physician’s  work.  IMost  local  societies  also 
have  grievance  committees.  These,  of  course,  take 
care  of  complaints,  be  they  from  patients,  third 
parties  or  other  physicians.  Both  of  these  types  of 
committees  are  largely  of  the  brush-fire  type,  i.e., 
they  do  not  go  into  action  until  long  after  a prob- 
lem has  occurred  and  not  until  after  someone  else 
brings  it  to  the  attention  of  the  medical  society. 

.\nother  form  of  peer  review  with  which  we  are 
all  familiar  is  that  in  the  hospital  with  its  creden- 
tials committee,  medical  records  committee,  tissue 
committee,  and  utilization  review  committees.  The 
(Continued  on  next  page) 
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current  AMA  position  on  peer  review  can  be  sum- 
marized with  the  following  quote  from  Report  F 
of  the  Council  on  INIedical  Service  to  the  Annual 
fleeting  in  New  York  this  year: 

‘"For  more  than  a decade,  the  Council  on  ^led- 
ical  Service  and  its  Committee  on  Health  Care 
Financing  (formerly  the  Committee  on  Insurance 
and  Prepayment  Plans)  have  recognized  a need 
for  the  establishment  of  professional  review  ac- 
tivities by  medical  society  review  committees 
and  utilization  review  committees  of  hospital 
medical  staffs.  Initially,  this  interest  was  gen- 
erated by  concern  over  the  continuing  increase 
in  the  costs  of  health  care,  particularly  for  hos- 
pital services,  and  the  resulting  steadily  rising 
rates  required  from  the  public  for  health  bene- 
fits protections.  In  accepting  a responsibility  for 
professional  review  activities,  the  medical  pro- 
fession has  demonstrated  its  awareness  of  the 
need  to  conserve  the  patient’s  health  care  dollar, 
educate  and  inform  the  profession  in  the  eco- 
nomics of  health  care,  assure  the  appropriate  use 
of  health  care  personnel  and  facilities,  and  main- 
tain high  standards  of  medical  practice.” 

FUTURE  OUTLOOK 

What  is  the  future  purpose  of  peer  review  then? 
Sometimes  it  is  easier  to  start  out  by  saying  what 
it  is  not.  It  is  not  being  a cop  and  it  is  not  simply 
perform.ing  as  a government  agent  to  save  tax 
money.  The  main  purpose  is  to  assure  the  public 
of  the  quality  and  effectiveness  of  the  health  care 
be'ng  given  in  that  area.  There  are  also  side  pur- 
poses of  considerable  importance,  however,  such 
as  education.  There  is  much  which  the  person  be- 
ing review  can  learn.  As  an  e.xample,  the  American 
Association  of  Medical  Clinics  in  the  last  few  years 
has  set  up  an  arrangement  in  which  several  doctors 
leave  their  practices  in  their  different  clinics  and 
gather  to  spend  2 days  inspecting  a specific  clinic. 
They  do  not  do  this  as  policemen  who  have  been 
called  in  by  the  AAMC  or  by  government  to  check 
on  some  questionable  practices.  They  only  do  it 
when  the  clinic  being  surveyed  requests  such  a 
visitation.  In  fact,  the  clinic  which  is  surveyed 
pays  all  the  expenses. 

Since  they  do  not  need  this  investigation  in 
order  to  be  a member  clinic,  don’t  get  any  fancy 
certificate,  and  don’t  get  any  increase  in  the  fees 
they  can  charge,  you  may  wonder  why  they  bother. 
The  answer  is  that  any  group  which  wishes  to  im- 
prove, and  I have  never  seen  one  yet  that  was  close 
to  perfection,  can  only  benefit  from  a critical  review 


by  informed  fellow  physicians.  So  far,  each  group 
reviewed  has  thought  that  it  was  more  than  worth 
the  effort  and  expense. 

You  might  also  ask  why  a doctor  would  leave 
his  practice  for  a couple  of  days  to  go  prowl 
through  another  clinic.  The  answer  here  involves 
more  than  altruism.  It  is  impossible  for  an  intelli- 
gent man  to  spend  2 days  watching  other  doctors 
practice  medicine  without  learning  something  which 
will  be  to  his  benefit.  Remember  you  never  had  a 
medical  school  course  in  how  to  run  an  office.  \Yhe- 
ther  you  are  in  group  or  solo  practice,  it  is  doubt- 
ful that  you  are  so  efficient  that  you  could  not  learn 
even  better  ways,  either  by  having  another  doctor 
visit  you  or  by  your  spending  time  observing  his 
practice. 

So  the  purpose  then  is  not  just  to  save  taxpayers 
money,  not  just  to  assure  the  public  of  quality  and 
effectiveness  but  also  a form  of  continuing  medical 
education  for  both  the  reviewer  and  the  reviewed. 

The  next  problem  we  face  then  is  what  is  it  we 
should  review?  It  seems  obvious  from  the  past  dis- 
cussion, we  must  review  all  there  is  of  medical  care, 
at  least,  and  very  possibly  in  the  future,  all  there 
is  in  health  care.  Certainly  we  must  review  the 
medical  treatment  given  in  hospitals  and  extended 
care  facilities.  More  recently  it  has  become  in- 
creasingly obvious  that,  like  it  or  not,  we  must  also 
review  the  medical  care  given  in  the  office.  It  may 
be  difficult,  but  it  is  certainly  essential. 

Next,  you  might  ask,  what  are  we  looking  for? 
First,  of  course,  is  fraud  which  in  medicine  is  no 
different  from  any  other  kind  of  fraud  and  the  duty 
of  the  peer  review  team  is  no  different  than  that 
of  any  other  honest  citizen.  Fortunately,  this  is 
rare  and  soon  taken  out  of  the  hands  of  the  physi- 
cians. The  next  item  for  which  we  look,  of  course," 
is  the  too  high  fee,  something  we  have  done  tradi- 
tionally for  many  years.  Beyond  that,  we  must  now 
begin  to  look  at  utilization  —that  is  the  number  of 
services  rendered  and  even  beyond  that  to  the  ef- 
ficiency and  quality  of  care  rendered.  It  is  no  longer 
enough  to  tell  people  that  they  have  not  been 
cheated  or  just  that  the  fee  for  a given  service  is 
not  too  high.  They  need  assurance  that  they  are 
receiving  a good  quality  of  care  for  the  money  they 
spend. 

TECHNIQUES  FOR  MEANINGFUL  REVIEW 

The  last  question  is  probably  the  hardest.  Once 
we  have  decided  that  review  is  necessary,  what 
techniques  can  we  use  to  make  this  review  truly 
meaningful?  How  do  we  do  it?  The  traditional 
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technique  for  peer  review  has  been  the  use  of  a 
Grievance  Committee  or  Insurance  Review  Com- 
mittee which  simply  look  at  those  physicians  about 
whom  there  has  been  a complaint — usually  they  are 
known  to  all  the  doctors  in  the  area.  But,  what 
we’re  speaking  of  now  goes  well  beyond  this  sys- 
tem. In  a number  of  parts  of  the  country  it  has  been 
possible,  particularly  under  the  government  pro- 
grams, but  not  only  under  them,  to  do  a form  of 
total  claims  review  by  computer.  This  will  give  a 
gross  review  of  a man’s  practice.  From  this  can 
be  developed  a number  of  statistics:  the  number 
of  visits  per  day;  the  number  of  visits  per  patient; 
the  number  of  visits  per  diagnosis;  the  number  of 
shots  given  per  visit;  the  number  of  lab  x-ray  tests 
per  visit;  and  from  this,  one  may  obtain  an  over- 
all view  of  a physician’s  practice.  Dr.  Donald  Har- 
rington of  the  San  Joaquin  County  Foundation  has 
done  a great  deal  of  work  on  this,  initially  only  on 
private  insurance  company  contracts,  later  on  iSIed- 
icaid  as  well,  and  has  been  able  to  set  up  para- 
meters of  electronic  observation  which  have  en- 
abled him  to  spot  “deviant  practitioners.”  Those 
doctors  who  have  an  unusual  number  of  injections 
per  patient  visit  in  the  office  or  others  who  never 
seem  to  be  able  to  see  a patient  without  doing  a 
urinalysis  or  blood  count,  those  who  must  see  a 
patient  2 or  3 times  a week  for  a rather  routine 
diagnosis  such  as  osteoarthritis,  etc.  Doctor  Har- 
rington, however,  would  be  the  first  to  tell  you 
that  you  can  not  leap  to  conclusions  simply  from 
a computer  analysis. 

There  are  all  sorts  of  reasons  for  variations  from 
the  norm  in  practice.  The  mere  fact  that  a man 
practices  in  a different  way  is  no  proof  at  all  that 
he  is  a “bad”  practitioner.  In  this  country,  and 
particularly  in  medicine,  uniformity  and  conformity 
are  not  necessarily  the  ideal. 

There  are  other  reasons  for  the  inherent  errors  in 
the  computer  method  including  local  variations  par- 
ticularly the  differences  in  style  of  practice  between 
rural  and  urban  doctors  and  of  the  disadvantaged 
areas  versus  the  middle  class  suburbs. 

The  next  step  must  always  be  to  pull  out  the 
original  claim  forms  for  review.  Here  one  can  look 
over  the  number  of  tests  ordered  and  paid  for  on 
the  basis  of  the  diagnosis  and  also  the  amount  of 
treatment  and  its  relevance  to  the  diagnosis  placed 
upon  the  claims  form.  Once  the  peer  review  com- 
mittee has  gone  through  the  computer  analyses, 
selected  from  it  those  claims  forms  it  needs  for 
review,  and  then  reviewed  these  forms  from  un- 
usual practitioners,  it  still  has  not  established  the 


fact  that  the  doctor  involved  practiced  a poor  qual- 
ity of  care. 

Let  me  give  you  an  example.  In  my  former  coun- 
ty, Santa  Clara,  we  have  a moderate  size  city,  San 
Jose,  with  some  400,000  citizens.  The  city  is  split 
by  Highway  101.  On  the  West  side  of  the  highway 
are  the  English  speaking  citizens,  generally  from 
the  lower  middle  class  on  up.  On  the  East  side  of 
the  highway  are  the  Spanish  speaking  citizens,  us- 
ually of  lower  Income  groups.  In  reviewing  claims 
under  our  Medicaid  program,  which  review  is  done 
by  the  County  iMedical  Society,  we  found  the  Span- 
ish speaking  doctors  East  of  the  highway  invariably 
gave  penicillin  injections  to  children  with  a cold. 
We  Anglos,  of  course,  were  certain  we  had  spotted 
an  obvious  abuse  of  the  program.  A group  of  men 
who  were  committing  malpractice  simply  in  order 
to  collect  extra  funds  for  giving  shots  under  the 
program.  A committee  of  righteous,  outraged  coun- 
ty society  members  descended  upon  our  Spanish 
speaking  confreres  in  order  to  bring  the  wayward 
brothers  back  into  the  fold.  Well,  the  message  was 
delivered  alright,  but  it  was  we  who  got  the  mes- 
sage. 

It  appears  that  in  this  type  of  community,  among 
the  lower  income  iMexican-Americans,  faith  in  phy- 
sicians is  erratic  and  on  a semi-mystical  basis.  The 
doctor  is  given  one  chance  at  the  illness.  When  the 
baby  has  a cold,  he  and  the  rest  of  the  family  are 
bundled  up  and  brought  into  the  doctor.  Whatever 
the  doctor  does  is  fine  with  the  mother,  but  no 
matter  how  much  sicker  the  child  gets  afterward, 
he  will  not  be  brought  back  since  there  is  not  any 
reason  to.  “He’s  already  seen  the  doctor.”  Further 
remedies  are  likely  to  include  prayer  or  forms  of 
folk  medicine.  Furthermore,  the  mothers  have  very 
little  faith  in  pieces  of  paper  or  long  e.xplanations. 
Telling  the  mother  that  she  should  take  a pre- 
scription and  fill  it  at  a drug  store  and  then  to 
give  pills  to  the  child  if  he  should  get  sicker,  sim- 
ply results  in  another  piece  of  scrap  paper  in  the 
waste  basket  by  the  front  door  of  the  doctor’s  of- 
fice. Even  giving  samples  of  pills  to  be  taken  later 
is  no  assurance  that  the  child  will  receive  any 
further  treatment.  Therefore,  if  there  is  any  possi- 
bility that  the  baby  may  develop  bacterial  bron- 
chitis or  pnemonia  from  the  cold,  the  only  assur- 
ance that  he  will  survive  is  for  the  physician  to 
actually  place  the  penicillin  into  the  child  himself. 

AMiile  we  may  all  hope  that  in  the  future  educa- 
tion and  an  elevation  of  income  level  will  change 
this  situation,  for  the  present  it  continues  to  be 
(Continued  on  next  page) 
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malpractice  or  at  the  ver}’  least  poor  medical  prac- 
tice to  give  penicillin  for  colds  in  the  English  wes- 
tern half  of  the  cit\^  while  it  is  malpractice  not  to 
do  so  East  of  the  highway. 

There  are  many  other  examples  all  of  which  add 
up  to  mean  that  the  review  of  quality  can  only  be 
done  locally,  it  can  only  be  done  by  people  who 
can  understand  the  variations  and  circumstances, 
which  in  the  end  means  that  it  can  only  be  done 
by  other  local  physicians.  It  must  be  done  by  physi- 
cians, because  lawyers  for  instance  are  so  bound 
by  technicalities  that  common  sense  or  what  is 
best  for  the  people  rarely  enters  their  minds  and 
to  allow  them  control  of  the  program  would  be 
disastrous. 

For  example,  in  one  of  our  large  cities  in  Cali- 
fornia, it  became  evident  after  a period  of  review 
that  of  8 minority  doctors  in  one  area,  6 were  abus- 
ing the  programs  through  over  utilization.  Too 
many  injections  per  patient  visit,  too  many  lab- 
oratory tests,  etc.  This  assumption  was  reinforced 
by  visits  to  their  offices  and  therefore  the  county 
medical  society  recommended  that  they  no  longer 
be  paid  under  the  Medicaid  program.  The  first  two 
telephone  calls  to  the  medical  society  were  from 
the  other  two  minority  physiciaas — the  “good” 
doctors  in  the  area.  They  were  terribly  unhappy. 
“Are  you  trying  to  kill  us?  There  are  too  many 
Medicaid -patients  already  for  the  8 of  us.  Two  of 
us  even  working  24  hours  a day  couldn’t  possibly 
handle  the  load,  and  we  certainly  couldn’t  give  any 
quality  of  medical  care.  You  must  keep  the  other  6 
doctors  w’orking  for  the  good  of  the  people  of  our 
part  of  the  city.” 

The  Medical  Society  was  understandably  reluc- 
tant, but  it  also  was  understanding  of  the  problem 
on  the  basis  that  even  over-utilized  medical  care 
is  better  than  none  at  all.  Those  doctors  were  re- 
instated in  the  program,  although  the  County  Med- 
ical Society  has  since  attempted  a practice  educa- 
tional process  for  them.  Again,  w'hat  this  adds  up 
to  is  that  there  must  be  local  control  of  the  pro- 
gram, there  must  be  local  understanding  of  local 
problems  and  there  must  be  an  interest  on  the  part 
of  physicians  of  the  Medical  Society  in  seeing  that 
medical  care  is  given  to  the  people. 

Let  me  make  a summary  about  the  benefits  to 
be  derived  from  this  program.  I have  mentioned 
the  direct  benefits,  of  course,  to  the  taxpayer,  to 
the  reviewing  physician  and  to  the  physician  who 
is  reviewed,  but  there  are  other  benefits,  one  of 
these  comes  from  publicity.  It  is  no  secret  that 
the  medical  profession  has  a “bad  image.”  The 


knowledge  that  the  doctors  in  the  County  Medical 
Society  are  spending  hours  reviewing  the  quality  of 
care  can  only  do  good  things  for  us.  In  the  past, 
as  you  know,  we  have  only  allowed  publication  of 
bad  publicity  about  doctors,  so  it  is  not  surprising 
that  w^e  have  a poor  image.  In  the  past,  if  the  doc- 
tor did  something  good  for  a patient,  we  have  for- 
bidden this  news  to  be  printed  because  we  felt  it 
amounted  to  advertising.  However,  if  something 
bad  happened — a drunk  driving  conviction  or  mal- 
practice suit  — nothing  the  Medical  Society  could 
do  would  ever  keep  the  news  out  of  the  paper.  For 
this  reason,  our  patients  have  read  only  unfavor- 
able things  about  doctors  and  naturally  formed 
that  kind  of  an  opinion.  I might  suggest  as  an  aside 
to  the  principal  subject  that  we  may  have  to  recon- 
sider our  entire  concept  of  physician  publicity. 
However,  whether  we  need  to  change  our  attitude 
toward  publicity  or  not,  there  can  be  no  doubt 
about  our  need  for  peer  review. 

The  People  of  this  country  deserve  to  know  their 
medical  care  is  all  it  should  be.  The  best  guaran- 
tee of  this  can  be  given  only  by  the  concerned 
physicians  of  an  area  working  together  in  an  effec- 
tive program  of  Peer  Review. 

1.  Congress  demands  it; 

2.  Our  patients  deserve  it;  and 

3.  We  need  it. 


DERMAQUIZ  ANSWER 

(See  Page  17) 

Psoria*i«  vulgaris  in  both  cates. 
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Editorials 


WE  FACE  THE  70’s 


This,  the  first  issue  of  the  Journal  for  the  new 
year,  initiates  for  us  the  decade  of  the  70’s.  Appro- 
priately, we  feel,  it  is  devoted  to  a look  at  the 
problems  and  changes  in  the  practice  of  medicine 
anticipated  in  the  years  ahead.  One  thing  is  certain, 
important  changes  will  occur  both  in  medical  sci- 
ence and  technology  and  in  the  delivery  of  medical 
care. 

To  help  us  divine  the  future  we  have  called  upon 
the  prescience  of  a variety  of  experts.  Among  them 
are  the  Director  of  the  Rhode  Island  State  Health 
Department,  the  Speaker  of  the  House  of  Dele- 
gates of  the  AMA,  a task  force  from  the  insurance 
industry,  and  the  President  of  the  Blue  Cross  As- 
sociation. The  striking  similarity  of  the  messages 


they  convey  is  impressive,  and  indeed  food  for 
thought. 

As  we  enter  the  new  decade  we  greet  you  with 
a new  cover,  a new  inside  format,  and  a new  type- 
face. This  betokens  our  effort  to  be  progressive 
and  modern.  .An  important  contributor  to  these 
changes  is  the  periodical  design  expert,  George 
Patton,  Jr.  who  was  responsible  for  the  attractive 
and  colorful  cover  showing  a map  of  the  State  of 
Rhode  Island  which  had  been  our  hallmark  for  the 
past  two  years. 

We  shall  be  pleased  to  hear  your  reactions  to 
our  new  dress.  Withall,  we  wish  our  readers  the 
very  best  for  the  New  Year  and  a decade  rich  in 
accomplishment. 


\CCREDITATION  FOR  ALLIED  MEDICAL  GROUPS 


It  is  an  encouraging  development  that  organized 
medicine  is  becoming  involved  in  accreditation  of 
allied  medical  education  programs.  The  American 
Medical  Association  recently  established  a closer 
liaison  with  14  professional  organizations  concerned 
with  education  for  these  groups.  Their  objective 
is  to  define  the  mutual  responsibilities  of  each  par- 
ticipant in  determining  the  academic  requisites  for 
accreditation  of  educational  programs.  The  U.S. 
Office  of  Education  and  the  National  Commission 
on  .Accrediting  are  participants  in  the  project  to 
develop  these  principles  for  interprofessional  co- 
operation. Medical  specialty  organizations  are  also 
being  consulted. 

Pursuant  to  this  goal  a panel  of  consultants  has 
been  formed,  consisting  of  representatives  from 
each  of  14  organizations.  Such  representatives  will 
provide  all  available  information  concerning  their 
respective  agencies’  concepts  of  interorganizational 
responsibilities  and  views  on  academic  standards. 
Their  recommendations  will  be  presented  to  the 


AAIA  .Advisory  Committee  on  Education  for  the 
-Allied  Health  Professions  and  Services.  It  is  desired 
that  the  panel  members  will  effect  a two-way  com- 
munication between  their  organizations  and  the 
.AM.A  Council  on  Medical  Education. 

.A  revision  of  the  basic  format  for  “Essentials” 
in  allied  education  fields  designed  to  present  the 
information  in  efficient,  standardized  text  with  logi- 
cal sequence  and  uniform  terminology  is  now  in 
preparation.  The  .AM.A  House  of  Delegates  has 
hitherto  adopted  the  essentials  of  an  accredited 
educational  program  for  medical  assistants  and  for 
the  program  in  nuclear  medicine  technology.  The 
Council  on  Medical  Education  transmitted  to  the 
.AAI.A  House  for  consideration  at  the  Denver  Clin- 
ical Convention  comparable  essentials  for  programs 
for  orthopedic  assistants  and  revised  essentials  for 
radiologic  technologists.  The  essentials  for  histol- 
ogic technicians  were  also  considered 

.Accreditation  programs,  it  is  anticipated,  will 
(Continued  on  next  page) 
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eventually  encompass  education  essentials  for  cer- 
tified laboratory  assistants,  cytotechnologists,  his- 
tologic technicians,  inhalation  therapists,  medical 
assistants,  medical  technologists,  medical  record  li- 
brarians, medical  record  technicians,  nuclear  med- 
ical technicians,  nuclear  medical  technologists,  oc- 
cupational therapists,  orthopedic  assistants,  physi- 


cal therapists,  radiologic  technologists,  and  radia- 
tion therapists. 

With  the  growing  importance  of  paramedical 
personnel  in  the  delivery  of  medical  care,  this  in- 
terest in  establishing  standards  for  their  education 
and  training  is  significant. 


HOSPITAL  MANAGEMENT 


At  a recent  session  of  the  House  of  Delegates 
of  the  Rhode  Island  ^ledical  Society,  a resolution 
was  adopted  which  took  cognizance  of  the  rapidly 
rising  costs  of  hospital  care.  In  addition  to  offering 
the  assistance  of  organized  medicine,  two  approach- 
es were  suggested,  neither  original  to  the  Society, 
which  might  contribute  to  retarding  the  escalation 
of  costs.  They  were,  briefly: 

1.  Reimbursement  incentives  by  third  party 
payment  agencies. 

2.  Examination  of  hospital  management 
methods  by  independent  management  con- 
sultants. 

It  is  difficult  to  envisage  what  incentives  would 
be  attractive  to  non-profit  corporations.  We  feel, 
nevertheless,  that  the  concept  is  worthy  of  explora- 
tion. 

The  second  suggestion  deserves  serious  consid- 
eration. Hospital  administrators  are  very  sensitive 
of  their  prerogatives,  but  must  adopt  a more  recep- 
tive posture.  It  is  not  sufficient  to  have  hospital 


administrators,  or  superannuated  hospital  adminis- 
trators for  that  matter,  look  over  other  hospital 
administrators.  Our  suggestion  has  reference  to  ex- 
perts in  modern  industrial  and  business  manage- 
ment. As  physicians,  we  are  fully  aware  that  a 
patient  is  not  a Ford  car,  nor  a ward  an  assembly 
line.  But  this  obvious  fact  of  hospital  and  medical 
life  does  not  mitigate  the  need  for  objective  inde- 
pendent evaluation. 

A recent  headline  in  American  Medical  News 
read  “Hospital  Waste  ‘Mythical’  ”.  A firm  of  mid- 
west management  consultants  was  quoted  to  the 
effect  that  “It  is  rare  to  discover  a hospital  where 
reductions  in  excess  of  fifteen  per  cent  can  be  made 
in  operating  costs.”  We  could  settle  for  five  per 
cent  across  the  board  I 

WTiile  no  one  can,  of  course,  predict  how  success- 
ful such  examinations  would  be  in  developing  sig- 
nificant operating  economics,  we  can  see  no  justifi- 
cation for  hidebound  resistance  to  a fair  trial. 


THE  ZOLLINGER-ELLISON  SYNDROME 


It  was  only  a matter  of  time  after  the  develop- 
ment of  radioimmunoassay  techniques  before  such 
methods  would  be  applied  to  the  diagnosis  and 
study  of  the  various  types  of  non-beta  islet  cell 
tumors  of  the  pancreas.  While  early  studies  on 
gastrin  depended  upon  secretory  response,  direct 
measurement  bj'  radioimmunoassy  is  new  possible. 
Because  of  functional  and  structural  similarities 
between  gastrin  on  the  one  hand  and  pancreozymin- 
cholecj’stokinin,  synthetic  pentagastrin,  and  caeru- 


lein  on  the  other,  a highly  specific  assay  for  gas- 
trin became  necessary.  Charters  and  co-workers' 
of  UCLA  have  recently  described  the  development 
of  a specific  radioimmunoassay  in  which  the  anti- 
bodies were  made  with  unconjugated  gastrin  used 
as  antigen.  Using  this  method  gastrin  has  been 
measured  in  antral  extracts  and  the  serum  and 
tumor  extracts  of  patients  \Hth  Zollinger-Ellison 
(ZE)  sN'ndrome.  The  serum  of  two  patients  with 
this  sN'ndrome  showed  significantly  elevated  gas- 
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trin  levels  (3  times  normal),  while  a saline  extract 
of  the  the  tumor  of  one  of  them  showed  significant 
levels  of  a substance  similar  to  synthetic  human 
i gastrin.  One  patient  with  a diarrhea-producing  tu- 
i mor  of  the  pancreas  and  low  gastric  acidity  did 
•!  not  have  detectable  levels  of  serum  gastrin.  The 
authors  conclude  that  reliable  preoperative  diag- 
nosis of  the  ZE  syndrome  is  now  feasible  through 
, this  technique  for  measuring  gastrin. 

Diarrhea,  with  or  without  ulceration,  was  very 
early  recognized  as  a frequent  concomitant  of  the 
p ZE  syndrome.  Proof  that  the  pancreatic  tumors 
i elaborated  the  gastric  secretagogue,  gastrin,  ap- 
I peared  to  provide  an  adequate  explanation  for  the 
production  of  diarrhea  as  a result  of  marked  gas- 
tric hypersecretion  with  neutralization  of  pancre- 
atic  enzymes  and  irritation  of  the  mucosa,  and  a 
direct  stimulatory  action  of  the  hormone  on  the 
I,  intestinal  tract.  As  more  cases  were  studied,  ab- 
I sence  of  ulcers  in  the  presence  of  marked  gastric 
; secretion  and  diarrhea  were  noted  in  a number  of 
l instances.  In  some  patients  watery  diarrhea  rather 
I than  steatorrhea  was  observed.  It  was  eventually 
)|  recognized  that  severe  watery  diarrhea  with 
H marked  potassium  loss  and  death  from  hypoka- 
} lemic  nephropathy  no  gastric  hypersecretion  or 
ulcer. 

I Zollinger  and  his  group’  have  recently  reported 
: two  cases  which  support  the  concept  that  certain 
I tumors  in  this  group  produce  a secretin-like  hor- 
I mone  wth  dual  pancreatic  and  bile  stimulating 

I and  gastric  inhibitory  properties.  Both  patients, 

I I who  pre^'ented  with  watery  diarrhea,  hypokalemia 
.1  and  gastric  achlorhydria,  were  found  at  operation 
I to  have  non-beta  islet  cell  tumors  of  the  pancreas 
!|  associated  with  gallbladders  distended  with  very 
i dilute  bile.  Chemical  analysis  of  the  bile  showed 
i high  bicarbonate  and  chloride  concentrations  con- 
‘ sistent  with  a secre' in-like  effect.  Preoperative  gas- 
! trie  anacidity  in  both  cases  was  reversed  by  his- 

I 

t ' 


tamine  injection.  One  patient  succumbed  to  the 
disease.  In  the  surviving  patient  removal  of  all 
identifiable  tumor  was  followed  by  a prompt  rise 
of  gastric  acidity  to  normal  levels  — evidence  of 
a prior  gastric  inhibition  consistent  with  a secretin- 
like effect. 

Injection  into  a dog  of  the  extract  of  the  tu- 
mor from  one  of  the  cases  produced  a classic 
secretin  like  pancreatic  response  with  a seven-fold 
increase  in  volume  of  pancreatic  juice,  an  increase 
in  bicarbonate  content,  and  a decrease  in  protein 
concentration.  As  compared  to  several  control  sub- 
stances, only  pure  secretin  produced  a similar 
response.  While  injection  into  dogs  of  large  dosages 
of  secretin  did  not  produce  the  characteristic  ex- 
plosive diarrhea,  this  effect  was  reproduced  in  ani- 
mals by  continuous  intravenous  administration  of 
secretin  followed  by  rapid  injection  of  active  tu- 
mor extract. 

These  studies  it  is  believed  support  the  concept 
that  the  pancreatic  islet  cells,  arising  from  a fore- 
gut cell  common  to  the  duodenum  and  antrum, 
possess  the  potential  for  elaboration  of  a number 
of  hormones.  Secretin,  the  substance  to  which  the 
term  hormone  was  first  applied  (1902),  is  very 
likely  one  of  these  hormones. 

Further  bioassay  studies  such  as  those  reported 
may  eventually  firmly  establish  the  thesis  that  the 
syndrome  of  watery  diarrhea,  hypokalemia,  and 
achlorchydria  is  attributable  to  a secretin-produc- 
ing islet  cell  tumor  of  the  pancreas.  It  is  to  be 
expected  that  radioimmunoassay  will  eventually  be 
applied  to  this  problem. 
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ANOTHER  MEDICAL  SCHOOL 


The  op>ening  in  the  fall  of  1968  of  the  Mount 
I Sinai  Schol  of  Medicine  of  the  City  University  of 
' New  York  established  the  precedent  of  a famed 
['  hospital  converting  itself  into  a medical  school. 
I While  Mount  Sinai  for  many  years  had  had  loose 
affiliations  with  Columbia  University  in  post- 
l gradute  activities,  it  was  essentially  a community 
I hospital,  clinically  oriented.  Its  vast  contributions 
I to  medical  knowledge  over  more  than  a hundred 
j years  emanated  from  the  experience  and  observa- 

i 
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tions  of  the  masters  who  served  its  patients.  If, 
however,  the  hospital  were  to  retain  its  leadership 
in  the  modern  world,  it  must  change  its  structure. 
A continuing  prominent  role  demanded  integration 
of  clinical  medicine,  research  in  the  basic  sciences, 
and  medical  education.  After  much  soul  searching 
and  many  tribulations  its  governing  board  and 
corporation  elected  to  meet  this  goal  by  convert- 
ing to  a medical  school  and  eventually  affiliating 
with  City  University.  (Continued  on  next  page) 
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The  school  opened  in  September  1968  with  76 
first-year,  third-year,  and  graduate  students,  with 
plans  for  an  eventual  enrollment  of  500.  The  $107 
million  dollar  project  was  dedicated  shortly  after 
the  opening.  It  is  of  interest  to  members  of  the 
Rhode  Island  medical  community  that  several  1969 
graduates  of  the  six  year  Brown  University  Med- 
ical Sciences  program  will  be  members  of  the  cur- 
rent third  year  class  at  Mount  Sinai. 

Recent  intelligence  indicates  that  another  great 
clinical  institution,  the  ]Mayo  Clinic  of  Rochester, 
Minnesota,  is  about  to  follow  the  same  route.  The 
Mayo  Graduate  School  of  Medicine,  affiliated  with 
the  University  of  Minnesota,  concerned  itself  pri- 
marily with  education  at  the  residency  or  fellow- 
ship level.  It  is  a portent  of  the  future  that  the 
Clinic  only  recently  for  the  first  time  undertook  to 
include  the  intern  level  in  its  training  programs. 
During  1968  the  Regents  of  the  University  of  Min- 


AN ENCOURAGING 


A Florida  court  recently  awarded  $1.5  million  to 
a plaintiff  in  a malpractice  suit.  ^Malpractice  in- 
surance for  new  applicants  among  certain  catego- 
ries of  practitioners  in  Utah  is  no  longer  available. 
.Annual  premiums  for  insurance  for  some  specialists 
in  high  risk  areas  may  exceed  $3,000.  These  are 
frightening  prospects  despite  sporadic  reports  of 
limited  legislative  relief  affecting  malpractice  laws 
such  as  was  recently  secured  in  California  through 
the  efforts  of  the  medical  society  of  that  state.  It 
has  become  difficult  to  recruit  physicians  in  cer- 
tain areas  because  of  the  impossible  rates  for  mal- 
practice insurance  or  actual  inability  to  obtain 
insurance  at  any  price. 

That  thoughtful  persons,  even  in  government, 
are  concerned  about  the  trend  toward  ever  larger 
awards  by  juries  and  sympathetic  judges  is  sug- 
gested by  an  announcement  from  the  Department 
of  HEM’,  which  seems  to  have  gone  unnoticed  in 
the  press. 

Doctor  John  W.  Cashman,  Assistant  Surgeon 
General  of  the  Public  Health  Service  and  Director 
of  Community  Health  Service,  has  announced  the 
appointment  of  Eli  P.  Bernzweig  to  the  newly- 
created  position  of  Special  Assistant  for  Malprac- 
tice Research  and  Prevention. 

Bernzweig,  a graduate  of  Rutgers  Law  School, 
for  the  past  two  years  has  been  a legislative  at- 
torney with  the  Public  Health  Service.  Prior  to 
that  he  had  been  Chief  of  the  Health  Services 
Branch,  Office  of  the  General  Counsel  in  the  De- 
partment of  HEW.  While  there  he  was  responsible 


nesota  and  the  Trustees  of  The  iMayo  Foundation 
appointed  a Committee  of  Presidents  to  give  its 
“judgment  and  advice  on  the  wisdom,  of  establish- 
ing a medical  school  in  Rochester.”  The  commis- 
sioners found  the  answer  “enmeshed  in  considera- 
tions and  counter  considerations  of  exasperating 
complexity.”  In  seeking  an  answer  they  recalled  a 
reply  reputedly  made  by  Doctor  Will  Mayo  to  the 
question,  “How  large  should  the  Mayo  Clinic  be- 
come?” “The  people,”  he  said,  “will  determine  the 
answer  to  that  question.”  Constructing  a simple 
syllogism  based  on  this  wisdom  in  behalf  of  Society, 
they  concluded:  If  the  people  were  to  decide,  they 
would  be  in  favor. 

While  the  final  far-reaching  decisions  have  not 
yet  been  divulged  it  would  seem  that  another  great 
clinical  institution  will  become  a center  of  under- 
graduate medical  education. 


DEVELOPMENT 


for  reviewing  all  PHS  malpractice  cases  prepara- 
tory to  actual  litigation.  He  entered  government 
service  in  1957  in  the  Office  of  the  Solicitor  of 
the  Department  of  Labor.  The  announcement  con- 
tinues: 

“M’orking  together  with  medical  and  legal  asso- 
ciations, the  health  insurance  industry,  consumer 
groups  and  other  interested  bodies,  IMr.  Bernzw’eig 
will  work  toward  marshalling  a common  explora- 
tion of  the  growing  problem  of  malpractice  and 
malpractice  claims.  The  root  causes  of  claims  will 
be  investigated  as  will  their  ultimate  consequences 
not  only  to  health  professional  and  patient  alike, 
but  to  hospitals,  other  health  facilities,  and  insur- 
ance carriers  as  well. 

“Research  will  be  stimulated  in  the  areas  of 
health  care,  health  economics,  medical  standards, 
the  psychological  aspects  of  health  care,  and  the 
pertinent  relationships  between  medicine  and  law. 
.•\lso  planned  is  a national  clearinghouse  for  mal- 
practice claims  and  statistics. 

“It  is  anticipated  that  this  joint  effort  of  the 
public  and  private  sectors  in  both  basic  research 
and  the  application  of  research  findings  will  con- 
tribute greatly  to  the  ultimate  reduction  of  the 
incidence  of  malpractice  and  the  number  of  mal- 
practice claims.” 

This  is  a breath  of  fresh  air  in  a stifling  situa- 
tion. The  interest  of  a branch  of  the  federal  gov- 
ernment in  this  serious  problem  we  hope  portends 
a refreshing  new  approach  to  its  ultimate  solution. 
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< et’s  be  specific  about  Campbell’s  Soups... 
I and 


There  are  more  than  30  million  people  in  America  who  are  overweight. 
During  the  next  year,  you  probably  will  see  more  than  1,000  of  them  in 
your  own  practice. 

One  good  way  to  help  these  patients  is  to  give  them  a reducing  diet 
based  on  ordinary  eating  patterns. 

Campbell  has  prepared  a sensible  plan  for  weight  control  based  on 
ordinary  eating  patterns.  The  plan  consists  of  a patient  in- 
struction booklet  and  a set  of  menus  which  provide  approxi- 
mately 1,400  calories  daily.  The  menus  are  balanced  to 
provide  the  minimum  daily  requirements  of  nutrients. 

To  obtain  a supply  for  your  office  write  to: 

Campbell  Soup  Company,  Box  265,  Camden,  N.  J.  08101 


The  new  mother  needs  time . . . 
to  adjust  to  motherhood, 
to  give  her  new  baby  all  the  love 
and  attention  he  requires. 

She  needs  time  for  her  husband . . . 

and  for  herself  as  well 

so  that  she  can  come  to  terms 
with  the  increased  cares 
and  responsibilities  now  facing  her. 
She  needs  time  to  decide 
when  she  will  have  additional  children 
and  how  many  she  will  have. 


|i  Your  prescription  for  Ovulen-21  gives  the  new  mother  time  to 
jieet  her  family’s  present  needs . . . to  plan  for  her  family's  future. 
She  can  take  Ovulen-21  confidently  and  comfortably  month 
fter  month.  Its  dependability  is  enhanced  by  its  simplicity  of 
se.  A woman  needs  little  or  no  time  to  learn  the  simple  Ovulen- 
1 regimen:  three  weeks  on— one  week  off.  And  the  automatic 
jcord-keeping  of  the  petite,  virtually  “patient-proof"  Ovulen- 
1 Compack®  helps  to  maintain  her  schedule. ..helps  put  time 
n her  side. 

imediately  post  partum  is  the  time 

It  is  the  time  when  motivation  is  highest— when  a new  mother 
eeds  expert  advice  for  the  future,  so  she  can  space  her  chil- 
ren  and  limit  her  family. 

It  is  also  the  most  opportune  time,  since  she  is  conveniently 
resent  in  the  hospital,  for  her  to  be  given  both  instructions 
nd  a prescription. 

Non-nursing  mothers  may  begin  Ovulen-21  immediately  after 
elivery,  on  the  day  of  departure  from  the  hospital  or  at  the 
rst  postpartum  visit,  as  desired.  It  is  recommended  that  nurs- 
g mothers  begin  Ovulen-21  four  weeks  after  delivery. 

A small  fraction  of  the  hormonal  agents  in  oral  cantracep- 
ve  pills  has  been  identified  in  the  milk  of  mothers  receiving 
lese  drugs.  The  long-range  effect  on  the  nursing  infant  cannot 
le  determined  at  this  time. 

Indicofion-Oral  contraception. 

Confraindications-Thrombophlebitis,  thromboembolic  disorders, 
[erebral  apoplexy  or  a past  history  of  these  conditions,  markedly  ■ 
paired  liver  function,  known  or  suspected  carcinoma  of  the  breast, 
own  or  suspected  estrogen-dependent  neoplasia,  undiagnosed  ab- 
ormal  genital  bleeding. 

Warnings-Watch  for  the  earliest  manifestations  of  thrombotic  dis- 
rders  (thrombophlebitis,  cerebrovascular  disorders,  pulmonary  em- 
olism,  retinal  thrombosis);  if  present  or  suspected  discontinue  the 
rug  immediately. 

British  studies  reported  in  April  19^8''^  estimate  there  is  a seven- to 
nfold  increase  in  mortality  and  morbidity  due  to  thromboembolic 
iseases  in  women  taking  oral  contraceptives.  In  these  controlled 
trospective  studies,  involving  36  reported  deaths  and  58  hospitali- 
itions  due  to  "idiopathic”  thromboembolism,  statistical  evaluation 
dicaled  that  the  differences  observed  between  users  and  non-users 
ere  highly  significant.  The  conclusions  reached  in  the  studies  are 
mmarized  in  the  table  below: 


smparison  of  Mortality  and  Hospitalization  Ratos  Due  ta  Thromboem- 
Dlic  Disease  in  Users  and  Non-Users  of  Oral 


Cofegory 

Mortality  Rates 

Hospitalization  Rates 
(Morbidity) 

Age  20-34 

Age  35-44 

Age  20-44 

Jsers  of  Oral  Contraceptives 

1.5/100,000  3.9/100,000 

47/100,000 

Non-Users 

0.2/100,000 

0.5/100,000 

5/100,000 

I Contraceptives  in  Britoin. 


(t 


if 


No  comparable  studies  are  yet  available  in  the 
nited  States.  The  British  data,  especially  as  they 
idicote  the  magnitude  of  the  increased  risk  to  the 
idividual  patient,  cannot  be  applied  directly  to 
'omen  in  other  countries  in  which  the  incidences 
f spontaneously  occurring  thromboembolic  dis- 
ase  may  differ. 

Discontinue  medication  pending  examination 
lere  is  sudden  portial  or  complete  loss  of  vision, 
r sudden  onset  of  proptosis,  diplopia  or  mi- 
roine.  Withdraw  medication  if  papilledema  or 
ilinal  vascular  lesions  are  found. 

Since  the  safety  of  Ovulen  in  pregnancy  has 
ot  been  demonstrated,  it  is  recommended  that 
regnancy  be  ruled  out  for  any  patient  who  has 
lissed  two  consecutive  periods  before  continuing  the 
ontraceptive  regimen.  If  the  patient  has  not  ad- 
ered  to  the  prescribed  schedule  the  possibility  of 
regnancy  should  be  considered  at  the  first  missed  period. 
A small  fraction  of  the  hormone  agents  in  oral  contra- 


ceptives has  been  identified  in  the  milk  of  mothers  receiving  these 
drugs.  The  long-range  effect  on  the  nursing  infant  cannot  be  deter- 
mined at  this  time. 

Precautions-Pretreatment  physical  examination  should  include  spe- 
cial reference  to  the  breasts  and  pelvic  organs,  and  a Papanicolaou 
smear. 

Endocrine  and  possibly  liver  function  tests  may  be  affected  by 
Ovulen.  Therefore,  it  is  recommended  that  such  tests  if  abnormal  be 
repeated  after  the  drug  has  been  withdrawn  for  two  months. 

Pre-existing  uterine  flbromyomas  may  increase  in  size  under  the 
influence  of  progestogen-estrogen  preparations. 

Because  these  agents  may  cause  some  degree  of  fluid  retention, 
conditions  which  might  be  influenced  by  this  factor,  such  as  epilepsy, 
migraine,  asthma,  cardiac  or  renal  dysfunction,  require  careful  ob- 
servation. 

In  breakthrough  bleeding,  and  all  irregular  vaginal  bleeding,  con- 
sider nonfunctional  causes.  Adequate  diagnostic  measures  are  indi- 
cated in  undiagnosed  vaginal  bleeding. 

Carefully  observe  patients  with  a history  of  psychic  depression  and 
discontinue  the  drug  if  severe  depression  recurs. 

Any  possible  influence  of  prolonged  Ovulen  therapy  on  pituitary, 
ovarian,  adrenal,  hepatic  or  uterine  function  awaits  further  study. 

A decrease  in  glucose  tolerance  has  occurred  in  a significant  per- 
centage of  patients  on  oral  contraceptives.  The  mechanism  of  this 
decrease  is  obscure.  For  this  reason,  diabetic  patients  should  be  ob- 
served carefully  while  receiving  Ovulen. 

Because  of  the  effects  of  estrogens  on  epiphyseal  closure  Ovulen 
should  be  used  judiciously  in  young  patients  in  whom  bone  growth 
is  not  complete. 

The  age  of  the  patient  constitutes  no  absolute  limiting  factor, 
although  Ovulen  therapy  may  mask  the  onset  of  the  climacteric. 

The  pathologist  should  be  informed  of  Ovulen  therapy  when  rel- 
evant specimens  are  submitted. 

Adverse  Reactions-A  statistically  significant  association  has  been 
shown  between  use  of  oral  contraceptives  and  the  following  serious 
adverse  reactions:  thrombophlebitis,  pulmonary  embolism. 

Although  available  evidence  is  suggestive  of  an  association,  such 
a relationship  has  been  neither  confirmed  nor  refuted  for  the  follow- 
ing serious  adverse  reactions:  cerebrovascular  accidents,  neuro-ocu- 
lar lesions,  e.g.,  retinal  thrombosis  and  optic  neuritis. 

The  following  adverse  reactions  are  known  to  occur  in  patients  re- 
ceiving oral  contraceptives;  nausea,  vomiting,  gastrointestinal  symp- 
toms (such  as  abdominal  cramps  and  bloating),  breakthrough  bleeding, 
spotting,  change  in  menstrual  flow,  amenorrhea  during  and  after 
treatment,  edema,  chloasma  or  melasma,  breast  changes  (tenderness, 
enlargement,  secretion),  change  in  weight,  changes  in  cervical  ero- 
sion and  cervical  secretions,  suppression  of  lactation  when  given  im- 
mediately post  partum,  cholestatic  jaundice,  migraine,  allergic  rash, 
rise  in  blood  pressure  in  susceptible  individuals,  mental  depression. 

Although  the  following  adverse  reactions  have  been  reported  in 
users  of  oral  contraceptives,  an  association  has  been  neither  con- 
firmed nor  refuted:  anovulation  post  treatment,  pre- 
menstrual-like syndrome,  changes  in  libido,  changes 

/in  appetite,  cystitis-like  syndrome,  headache,  ner- 
vousness, dizziness,  fatigue,  backache,  hirsutism,  loss 
of  scalp  hair,  erythema  multiforme  and  nodosum, 
hemorrhagic  eruptian,  itching.  The  following  laboratory 
results  may  be  altered  by  oral  contraceptives;  hepatic 
function;  increased  sulfobromophthalein  and  other 
tests;  coagulotion  tests:  increase  in  prothrombin. 
Factors  VII,  VIII,  IX  and  X;  thyroid  function:  increase 
in  FBI  and  butanol  extractable  protein  bound  iodine, 
and  decrease  in  T^  uptake  values,-  metyrapone  test; 
pregnanediol  determination. 

References:  1.  Inman,  W.  H.  W.,  and  Vessey,  M.  P.: 
Brit.  Med.  J.  2:193-199  (April  27)  1968.  2.  Vessey,  M.  P., 
and  Doll,  R.;  Brit.  Med.  J.  2:199-205  (April  27)  1968. 

Before  prescribing  see  complete  prescribing  information. 
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Nose  clear  as  a whistle 

(THANKS  TO  DIMETAPP  ) 


Dimetapp  Extentabs®  does  an  outstanding  job  of  helping  to 
clear  up  the  stuffiness,  drip  and  congestion  of  colds  and  upper 
respiratory  allergies  and  infections.  Each  Extentab  keeps 
working  up  to  12  hours.  And  for  most  patients  drowsiness  or 
overstimulation  is  unlikely.  Try  Dimetapp.  It  clearly  works. 


FOR  L PPKR  RESPIRATORY  ALLERGIES  AND  INEECTIONS 

Dimetapp  Extentabs* 

Dimetane®  (brompheniramine  maleate),  12  mg.;  phenylephrine 
HCl,  15  mg.;  phenylpropanolamine  HCl,  15  mg. 

UP  TO  12  HOURS  CLEAR  BREATHING  ON  ONE  TABLET 


Indications:  Dimetapp  is  indicated  for  symptomat- 
ic relief  of  the  allergic  manifestations  of  respira- 
tory illnesses,  such  as  the  common  cold  and  bron- 
chial asthma,  seasonal  allergies,  sinusitis,  rhinitis, 
conjunctivitis,  and  Otitis. 

Contraindications:  Hypersensitivity  to  antihista- 
mines. Not  recommended  for  use  during  pregnancy. 
Precautions:  Until  patient’s  response  has  been  de- 
termined, he  should  be  cautioned  against  engag- 
ing in  operations  requiring  alertness.  Administer 
with  care  to  patients  with  cardiac  or  peripheral 
vascular  diseases  or  hypertension. 

Side  Effects:  Hypersensitivity  reactions  including 
skin  rashes,  urticaria,  hypotension  and  thrombo- 
cytopenia, have  been  reported  on  rare  occasions. 
Drowsiness,  lassitude,  nausea,  giddiness,  dryness 
of  the  mouth,  mydriasis,  increased  irritability  or 
excitement  may  be  encountered. 

Dosage:  1 Extentab  morning  and  evening. 
Supplied:  Bottles  of  100  and  500. 

A.H.  ROBINS  COMPANY  A-H-DOBINS 
RICHMOND,  VA.  23220 


HEALTH  CARE  DELIVERY  IN 
THE  I970’s 

(iContinued  from  Page  22) 

and  evolution  in  health  care  delivery,  insurers 
should  intensify  the  review  of  their  programs  and 
make  any  necessary  adjustments  to  the  end  that 
benefits  shall  be  as  adequate  in  relation  to  the 
need  for  protection  and  comprehensive  as  respects 
health  care  services,  that  they  shall  not  be  such  as 
to  impede  developments  in  health  care  organiza- 
tion or  delivery,  and  should  encourage  the  use  of 
the  least  costly  appropriate  service. 

The  report  of  the  Ad  Hoc  Subcommittee  of  the 
Group  and  Individual  Insurance  Committees,  ap- 
proved by  the  Board  of  Directors  in  June  1969; 
and  the  Association  paper  “Health  Insurance  and 
the  Effectiveness  of  Health  Care,”  approved  by  the 
Board  of  Directors  in  1966,  offer  guidelines  which 
can  be  useful  in  the  implementation  of  this  recom- 
mendation. Insurers  should  also  give  consideration 
to  the  following: 

A.  Placing  emphasis  in  their  coverage  ambula- 
tory care;  including  prepaid  group  practice,  com- 
munity ambulatory  care  centers,  organized  home 
care  services,  allied  health  services,  and  care  in 
less  costly  facilities. 

B.  Relating  their  coverages  to  preventive  serv- 
ices. 

C.  Providing  incentives  for  prompt  treatment, 
including  early  efforts  at  rehabilitation  where  ap- 
propriate. 

D.  Because  the  levels  of  deductibles  and  coin- 
surance amounts  can  become  unduly  burdensome, 
particularly  to  lower  income  workers,  and  because 
this,  in  turn,  can  impede  the  use  of  health  services, 
grading  the  deductible  amounts  so  that  they  are 
inversely  related  to  income  levels  of  insured  em- 
ployees and  (with  the  possible  exception  of  bene- 
fits for  mental  illnesses)  grading  coinsurance 
amounts  downward  as  the  costs  of  care  increase 
in  a benefit  period. 

2.  That  the  Association,  through  its  appropriate 
committees  and  the  addition  of  adequate  staff,  de- 
velop a program  for  the  establishment  of  consumer 
relations  {including  employer,  labor,  farm,  rural, 
and  consumer  organizations)  to  the  end  that  infor- 
mational contact  be  developed  on  a continuing 
basis,  the  purpose  of  which  shall  be  to  educate 
such  organizations  to  the  need  for  purchasing 
sound  insurance  benefits. 

Consumers  today  are  the  single  most  influential 
factor  in  determining  the  pattern  of  insurance  bene- 
fits. The  Subcommittee  is  concerned  that  many 


present  inadequacies  can  be  attributed  to  the  de- 
cisions and  choices  made  by  the  purchaser.  It  is 
of  the  opinion  that  an  organized  effort  on  behalf 
of  the  insurance  business  could  overcome  at  least 
some  of  the  present  handicaps;  but  such  an  effort 
would  have  to  be  planned  and  adequately  sup- 
ported. 

3.  That  the  Association,  through  its  appropriate 
committees,  and  insurance  companies  both  individ- 
ually and  through  the  community  health  planning 
effort,  assume  a more  active  role  which  will  assist 
in  improving  the  distribution  and  availability  of 
health  services  and  facilities,  particidarly  in  the 
“inner  city''  and  in  rural  areas,  with  emphasis  on 
the  less  costly  forms  of  care;  and  with  full  recog- 
nition that  this  is  a continuous  process  which  calls 
for  additional  contribution  of  both  financial  sup- 
port and  manpower,  the  making  available  of  “seed" 
money,  and  the  encouragement  of  group  policyhold- 
ers to  become  interested  in  such  matters. 

The  Subcommittee  feels  strongly  that  the  insur- 
ance business  should  have  a greater  Involvement 
in  such  matters  than  has  been  so  in  the  past.  In- 
cluded is  an  awareness  to  the  Model  City  programs 
and  an  effort  to  assure  that  community  health 
planning  assume  a positive  posture  in  relation  to 
community  needs  for  all  types  of  health  services. 

4.  That  insurance  company  investment  depart- 
ments give  increasing  attention  (1)  to  capital  fund- 
ing investments,  with  the  prospect  of  the  going 
rate  of  return,  in  health  care  facilities  {including 
community  ambulatory  care  centers,  nursing  homes, 
and  rehabilitation  centers)  in  order  to  help  relieve 
the  present  shortage  of  capital  funds  for  the  devel- 
opment of  such  facilities,  and  (2)  to  consult  with 
appropriate  community  health  planning  agencies 
when  making  investments. 

The  need  for  capital  funds  for  such  purposes 
was  repeatedly  emphasized  to  the  Subcommittee. 

5.  That  insurance  companies  continue  to  remain 
abreast  of  developments  in  the  prepaid  group  prac- 
tice field  and  be  prepared  to  conduct  experiments, 
the  purpose  of  which  would  be  to  determine  the 
proper  relationship  of  insurance  companies  to  this 
concept. 

There  is  considerable  opinion  today  that  prepaid 
group  practice  contains  the  possibility  of  bringing 
about  improvements  in  the  health  care  field,  that 
it  can  result  in  a more  efficient  use  of  available 
manpower,  that  it  can  improve  the  access  to  care, 
that  it  can  tend  in  the  direction  of  more  expedi- 
tious use  of  less  costly  forms  of  care,  and  that  it 
(Continued  on  next  page) 
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can  thus  minimize  the  inevitable  increases  in  the 
overall  costs  of  care.  It  is  recognized  that  this  con- 
cept does  not  have  universal  applicability,  but 
that  where  it  is  feasible  it  should  have  contained 
in  its  a viable  system  of  dual  choice  within  one 
insurer.  It  is  important  that  insurance  companies 
do  not  place  themselves  in  a position  of  impeding 
any  such  sound  developments.  The  Subcommittee 
is  not  yet  convinced  as  to  the  degree  of  cost  sav- 
ings which  prepaid  group  practice  can  effect  w'hile 
providing  a given  quality  of  care  and  awaits  with 
interest  the  results  of  the  feasibility  study  now  in 
progress. 

6.  That  in  an  effort  to  improve  coordination  in 
in  health  care  delivery  systems,  insurance  com- 
panies actively  encourage  the  maintenance  and  co- 
ordination of  medical  records  and  the  professional 
availability  of  such  records;  and  that  insurance 
companies  seek  to  bring  about  changes  in  the  es- 
tablishment of  hospital  privileges  w that,  without 
adversely  affecting  the  quality  of  care,  such  privi- 
leges are  available  to  all  physicians  in  a commu- 
nity, with  each  hospital  delineating  the  extent  of 
such  privileges  in  relation  to  the  competence  of 
the  physician. 

The  accomplishment  of  both  proposals  would 
considerably  improve  coordination  in  the  health 
systems  while  enhancing  the  physician-patient  re- 
lationship, and  therefore  should  be  advanced  by  all 
planning  efforts. 

7.  That,  because  there  are  several  types  of  laws 
among  the  states  which  retard  or  even  restrict  need- 
ed developments  in  present  health  care  systems, 
the  .Association  assume  the  initiative  by  calling  a 
meeting  of  lay  leaders  and  professionals  to  identify 
such  restrictive  statutes  and  plan  a course  of  action 
to  bring  about  needed  change;  and  that  the  Asso- 
ciation actively  support  soundly  conceived  efforts 
to  improve  present  laws. 

Several  t>q3es  of  existing  state  laws  impede  need- 
ed development  in  health  care  systems  and  should 
be  changed  in  the  interest  of  progress.  These  in- 
clude: 

Health  providers  and  facilities  licensure  laws 
which  are  confused  and  make  impossible  simple 
definition.  Needed  is  a modern,  realistic  model  uni- 
form law  for  the  use  of  all  states. 

B.  Laws  in  several  states  which  prohibit  the 
development  of  group  practice  plans.  These  should 
be  repealed. 

C.  -Anti-trust  laws  which  impede  joint  action  in 
segments  of  the  health  field.  These  should  be  exam- 
ined and  necessary  changes  proposed. 


D.  Alalpractice  law's  and  their  implementation 
by  the  courts  which  hamper  the  free  decisions  of 
physicians  and  impede  some  necessary  innovations 
to  improve  the  health  systems.  These  should  be 
examined  and  necessary  changes  proposed. 

E.  Tax  laws  which  discriminate  unfairly  against 
certain  elements  of  the  health  systems,  including 
providers,  facilities,  and  financing  mechanisms. 
Such  laws  should  be  studied,  and  necessary  changes 
proposed. 

8.  That  community  health  planning  and  other 
agencies  through  which  insurance  representatives 
have  contact  with  hospitals  actively  encourage  hos- 
pitals to  adopt  to  the  maximum  extent  practicable 
such  cost  saving  techniques  as:  the  acceptance  of 
competent  diagnostic  workups  made  out  of  the 
hospital  fust  prior  to  admittance  in  lieu  of  repeating 
such  work-ups;  the  establishment  and  use  of  ade- 
quate facilities  for  performing  certain  “inpatient” 
surgery  on  an  outpatient  basis;  the  operation  of 
all  facilities  on  a seven-day  week  basis;  the  sharing 
of  costly  equipment ; and  the  use  of  central  mass 
purchasing. 

It  is  generally  accepted  that  considerable  savings 
in  hospital  costs  could  be  brought  about  through 
such  means  provided  due  regard  is  given  to  the 
fact  that  w'hat  is  a cost  savings  technique  for  one 
institution  may  not  be  so  for  another.  The  advan- 
tages accruing  from  such  modern  developments 
would  be  not  alone  economic,  but  would,  in  addi- 
tion, frequently  be  beneficial  to  the  patient. 

9.  That  insurers,  through  the  .Association  and 
member  companies  individually,  actively  encour- 
age the  development  by  providers  of  care  of  norms 
or  averages  for  the  pricing  of  health  services  which 
can  be  used  as  guides  by  both  the  public  and  health 
insurers,  and  thereafter  promote  public  and  profes- 
sional knowledge  and  reference  to  such  norms;  and 
that  insurers  furthermore  continue  to  study  the 
feasibility  of  financial  incentives,  the  purpose  of 
which  would  be  to  improve  the  efficiency  and  qual- 
ity of  health  services. 

-As  guidelines  for  the  accomplishment  of  the 
foregoing,  the  Subcommittee  proposes: 

-A.  Reasonable  payment  for  services  rendered  is 
necessary  to  the  maintenance  of  quality  care. 

B.  -All  third  party  payors,  both  private  and  pub- 
lic, should  pay  for  services  on  an  adequate  and 
non-discriminatory  basis. 

10.  That  greater  effort  be  exerted  and  support 
given  to  the  Health  Insurance  Council  in  the  de- 
velopment of  a practical  and  workable  system  of 
peer  review,  including  review  of  both  professional 
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fees  and  utilization;  and  that  where  such  review 
junctions  well,  insurance  companies  make  maximum 
use  of  such  facilities. 

This  recommendation  is  made  in  view  of  the 
considerable  opinion  expressed  to  the  Subcommit- 
tee that  private  insurers  should  exert  strong  and 
direct  influence  on  the  price  and  utilization  of 
health  services.  There  are  those  who  advocate  an 
organized  approach  by  third-party  payors,  both 
private  and  public,  by  which  fees  and  payments 
would  be  negotiated  through  bargaining  with  the 
providers  of  care,  perhaps  employing  the  “founda- 
tion” approach. 

11.  That  the  Association  and  member  companies 
take  necessary  steps  to  assist  in  the  prevention  of 
diseases  and  accidents,  including  the  education  of 
the  insured  consumer  in  sound  health  habits  and 
the  establishment  of  policy  in  advocacy  of  sound 
legislative  proposals,  the  purpose  of  which  is  to 
prevent  diseases  and  accidents. 

This  can  be  a rewarding  endeavor  since  at  once 
I it  is  in  the  public  interest  while  serving  self-interest 
in  reducing  medical  expenditures  and  income  lost 
as  a result  of  disability.  The  appropriate  commit- 
tees of  the  Association  have,  in  the  opinion  of  the 
' Subcommittee,  a responsibility  fully  to  explore  the 
extensive  possibilities  inherent  in  this  recommenda- 
tion. It  calls  for  a review  of  all  pertinent  legislative 
; proposals,  for  the  preparation  and  dissemination  of 
health  education  materials,  and  a recognition  that 
I the  fundamentals  of  good  health  involve  proper 
' diet,  essential  housing,  sufficient  clothing,  adequate 
, sanitation  and  pest  control,  innoculations,  and  pub- 
I lie  health  measures  aimed  at  the  eradication  of 
environmental  conditions  harmful  to  the  health  of 
people. 

12.  That  the  Association  and  member  companies 
individually  more  actively  endeavor  to  establish 
contact  with  many  persons  who  are  active  and  in- 
fluential in  the  field  of  medical  economics,  whose 
opinions  are  frequently  sought,  and  who  serve  in 
advisory  capacities  to  government , to  the  end  that 
such  persons  shall  be  adequately  informed  with  re- 
spect to  the  accomplishments  of  insurance  com- 
panies, their  concepts,  their  deliberations,  and  their 
goals. 

The  Subcommittee  was  happy  to  observe  that 
those  with  whom  it  held  interviews  were  surprised 
and  encouraged  by  the  fact  that  the  insurance  busi- 
I ness  had  an  active  interest  in  the  health  care  deliv- 
i ery  systems.  This  observation  led  the  Subcommit- 

; tee,  however,  to  a recognition  that  many  people  of 

I direct  importance  to  health  systems  and  to  insur- 


ers, including  educators  and  researchers,  know  far 
too  little  about  private  health  insurance,  its  philos- 
ophy, and  its  potential. 


Health  Insurance  Association  of  America 
750  Third  Avenue, 

New  York,  N.Y.  10017 
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AMBROSE  G.  BARRY,  M.D. 

Ambrose  G.  Barry,  a Providence  physi- 

cian, died  November  29,  1969.  He  was  55  years 
old. 

Born  in  Pawtucket,  Rhode  Island,  Doctor  Barry 
was  graduated  from  Holy  Cross  College  in  1935 
with  a bachelor's  degree.  He  received  his  !M.D. 
from  Georgetown  University  in  1941,  and  served 
his  internship  at  Georgetown  University  Hospital. 

He  served  as  an  Army  captain  in  the  European 
Theater  of  Operations  during  World  War  H. 

He  was  a member  of  the  Pawtucket  and  Rhode 
Island  iMedical  Societies,  the  American  iMedical 
Association  and  the  American  Trudeau  Society. 

AAA 

SAMUEL  G.  BLOUNT,  M.D. 

Samuel  G.  Blount,  M.D.,  a Providence  physician, 
died  July  30,  1969.  He  was  82  years  old. 

Born  in  Providence,  Rhode  Island,  on  January 
28,  1887,  he  attended  Brown  University  and  re- 
ceived his  medical  degree  from  Tufts  Medical 
School  in  1911.  Upon  his  retirement  in  1953  he 
became  town  health  officer  of  South  Kingstown. 

He  was  a member  of  both  the  American  and 
Rhode  Island  Medical  Societies  and  was  a 32nd 
degree  iMason  in  the  Nestell  Lodge. 

AAA 

WILLIAM  P.  BUFFUM,  M.D. 

Dr.  William  P.  Buffum,  a Providence  physician 
for  more  than  half  a century,  died  August  14, 
1969.  He  was  81  years  old. 

Doctor  Buffum  was  born  in  Middletown  on  May 
8,  1888.  He  was  graduated  from  Brown  University 
in  1909.  He  received  his  medical  degree  in  1913 
from  Harvard  University  and  served  as  an  intern 
at  Ma‘:sachusetts  General  Hospital  in  1913  and 
1914.  He  was  a member  of  the  U.S.  Navy  Reserve 
in  1918  and  1919. 

A former  chief  of  pediatrics  and  a former  presi- 
dent of  the  staff  at  Rhode  Island  Hospital,  Doc- 
tor Buffum  was  also  a consultant  to  six  hospitals 
in  Rhode  Island,  and  he  was  the  author  of  at  least 
30  medical  papers,  most  dealing  with  asthma  in 
infants,  his  specialty. 
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Doctor  Buffum  was  a member  of  the  committee 
that  founded  the  Section  on  Allergy  of  the  Ameri- 
can Academy  of  Pediatrics,  and  he  was  chairman 
of  the  subspecialt}'  board  of  allergy  for  the  Ameri- 
can Board  of  Pediatrics.  He  was  a former  state 
chairman  of  the  .■\merican  .A.cademy  of  Pediatrics, 
vice  president  of  the  American  Academy  of  Al- 
lergy, president  of  the  New  England  Pediatric  So- 
ciety and  president  of  the  Providence  Medical  As- 
sociation. From  1941  until  1946  he  served  as  sec- 
retary of  the  Rhode  Island  iMedical  Society.  He 
was  an  incorporator  in  1942,  and  later  president 
of  the  Children’s  Heart  Association  of  Rhode  Is- 
land, and  had  been  chairman  of  the  Health  Divi- 
sion of  the  Council  of  Social  .Agencies,  and  vice 
president  of  the  Providence  Tuberculosis  League. 

He  was  chairman  in  1956  of  a committee  that 
evaluated  services  for  care  and  treatment  of  polio 
patients  at  the  Charles  V.  Chapin  Hospital. 

The  American  Academy  of  Pediatrics  posthu- 
mously awarded  Doctor  Buffum  its  1969  Bret 
Ratner  Award  in  Pediatric  Allergy  at  the  Acade- 
my’s annual  meeting  in  Chicago  in  October.  Named 
for  the  late  Dr.  Bret  Ratner,  a pioneer  in  pediatric 
allerg}^,  the  award  consists  of  a gold  medal  and 
$1,000. 

AAA 

ALICE  M.  ELIOT,  M.D. 

Alice  M.  Eliot,  M.D.,  a Providence  physician, 
died  November  29,  1969.  She  was  93  years  old. 
Born  in  Providence,  Doctor  Eliot  was  graduated 
from  Pembroke  College  in  1900  and  she  received 
her  master’s  degree  from  Brown  University.  She 
completed  medical  school  training  at  Johns  Hop- 
kins University  in  1905. 

Doctor  Eliot  was  on  the  board  of  the  Home  for 
Aged  Women  in  Providence,  a founder  of  the  Bar- 
rington Golden  Age  Club,  a member  of  Pembroke 
Reading  Group,  Alpha  Beta  sorority  of  Pembroke, 
Barrington  District  Nursing  Association,  American 
Association  of  University  Women,  Handicraft  Club, 
League  of  Women  Voters,  Rhode  Island  Hospital 
Guild,  English  Speaking  L^nion  and  Providence 
Athanaeum. 

She  was  also  a former  treasurer  of  the  Women’s 
Alliance  of  the  First  Unitarian  Church. 
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! WILLIAM  V,  HINDLE,  M.D. 

I William  V.  Hindle,  IM.D.,  a practicing  ortho- 
i pedic  surgeon,  died  March  11,  1969.  He  was  57 
, years  old. 

Born  in  Providence  on  August  19,  1911,  Doctor 
Hindle  was  graduated  from  Holy  Cross  College  in 
1933  and  from  Harvard  University  IMedical  School 
in  1937.  He  was  a member  of  the  Orthopedic 
Group,  Inc.,  with  offices  in  the  Hindle  Memorial 
Building,  655  Broad  Street. 

During  World  War  II  Doctor  Hindle  served  as 
a captain  in  the  Arm}^  ^ledical  Corps.  He  was  a 
clinical  instructor  in  orthopedics  at  Boston  Uni- 
, versity  School  of  Medicine,  and  he  served  as  chief 
, of  the  department  of  orthopedics  at  St.  Joseph’s 
and  Our  Lady  of  Fatima  Hospitals  in  Rhode  Is- 
land. 

Doctor  Hindle  was  a member  of  the  Providence 
' Medical  Association,  the  Rhode  Island  IMedical 
Society,  the  American  Medical  Association,  the 
American  Academy  of  Orthopedic  Surgery,  the 
' American  Board  of  Orthopedic  Surgery,  the  Boston, 

, Xew  England  and  Rhode  Island  Orthopedic  So- 
cieties, and  a Fellow  of  the  American  College  of 
' Surgeons. 

AAA 

HENRY  S.  JOYCE,  M.D. 

Henry  S.  Joyce,  M.D.  an  East  Providence  phy- 
' sician,  died  November  24,  1969.  He  was  74  years 
I old. 

Born  in  Ipswich,  ^Massachusetts,  on  June  26, 
1 1895,  he  attended  Harvard  University  and  he  re- 

; ceived  his  medical  degree  from  Harvard  IMedical 
I School  in  1920. 

Doctor  Joyce  was  assistant  superintendent  at 
I Rhode  Island  Hospital  from  1925  to  1947.  He  was 
' chief  of  staff  at  the  Hattie  Ide  Chaffee  Home  while 
I engaged  in  private  practice  in  East  Providence. 

He  was  a member  of  the  Providence  Medical 
Association,  the  Rhode  Island  Medical  Society, 

I and  the  American  Medical  Association.  He  was 
i also  a member  of  Rhode  Island  Country  Club  and 
I the  Harvard  Club  of  Rhode  Island. 

AAA 

EMIL  A.  KASKIW,  M.D. 

Emil  A.  Kaskiw,  M.D.,  a medical  examiner  and 
surgeon  in  Woonsocket  for  35  years,  died  July  15, 
I 1969.  He  was  61  years  old. 

i Born  in  Carnegie,  Pennsylvania,  Doctor  Kaskiw 
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was  graduated  from  IMuhlenberg  College  at  Allen- 
town, Pennsylvania,  and  later  from  Georgetown 
IMedical  School.  He  was  commissioned  a captain 
in  the  U.S.  Army  Medical  Corps  and  he  trained 
in  anesthesiology  at  Brooke  Army  General  Hos- 
pital, San  Antonio,  Texas. 

Later  he  became  chief  anesthetist  at  McClosky 
Hospital,  Temple,  Texas,  and  later  served  in  the 
same  capacity  at  Kennedy  General  Hospital,  Jack- 
son,  ^Mississippi.  He  was  a former  chief  anesthetist 
at  Woonsocket  Hospital  and  in  more  recent  years 
had  been  physician-in-charge  of  the  Fogarty  [Me- 
morial Hospital  accident  room.  Doctor  Kaskiw  was 
especially  well-known  for  the  years  he  served  as 
state  medical  examiner  for  the  Woonsocket  district. 
Doctor  Kaskiw  was  a member  of  the  medical  staffs 
of  both  Fogarty  [Memorial  and  Woonsocket  Hos- 
pitals. 

Doctor  Kaskiw  was  a fellow  of  the  International 
Colege  of  Physicians  and  Surgeons  and  a past  pres- 
ident of  the  I\'oonsocket  District  [Medical  Society. 
He  w'as  a member  of  [Morning  Star  Lodge,  F.  and 
A.[M.,  Woonsocket  Commandery,  Knights  Templar 
of  Woonsocket,  and  Palestine  Temple  of  the  Shrine, 
Providence. 

AAA 

NATHANIEL  MALINOU,  M.D. 

Doctor  Nathaniel  Malinou,  a practicing  physi- 
cian in  Providence,  died  September  2,  1969.  He  was 
71  years  old. 

Born  in  Russia,  Doctor  [Malinou  was  a graduate 
of  [Middlesex  Medical  College  in  Waltham,  [Massa- 
chusetts. 

Doctor  Malinou  was  a member  of  the  American 
Medical  Association  and  the  Rhode  Island  Med- 
ical Society  and  the  Providence  Medical  Associa- 
tion. He  also  was  a member  of  Washington  Lodge 
No.  85,  A.F.  & A.M.,  of  Albany,  New  York,  the 
Congregation  Sons  of  Jacob  and  the  Young  Peo- 
ple’s Benevolent  Association  of  Providence. 
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LLEWELLYN  J.  McGOVERN,  M.D. 

Llewellyn  J.  McGovern,  [M.D.,  a U.S.  Public 
Health  Service  medical  officer  for  the  Port  of 
Providence,  in  addition  to  his  private  practice, 
died  on  June  15,  1969.  He  was  55  years  old. 

Born  in  Providence  on  October  25,  1913,  Doctor 
[McGovern  was  graduated  from  Providence  College 
(Continued  on  next  page) 
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in  1935  and  from  Hahnemann  Medical  College, 
Philadelphia,  in  1939. 

Doctor  McGovern  had  been  an  orthopedic  sur- 
geon on  the  staff  of  Roger  Williams  General  Hos- 
pital since  1939. 

During  World  War  II,  Doctor  McGovern  was 
project  surgeon  at  the  Quonset  Point  Naval  Air 
Station,  the  Davis\’ille  Seabee  Base  and  the  New- 
foundland Seabee  Base.  For  meritorious  war  serv- 
ice he  received  the  Civilian-Military  Service  Award 
from  the  then  Secretary  of  the  Navy,  Frank  Knox. 

Doctor  McGovern  was  a member  of  the  New 
England  Industrial  Medical  Association,  the  Provi- 
dence and  American  Medical  Associations  and  the 
Rhode  Island  Medical  Society. 

▲ A A 

WILLIAM  A.  McIntyre,  m.d. 

William  A.  McIntyre,  M.D.,  an  obstetrician  and 
gynecologist  in  Providence,  and  president  of  the 
medical  staff  of  Roger  \\’illiams  General  Hospital, 
died  September  25,  1969.  He  was  57  years  old. 

Born  in  Providence  on  September  17,  1912,  Doc- 
tor iMcIntyre  was  graduated  from  La  Salle  Acade- 
my, Providence  College,  and  Hahnemann  IMedical 
School  in  Philadelphia. 

After  interning  at  Roger  Williams  General  Hos- 
pital, Doctor  McIntyre  began  a 3 -year  tour  of 
duty  as  a major  in  the  Army  Medical  Corps  dur- 
ing World  War  II  which  included  28  months  on 
a field  hospital  staff  in  the  China-Burma-India 
theater. 

Doctor  ^Iclntyre  was  a member  of  the  Provi- 
dence ^ledical  Association,  the  Rhode  Island  Med- 
ical Societv',  the  .'\merican  Medical  Association, 
and  the  American  College  of  Obstetrics  & Gyne- 
cology. He  also  was  a member  of  the  Friendly  Sons 
of  St.  Patrick,  and  Sons  of  Irish  Kings,  and  Dillon 
Council,  Knights  of  Columbus. 
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VICTOR  H.  MONTI,  M.D. 

\ictor  H.  Monti,  M.D.,  a founder  and  trustee 
of  the  Fogarty  Memorial  Hospital  in  North  Smith- 
field,  died  June  29,  1969.  He  was  69  years  old. 

Born  in  Quincy,  Massachusetts,  on  December  5, 
1899,  Doctor  Monti  was  graduated  from  Tufts 
University  in  1921  and  from  Tufts  University 
School  of  Medicine  in  1925. 

Doctor  Monti  was  a member  of  the  staff  of 
^^’oonsocket  Hospital,  and  he  resided  and  prac- 


ticed medicine  in  Woonsocket  for  the  past  43  years. 

Doctor  ^lonti  was  a member  of  the  International 
College  of  Surgeons,  the  Rhode  Island  and  Woon- 
socket District  IMedical  Societies,  the  American 
Medical  Association,  and  the  American  Society  of 
.■\bdominal  Surgeons. 

AAA 

AMERiCO  J.  PEDORELLA,  M.D. 

Americo  J.  Pedorella,  iSI.D.,  a retired  anesthe- 
siologist, died  March  3,  1969,  He  was  72  years  old. 

Born  in  Newport,  Rhode  Island,  on  December 
5,  1896,  Doctor  Pedorella  was  graduated  from 
Rogers  High  School  in  that  city.  He  served  in  the 
•Army  Medical  Corps  during  World  War  I,  and  he 
was  graduated  from  Tufts  College  in  1920  and 
from  Tufts  Aledical  School  in  1924.  He  was  an 
intern  at  St.  Joseph’s  and  Chapin  Hospitals  and 
he  did  graduate  work  in  anesthesiology  at  Colum- 
bia University  Medical  School. 

Doctor  Pedorella  practiced  medicine  in  Provi- 
dence, and  he  serv^ed  on  the  staff  at  St.  Joseph’s, 
Our  Lady  of  Fatima  and  Kent  County  Hospitals, 
and  the  Rhode  Island  Aledical  Center,  until  his 
retirement  in  1965.  He  was  a medical  examiner  for 
the  John  Hancock  Life  Insurance  Company  for 

36  years. 

Doctor  Pedorella  was  a member  of  the  Rhode 
Island  Medical  Society,  the  Providence  IMedical 
As'^ociation,  the  American  Aledical  Association,  the 
American  and  Rhode  Island  Associations  of  Anes- 
thesiologists, the  Tufts  University  Alumni  Associa- 
tion, the  Tufts  Club  of  Rhode  Island,  the  Rogers 
High  School  Alumni  Association  and  the  Italo- 
American  Club  of  Rhode  Island.  He  was  a past 
president  of  the  Malphigi  Aledical  Society.  For 

37  years  he  served  as  a trustee  of  Our  Lady  of 
Alount  Carmel  Church,  Providence,  and  he  was 
also  a summer  parishioner  of  St.  Mary’s  Church, 
Newport. 

AAA 

ARTHUR  RATTENNI,  M.D. 

.Arthur  Rattenni,  AI.D.,  chief  surgeon  for  the 
Providence  Police  and  Fire  Departments  for  many 
years,  died  January  30,  1969,  at  the  age  of  72. 

Born  in  Palena,  Italy,  December  19,  1897,  Doc- 
tor Rattenni  came  to  America  with  his  parents  who 
located  in  Providence.  He  was  graduated  from 
Technical  high  school  in  Providence,  and  from 
Providence  College  in  1922.  He  completed  his 
studies  for  his  doctor  of  medicine  degree  at  the 
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University  of  Maryland,  and  he  graduated  in  1926. 

Doctor  Rattenni  served  internships  at  the  Uni- 
versity and  Mercy  hospitals  in  Baltimore,  and  an 
obstetrical  residency  as  well  as  a surgical  residency 
at  Franklin  Square  hospital  in  the  same  city,  prior 
to  returning  to  Providence  to  engage  in  the  general 
practice  of  medicine. 

He  was  a veteran  of  World  War  I,  and  he  held 
memberships  in  the  Providence  Medical  Associa- 
tion, the  Rhode  Island  Medical  Society,  and  the 
American  Medical  Association. 

AAA 

VINCENT  J.  RYAN,  M.D. 

Vincent  J.  Ryan,  M.D.,  a specialist  in  derma- 
tology, died  May  6,  1969.  He  was  67  years  old. 

Born  in  Providence  on  November  11,  1901,  Doc- 
tor Ryan  was  graduated  from  La  Salle  Academy. 
He  was  in  the  first  graduating  class  of  Providence 
College,  After  earning  his  medical  degree  at  George- 
town University  Medical  School,  of  which  he  was 
later  a member  of  the  board  of  governors,  he  started 
private  practice  in  Providence. 

Doctor  Ryan  was  a past  president  of  both  the 
Rhode  Island  and  New  England  Dermatological 
Societies.  He  also  was  a consultant  for  the  Emma 
Pendleton  Bradley  Hospital,  as  well  as  for  Lever 
Brothers  Company  of  New  V^ork.  He  was  named 
a Knight  of  St.  Gregory  in  1961. 

Besides  the  American  and  Atlantic  Academies 
of  Dermatology,  his  professional  affiliations  in- 
cluded the  Clinical  Investigative  Dermatology  Soci- 
ety, the  Rhode  Island  Medical  Society  and  .Amer- 
ican Medical  and  the  Providence  Medical  Associa- 
tions. 

In  1954  he  was  named  to  the  first  medical  ad- 
visory committee  to  assist  in  the  administration  of 
Rhode  Island’s  workmen’s  compensation  law.  When 
the  state  Board  of  Examiners  in  Electrolysis  was 
created,  he  was  its  first  chairman. 

Doctor  Ryan  for  many  years  was  chief  of  staff 
at  St.  Joseph’s,  Our  Lady  of  Fatima,  Pawtucket 
Memorial  and  Dr.  Charles  V.  Chapin  Hospitals. 
He  served  as  a consultant  at  Rhode  Island,  Roger 
Williams  General  and  the  Dr.  U.  E.  Zambarano 
Hospitals. 

Doctor  Ryan’s  many  interests  included  the 
Rhode  Island  Country  Club,  the  Dunes  Club,  the 
Holy  Name  Society  of  St.  Sebastian’s  parish,  and 
the  Clover  Club  of  Boston. 

AAA 


CHARLES  A.  SERBST,  M.D. 

Charles  A.  Serbst,  M.D.,  of  Newport  died  Jan- 
uary 9,  1969,  at  the  age  of  sixty-one.  He  was  born 
in  Bristol  on  May  15,  1907.  He  graduated  from 
Providence  College  in  1928,  and  from  Loyola  Uni- 
versity School  of  Medicine  in  Chicago  in  1933.  He 
interned  at  the  Oak  Park  Hospital  in  Chicago  and 
he  did  graduate  work  at  Quinn  (Michigan)  Hos- 
pital, Seaview  Hospital  in  New  York  and  the 
State  Hospital  at  Wallum  Lake,  Rhode  Island. 

In  1942  Doctor  Serbst  entered  military  service, 
and  he  was  a member  of  the  first  Army  surgical 
team  to  land  in  Normanady  during  the  allied  in- 
vasion of  France.  After  being  discharged  from  the 
service  Doctor  Serbst  began  a private  practice  in 
Marquette,  Michigan,  and  he  later  engaged  in  grad- 
uate work  at  Tulane  University  in  New  Orleans. 
Doctor  Serbst  came  to  Newport  in  1952  to  prac- 
tice medicine. 

Doctor  Serbst  was  a past  president  of  the  New- 
port County  Medical  Society,  chairman  of  the  New- 
port Hospital  Building  Committee,  a delegate  to 
the  Rhode  Islaand  Medical  Society,  a member  of 
the  American  Medical  Association,  the  American 
Legion  and  the  Newport  Council  of  the  Knights  of 
Columbus. 

AAA 

WILLIAM  L.  SERBST,  M.D. 

William  L.  Serbst,  M.D.,  a Bristol  physician, 
died  August  4,  1969.  He  was  64  years  of  age. 

Born  in  Bristol,  he  was  an  alumnus  of  Providence 
College  and  graduated  from  the  Georgetown  Uni- 
versity School  of  Medicine  in  1927. 

He  was  appointed  health  officer  in  1939  and 
served  many  years  in  that  capacity.  He  was  also 
a member  of  the  Bristol  School  Committee  in  the 
early  1930’s  and  the  Civil  Defense  Council  dur- 
ing World  War  11. 

He  was  a member  of  the  Holy  Name  Society 
of  St.  Alary’s  Church;  the  American  Medical  Asso- 
ciation; the  Thomistic  Institute  of  Physicians  of 
Providence  College;  the  Bristol  Knights  of  Colum- 
bus; the  Bishop  Hendricken  Assembly,  fourth  de- 
gree, Knights  of  Columbus;  the  Bristol  Historical 
Society;  and  the  Dreadnaught  Fire  Company. 

He  was  former  president  of  the  Colt  Memorial 
High  School  Alumni  Association,  and  served  as 
grand  marshal  of  the  Fourth  of  July  parade  in 
1942.  He  was  plant  physician  at  Collins  and  Aik- 
man  Corp.  and  Kaiser  Aluminum  and  Chemical 
^Continued  on  next  page) 
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Corp.,  and  was  on  the  courtesy  staff  of  Truesdale 
Hospital. 

AAA 

STANLEY  SPRAGUE,  M.D. 

Stanley  Sprague,  a retired  Pawtucket  urol- 

ogist, and  a leader  in  industrial  medicine,  died  July 
24,  1969.  He  was  81  years  old. 

Born  in  Greenville,  Rhode  Island,  Doctor 
Sprague  was  a graduate  of  the  University  of  Cali- 
fornia. He  served  from  1961  to  1964  on  Governor 
John  A.  Xotte's  special  medical  advisory  commit- 
tee, and  he  had  earlier  ser\’ed  on  Governor  Dennis 
J.  Roberts’  Committee  on  Employing  of  the  Handi- 
capped and  Aging  During  World  War  I he  ser\’ed 
as  a major  in  the  Canadian  army,  and  he  later  was 
a major  in  the  Rhode  Island  National  Guard. 

Doctor  Sprague  was  a member  of  the  Pawtucket 
Medical  Association,  the  Rhode  Island  Medical 
Society,  the  American  Medical  Association,  and  the 
Rhode  Island,  Xew  England  and  American  Indus- 
trial Medical  Associations. 

He  was  a member  of  Union  Lodge  Xo.  10,  F. 
& .\  M,  and  the  Palestine  Shrine,  and  he  was  a 
32nd  degree  ^lason.  He  was  a former  member  of 
the  To  Kalon  Club  in  Pawtucket  ,a  former  mem- 


ber of  both  the  Pawtucket  and  Saylesville  Posts, 
American  Legion  and  a member  of  the  British  Em- 
pire Club,  Providence. 

AAA 

RAYMOND  E.  STEVENS,  M.D. 

Raymond  E.  Stevens,  ^I.D.,  a Rumford  physi- 
cian, died  November  29,  1969.  He  was  62  years 
old. 

Born  in  East  Providence  on  September  12,  1907, 
he  was  graduated  from  the  L'niversity  of  Rhode 
Island,  and  later  from  ^IcGill  L'niversity  School 
in  ^lontreal,  Canada. 

He  interned  at  Pawtucket  ^Memorial  Hospital 
and  he  served  a residency  at  the  Charles  V.  Chapin 
Hospital  in  Providence.  He  served  on  the  staffs  of 
Rhode  Island  and  Pawtucket  ^lemorial  Hospitals, 
and  the  Hattie  Ide  Chaffee  Nursing  Home. 

He  was  a member  of  the  East  Providence  Ro- 
tary Club,  the  Wannamoisett  Country  Club,  the 
N’ewman  Congregational  Church,  and  the  Rising 
Sun  Lodge,  F & A IM.  He  was  a member  of  the 
Rhode  Island  Medical  Society,  American  ^ledical 
Association,  the  Pawtucket  Medical  Association, 
and  the  Rhode  Island  Industrial  IMedical  Associa- 
tion. 
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Report  of  Actions  of  the  House  of  Delegates 
of  the  American  Medical  Association 


23rd  Annual  Clinical  Convention^  At 
Denver,  Colorado,  November  30- 
Decemher  3,  1969 

EDMUND  T.  HACKMAN,  M.D.,  Delegate  . . . 

SEEBERT  J.  GOLDOWSKY,  M.D.,  Alternate 

Delegate 

Although  the  Clinical  Session  of  the  American 
Medical  Association  held  in  Denver,  Colorado, 
November  30-December  3,  1969,  attracted  one  of 
the  lowest  registrations  of  physicians  in  recent 
years,  the  House  of  Delegates,  policy  making  body 
of  the  Associaltion,  had  100%  attendance  as  it 
faced  up  to  many  of  the  vital  issues  of  the  day  af- 
fecting the  Profession,  and  the  public. 

The  House  adopted  a series  of  recommendations 
to  provide  care  for  the  nation’s  poor,  set  in  motion 
a process  to  make  long-range  planning  and  devel- 
opment a permanent  program  of  the  Association; 
issued  a clearcut  statement  on  marijuana;  voted 
to  discontinue  the  AMA-ERF’s  Institute  for  Vio- 
medical  Research  as  soon  as  feasible;  supported 
the  private  practice  of  medicine;  and  re-affirmed 
its  present  policy  on  therapeutic  abortion  while  re- 
jecting a resolution  that  urged  revision  of  state 
laws  to  permit  abortion  upon  demand. 

HEALTH  CARE  OF  THE  POOR 

The  House  adopted  these  statements  of  policy, 
many  parts  of  which  are  reaffirmation  of  existing 
policy: 

“It  is  a basic  right  of  every  citizen  to  have 
available  to  him  adequate  health  care;  it  is  a basic 
right  of  every  citizen  to  have  a free  choice  of  physi- 
cian and  institution  . . .;  the  medical  profession, 
using  all  means  at  its  disposal,  should  endeavor  to 
make  good  medical  care  available  to  each  person. 

“The  medical  profession  must  take  the  leader- 
ship and  actively  support  constructive  community 
efforts  to  eliminate  those  conditions  that  adverse- 
ly affect  health. 

“The  health  problems  of  the  poor  are  basically 
community  health  problems,  and  . . . programs 
must  be  adapted  to  local  health  needs. 

“Health  care  for  the  poor  should  not  be  disasso- 
ciated from  but  rather  should  be  a vital  part  of 
the  overall  health  care  system.” 


The  adopted  report  contained  these  recommen- 
dations: 

Increased  funding  of  effective  government  pro- 
grams for  the  health  care  of  the  poor  and  medi- 
cally indigent;  multiple-year  funding  in  selected 
programs  such  as  neighborhood  health  centers; 
governmental  and  private  programs  to  eliminate 
unfavorable  environmental  conditions,  particularly 
in  disadvantaged  areas;  AM  A support  of  and  par- 
ticipation in  a number  of  experimental  projects  to 
develop  and  evaluate  innovative  methods  of  health 
care  delivery  with  a variety  of  provider  reimburse- 
ment mechanisms. 

Increase  of  physician  services  in  urban  slum 
areas  by  joint  AMA-governmental  action  for  a vol- 
unteer physician  recruitment  program  for  service 
in  areas  of  need  (a  Project  USA  counterpart  of 
the  Volunteer  Physicians  for  Vietnam) ; by  support 
of  medical  school  scholarships  provided  by  state 
and  county  medical  societies  for  students  from  dis- 
advantaged families,  in  the  hope  they  will  return 
to  practice  in  areas  of  need;  and  by  permitting 
part-time  practice  elsewhere  by  “full-time”  physi- 
cians employed  by  government  funded  programs 
for  the  poor,  provided  such  practice  does  not  inter- 
fere with  effective  service  to  the  poor  community. 

Expansion  of  health  careers  by  increasing  re- 
cruitment from  disadvantaged  areas;  increased  at- 
tention by  medical  schools  to  all  aspects  of  com- 
munity medicine;  development  of  educational  ma- 
terials for  disadvantaged  people  in  language  that 
reflects  their  cultural  backgrounds  and  living  con- 
ditions; emphasis  on  prenatal  and  postnatal  care 
and  prev'entive  care  for  infants;  wider  dissemina- 
tion of  family-planning  counseling  and  supplies  for 
those  who  want  them;  cooperation  with  medical 
and  allied  health  organizations  and  student  medi- 
cal associations  to  improve  delivery  of  health  serv- 
ices to  the  poor. 

Improved  transportation  for  poor  patients;  ade- 
quate foods  and  diets  of  good  nutritional  quality 
for  low-income  families;  enforcement  of  existing 
('Continued  on  next  page) 
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federal  and  local  authority  to  halt  quackery,  es- 
p)ecially  that  which  exploits  the  poor;  programs  to 
raise  the  level  of  mental  health  services  for  the 
poor;  and  increased  participation  of  minority  group 
physicians  in  AINIA  activities. 

PLANNING  AND  DEVELOPMENT 

The  House  accepted  a report  of  the  Board  of 
Trustees  which  announced  its  formation  of  a Com- 
mittee on  Program  Priorities  to  work  closely  with 
its  Finance  Committee  to  evaluate  present  and  fu- 
ture utilization  of  the  resources  of  the  AiMA. 

After  considerable  reference  committee  and 
House  floor  debate  on  the  report  on  Planning  and 
Development  (both  the  majority  and  minority  re- 
ports), the  House  voted: 

(1)  To  establish  an  ad  hoc  Committee  on  Long 
Range  Planning  and  Development.  Its  membership 
is  nine,  appointed  as  follows:  one  from  the  Board 
of  Trustees;  five  from  the  House;  one  from  SiMA; 
and  two  from  the  A^IA  membership  at  large. 

The  ad  hoc  committee  will  receive  the  majority 
and  minority  reports,  all  reviews  and  correspon- 
dence on  the  subject  and  the  transcript  of  the  pro- 
ceedings of  the  reference  committee  that  consid- 
ered both  reports.  It  will  study  and  make  recom- 
mendations concerning  the  structuring  of  and  the 
charge  to  a permanent  Committee  on  Long  Range 
Planning  and  Development  and  report  those  rec- 
ommendations to  the  House  at  the  1970  .\nnual 
Convention. 

(2)  To  send  the  majority  and  minority  reports 
“to  the  component  state  societies  for  such  specific 
action  by  their  governing  bodies  as  they  deem  war- 
ranted, it  being  understood  that  the  resolutions  so 
generated  and  all  recommendations  made  in  the 
reports  (majority  and  minority)  wall  be  considered 
by  the  appropriate  reference  committees  at  the 
.Annual  Convention  of  1970.” 

STATEMENT  ON  MARIJUANA 

The  House  adopted  a policy  statement  on  mari- 
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huana  which  includes  the  following  points: 

“Cannabis  (marihuana)  is  a dangerous  drug  and 
as  such  is  a public  health  concern  .It  is  a psycho- 
active substance  which  can  have  a marked  deleter- 
ious effect  on  individual  performance  and  social 
productivity.  A significant  number  of  exposed  per- 
sons become  chronic  users  with  concomitant  medi- 
cal and  interpersonal  problems. 

“The  sale  and  possession  of  marihuana  should 
not  be  legalized  ...  If  all  controls  on  marihuana 
were  eliminated  potent  preparations  would  domi- 
nate the  market,  and  if  the  potency  were  legally 
controlled,  predictably  there  would  be  an  illicit 
market  for  the  more  powerful  forms  — leading  to 
more  serioius  medical  and  social  conseqeunces. 

“The  handling  of  offenders  should  be  individual- 
ized . . . Where  penalties  are  required  the  courts 
should  have  sufficient  discretion  to  deal  flexibly 
with  violators  . . . 

“Additional  research  on  marihuana  should  be 
encouraged  . . . 

“The  .A^IA  should  continue  its  educational  pro- 
grams to  all  segments  of  the  population  with  re- 
spect to  the  use  of  marihuana  . . . Physicians,  fre- 
quently and  forcefully,  should  call  attention  to  the 
problems  of  all  forms  of  drug  abuse  and  drug  de- 
pendence, including  those  which  arise  from  the  use 
of  marihuana.” 

AMA-ERF  INSTITUTE  FOR  BIOMEDICAL 
RESEARCH 

On  the  reluctant  recommendation  of  the  AMA- 
ERF  Liaison  Committee  of  the  House  of  Delegates, 
and  after  hearing  much  praise  of  the  work  of  the 
Institute  for  Biomedical  Research,  the  House  adop- 
ted the  following: 

“Whereas,  your  committee  recognizes  the  vast 
sums  of  monies  that  would  be  involved  in  the  trans- 
fer of  the  present  site  of  the  Institute  for  Biomed- 
ical Research  adjacent  to  the  University  of  Chi- 
cago; and  . . . acknowledges  the  multimillion  dollar 
cost  to  AMA  for  maintenance  and  operation  if  such 
a move  were  made;  and  . . . the  possibility  of  ob- 
taining outside  funds  ...  is  unpredictable;  and 
. . . the  qurrent  cost  of  maintaining  the  Institute 
at  its  present  location  is  constantly  rising,  with 
no  predictable  sources  of  outside  funds  being  avail- 
able, and  without  an  increase  in  dues;  therefore  be 
it  resolved  that  the  Institute  for  Biomedical  Re- 
search be  discontinued  as  soon  as  the  Board  of  Di- 
rectors of  A^IA-ERF  deems  feasible;  and  be  it 
further  resolved  that  the  Liaison  Committ  to  .\iMA- 
ERF  commends  and  recommends  that  this  House 
(Continued  on  Page  57) 
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lymptoms  of  mixed  anxiety-depression  are  rarely  clear-cut... 
but  they  are  often  a clear  indication  for 

Mellaril^ 

(thioridazine) 

25  mg.  t.i.d. 

effective  in  mixed  anxiety-depression  and  in  moderate  to  severe  anxiety 


ii 


Before  prescribing  or  administering,  see  Sandoz 
literature  for  full  product  information,  including 
adverse  reactions  reported  with  phenothiazines.  The 
following  is  a brief  precautionary  statement. 
Contraindications;  Severe  central  nervous  system 
depression,  comatose  states  from  any  cause,  hyper- 
tensive or  hypotensive  heart  disease  of  extreme  degree. 
Warnings:  Administer  cautiously  to  patients  who  have 
previously  exhibited  a hypersensitivity  reaction  (e.g., 
blood  dyscrasias,  jaundice)  to  phenothiazines.  Pheno- 
thiazines are  capable  of  potentiating  central  nervous 
system  depressants  (e.g.,  anesthetics,  opiates,  alcohol, 
etc.)  as  well  as  atropine  and  phosphorus  insecticides. 
During  pregnancy,  administer  only  when  necessary. 

Precautions:  There  have  been  infrequent  reports  of 
leukopenia  and/or  agranulocytosis  and  convulsive 
seizures.  In  epileptic  patients,  anticonvulsant 
medication  should  also  be  maintained.  Pigmentary 
retinopathy  may  be  avoided  by  remaining  within  the 
recommended  limits  of  dosage.  Administer  cautiously 
to  patients  participating  in  activities  requiring 
complete  mental  alertness  (e.g.,  driving).  Orthostatic 
hypotension  is  more  common  in  females  than  in  males. 
Do  not  use  epinephrine  in  treating  drug-induced 
hypotension.  Daily  doses  in  excess  of  300  mg.  should 
be  used  only  in  severe  neuropsychiatric  conditions. 


Adverse  Reactions:  Central  Nervous  System- 
Drowsiness,  especially  wyth  large  doses,  early  in 
treatment;  infrequently,  pseudoparkinsonism  and 
other  extrapyramidal  symptoms;  nocturnal  confusion, 
hyperactivity,  lethargy,  psychotic  reactions, 
restlessness,  and  headache.  Autonomic  Nervous 
System— Dryness  of  mouth,  blurred  vision,  constipation, 
nausea,  vomiting,  diarrhea,  nasal  stuffiness,  and  pallor. 
Endocrine  System— Galactorrhea,  breast  engorgement, 
amenorrhea,  inhibition  of  ejaculation,  and  peripheral 
edema.  S/c/n— Dermatitis  and  skin  eruptions  of  the 
urticarial  type,  photosensitivity.  Cardiovascular 
System— Changes  in  the  terminal  portion  of  the 
electrocardiogram  have  been  observed  in  some 
patients  receiving  the  phenothiazine  tranquilizers, 
including  Mellaril  (thioridazine).  While  there  is  no 
evidence  at  present  that  these  changes  are  in  any  way 
precursors  of  any  significant  disturbance  of  cardiac 
rhythm,  several  sudden  and  unexpected  deaths 
apparently  due  to  cardiac  arrest  have  occurred  in 
patients  previously  showing  electrocardiographic 
changes.  The  use  of  periodic  electrocardiograms  has 
been  proposed  but  would  appear  to  be  of  questionable 
value  as  a predictive  device.  Other— A single^A 
case  described  as  parotid  swelling. 

SANDOZ  PHARMACEUTICALS,  HANOVER,  N.J.  SANDOZ  69  384 


Man  in  space,  now  fait  accompli,  re-emphasizes  the 
importance  of  Uro-Phosphate  therapy.  Research  into 
the  effect  of  space  travel  on  the  astronaut  reveals 
that  weightlessness  causes  loss  of  bone  calcium.  As 
the  bones  are  required  to  bear  less  and  less  of  the 
weight  of  the  body  they  lose  calcium,  increasing  the 
calcium  content  of  the  urine.  When  physical  activity 
is  reduced,  the  acidity  of  the  urine  should  be  adjusted 
to  keep  increased  calcium  in  solution  ....  a prophy- 
laxis to  prevent  kidney  or  bladder  calculi. 


Uro-Phosphate. 

NOW  A SUGAR-COATED  TABLET 

Each  tablet  contains:  methenamine,  300  mg.;  sodium  acid  phosphate,  500  mg. 


Uro-Phosphate  gives  comfort  and  protec- 
tion when  inactivity  causes  discomfort  in 
the  urinary  function.  It  keeps  calcium  in 
solution,  preventing  calculi;  it  maintains 
clear,  acid,  sterile  urine;  it  encourages 


Dosage: 

For  protection  of  the  inactive  patient 

1 or  2 tablets  every  4 to  6 hours  is 
usually  sufficient  to  keep  the  urine 
clear,  acid  and  sterile. 

2 tablets  on  retiring  will  keep  residual 
urine  acid  and  sterile,  contributing  to 
comfort  and  rest. 

A clinical  supply  will  be  sent  to 
physicians  and  hospitals  on  request. 


complete  voiding  and  lessens  frequency 
when  residual  urine  is  present. 

Uro-Phosphate  contains  sodium  acid 
phosphate,  a natural  urinary  acidifier. 
This  component  is  fortified  with  methe- 
namine which  is  inert  until  it  reaches  the 
acid  urinary  bladder.  In  this  environment 
it  releases  a mild  antiseptic  keeping  the 
urine  sterile. 

Uro-Phosphate  is  safe  for  continuous  use. 
There  are  no  contra-indications  other 
than  acidosis.  It  can  be  given  in  sufficient 
amount  to  keep  the  urine  clear,  acid  and 
sterile.  A heavy  sugar  coating  protects  its 
potency. 
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mononitrate,  25  mg.:  riboflavin.  15  mg.;  pyridoxine  hydro- 
chloride, 10  mg.:  cyanocobalamin,  5 meg.;  niacinamide, 
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for  unearthly  cough 
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Each  Ruidounce  contains:  80  mg. 
Benadryl®  ( diphenhydramine 
hydrochloride,  Parke-Davis); 
1 2 grains  ammonium  chloride; 

5 grains  sodium  citrate; 
2 grains  chloroform;  1/10  grain 
menthol;  and  5%  alcohol. 
An  antitussive  and  expectorant  for 
control  of  coughs  due  to  colds  or 
of  allergic  origin,  BENYLIN 
EXPECTORANT  is  the  leading 
cough  preparation  of  its  kind. 
BENYLIN  EXPECTORANT 
tends  to  inhibit  cough  reflex... 
soothes  irritated  throat  membranes. 

And  its  not-too-sweet,  pleasant 
raspberry  flavor  makes  BENYLIN 
EXPECTORANT  easy  to  take. 
PRECAUTIONS:  Persons  who 
have  become  drowsy  on  this  or 
other  antihistamine-containing 
drugs,  or  whose  tolerance  is  not 
known,  should  not  drive  vehicles 
or  engage  in  other  activities  re- 
quiring keen  response  while  using 
this  preparation.  Hypnotics,  seda- 
tives, or  tranquilizers  if  used  with 
BENYLIN  EXPECTORANT 
should  be  prescribed  with  caution 
because  of  possible  additive  effect. 
Diphenhydramine  has  an  atro- 
pine-like  action  which  should  be 
considered  when  prescribing 
BENYLIN  EXPECTORANT. 
ADVERSE  REACTIONS:  Side 
reactions  may  affect  the  nervous, 
gastrointestinal,  and  cardiovascu- 
lar systems.  Drowsiness,  dizziness, 
dryness  of  the  mouth,  nausea,  ner- 
vousness, palpitation,  and  blurring 
of  vision  have  been  reported.  Al- 
lergic reactions  may  occur. 
PACKAGING:  Bottles  of  4 oz., 
1 6 oz.,  and  1 gal. 
Parke,  Davis  & Company 
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AMA  HOUSE  OF  DELEGATES 

(Continued  from  Page  56) 

of  Delegates  commends  Dr.  George  Beadle,  current 
Director  of  the  Institute  and  the  following  mem- 
bers: i\Ir.  George  R.  Collins,  Clyde  R.  Goodheart, 
AID,  Oscar  H.  Hechter,  PhD,  Rodolfo  Llinas,  AID, 
PhD,  Howard  A.  Schneider,  PhD,  Dan  W Urry, 
Phy,  and  all  other  personnel  connected  with  the 
Institute.  These  people  have  contribtued  to  medi- 
cine in  their  specific  fields  of  research  under  the 
auspices  of  the  AAIA.” 

PRIVATE  PRACTICE  OF  MEDICINE 

In  response  to  a special  report  and  two  resolu- 
tions ,the  House  took  the  following  action  to  sup- 
port private  practice: 

“Whereas,  the  private  practice  of  medicine  is 
still  believed  to  be  the  best  method  of  serving  man- 
kind’s medical  needs;  and  . . . there  is  no  specifi- 
^ cally  designated  method  in  organized  medicine  for 
^ the  promotion  of  private  practice;  therefore  be  it 
: resolved  that  the  House  of  Delegates  establish  a 
Committee  on  Private  Practice,  which  shall  con- 
1 sist  of  nine  active  members  of  the  Association  and 
be  constituted  as  a standing  committee  of  the  Coun- 
I cil  on  Medical  Service,  a council  of  this  House  of 
Delegates.” 

Functions  of  the  committee  are  to  encourage 
and  promote  the  private  practice  of  medicine;  to 
I develop  new  methods  that  will  promote  private 
j practice  throughout  medical  school,  graduate  and 
postgraduate  training;  help  the  private  practitioner 
improve  his  method  of  providing  medical  care  (in- 
cluding business  practices  and  utilization  of  allies) ; 

( publicize  the  merits  of  private  practice;  encourage 
and  help  the  development  of  similar  committees  by 
state  medical  associations;  and  maintain  constant 
' liaison  with  other  committees  and  councils  of  the 
.AAI.\  to  achieve  those  objectives. 

MEDICINE  AND  GOVERNMENT 

The  House  adopted  a report  explaining  the  Com- 
prehensive Health  Planning  and  Regional  Medical 
Programs  and  their  interrelations.  It  also: 

.Affirmed  its  support  of  the  concept  of  Regional 
Aledical  Programs  as  enacted  in  PL  89-239  and 
urged  members  to  help  guide  Regional  Aledical 
' Programs  in  line  with  the  highest  tradition  of  the 
private  practice  of  medicine. 

Expressed  its  “firm  opposition  to  on-site  auditing 
in  physicians’  offices  of  tax-supported  programs  by 
representatives  of  governmental  agencies”  and 
! urged  that  problems  between  physicians  and  inter- 
( mediaries  or  between  physicans  and  governmental 
! 1 agencies  be  referred  to  local  peer  review  commit- 
' . tees. 

January  1970 


Reaffirmed  the  AAI.A’s  official  position  that  it 
will  help  federal  agencies  in  “their  quest  for  physi- 
cians who  are  errant  in  their  participation  in  pro- 
viding medical  services  to  medicare  and  medicaid 
patients.” 

Opposed  federal  physician  licensing  and  encour- 
aged “state  medical  associations  to  work  with  their 
state  legislatures  to  strengthen  state  law,  if  neces- 
sary, to  better  control  the  few  physicians  who 
would  tarnish  the  image  of  the  whole  profession.” 

.Accepted  a role  of  leadership  in  devising  innova- 
tive programs  for  improving  the  operation  of  the 
medicaid  program  by  utilizing  existing  mechanisms 
for  the  financing  and  delivery  of  health  services 
within  the  private  sector  of  the  economy.  In  con- 
nection with  pilot  programs  under  Title  XIX,  the 
House  resolved  that  “the  Department  of  Health, 
Education,  and  Welfare  spell  out  the  basic  insur- 
ance requirements,  setting  forth  the  minimum  bene- 
fits specified  by  law,  which  the  states  might  place 
to  bid.” 

Urged  that  the  .AAIA  confer  with  federal  agen- 
cies concerning  feasibility  of  the  government’s  an- 
nual publication  of  a compendium  of  federal  laws 
applicable  to  health  and  medicine,  with  the  rules 
and  regulations  of  administrative  bodies  pertaining 
to  them. 

Resolved  to  continue  activities  aimed  at  insuring 
that  “in  all  matters  relating  to  the  health  of  the 
public  and  the  practice  of  medicine,  liaison  between 
the  appropriate  federal  officers,  departments  and 
agencies  is  conducted  directly  with  the  American 
Aledical  .Association.” 

Opposed  legislation  requiring  the  filing  of  infor- 
mation reports  by  insurance  carriers  or  other  third- 
party  payers  of  payments  made  to  patients,  since 
the  reports  would  not  necessarily  indicate  what,  if 
any,  payment  was  made  to  physicians. 

Opposed,  “in  conjunction  with  other  professional 
organizations  . . . the  Senate  Einance  Committee 
amendment  which  militates  against  professional 
corporations.” 

.Adopted  a legislative  proposal  that  would  require 
(unless  the  physician  designates  otherwise)  that  the 
labels  of  drug  containers  dispensed  to  patients  carry 
the  established  or  trade  name,  quantity  and 
strength  of  the  drug  dispensed.  However,  the  House 
opposed  the  use  of  compulsory  government  pre- 
scription forms. 

.Adopted  a report  opposing  establishment  of  a 
School  of  Health ' Sciences  under  the  auspices  of 
the  Department  of  Defense,  stating  that  “the  grant- 
tContinuecl  on  ne.xt  page) 
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ing  of  professional  and  academic  degrees  should 
remain  within  the  purview  of  educational  insti- 
tutions and  not  become  a prerogative  of  the  fed- 
eral gov'ernment.” 

COST  OF  CARE 

Expressing  deep  concern  about  the  ever-increas- 
ing costs  of  hospital  care  services,  the  House  re- 
solved that  the  “AM A Board  of  Trustees  request 
the  Board  of  Trustees  of  the  American  Hospital 
Association  to  join  with  it  in  urging  hospital  boards 
and  hospital  medical  staffs  to  develop  and  institute 
cost  control  measures  for  hospital  care  services.” 

The  House  also  resolved  that  it  “reaffirms  its 
endorsement  of  the  tax  credit  plan  and  urges  the 
Board  of  Trustees  to  give  this  plan  the  strongest 
support  and  the  widest  publicity  among  members 
of  the  Association  and  the  public.”  In  addition,  it 
urged  .AlM.A  councils  and  committees  to  intensify 
efforts  “to  develop  other  realistic  and  effective  plans 
of  medical  care  coverage  available  for  all  persons 
in  the  United  States,  utilizing  multiple  methods  of 
financing  and  free  choice  of  mechanism  based  on 
adequate  standards  of  coverge.” 

.\t  the  present  time,  the  House  urged  all  state 
medical  associations  to  “submit  promptly  any  other 
realistic  proposals  which  they  believe  should  be 
developed  as  AMA  proposals  for  effective,  wndely 

Con- 

ven- 

ience! 

Dicarbosil. 
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lets in  12  rolls. 

N'  arch  laboratories 
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available  medical  care  insurance  or  prepayment 
plans.” 

Also  in  connection  with  cost,  the  House  recog- 
nized that  “various  news  media  and  agencies  of 
the  federal  government  routinely  blame  the  medical 
profession  for  the  rising  costs  of  health  care;  and 
. . . some  physicians  and  even  the  publications  of 
the  American  Medical  Association  . . . use  the  er- 
roneous expression  health  care  when  they  should 
use  the  correct  term  medical  care.”  The  House 
resolved  that  “the  Board  of  Trustees  . . . initiate, 
promptly,  remedial  measures  to  clarify  the  meaning 
of  the  expressions  ‘medical  care’  and  ‘health  care’ 
and  to  assure  their  correct  usage  in  all  official  pub- 
lications of  the  American  Medical  Association” 
and  that  the  e-xecutive  vice  president  design  activ- 
ities “to  correct  the  terminology  of  the  lay  press 
and  enlighten  the  understanding  of  the  public.” 

STRENGTHENING  THE  AMA 

In  his  address.  President  Dorman  made  the  fol- 
lowing recommendation  which  the  House  referred 
to  the  Council  on  Constitution  and  Bylaws  for 
study  and  possible  action: 

“I  would  like  to  suggest  . . . another  category 
of  membership  ...  to  include  those  members  of 
the  State  Department,  for  instance,  who  are  around 
the  world  taking  care  of  our  consular  people;  of 
our  people  in  various  countries  and  capitals  of  the 
world;  w^ho  are  not  now  eligible  through  member- 
ship in  county  societies  to  belong  to  the  AIMA.  I 
would  like  to  see  a membership  that  is  much  like 
the  membership  of  our  armed  forces,  of  our  \"et- 
erans  Administration  or  of  our  Public  Health  Serv- 
ice. These  men  look  to  use  for  advice  and  for  lead- 
ership, and  I would  like  to  see  us  give  them  a 
home.” 

The  House  also  urged  state  and  county  medical 
societies  “to  take  action  to  make  available  to  in- 
terns and  residents  active  membership  or  its  equiv- 
alent’ ’and  resolved  taht  “the  Council  on  ^ledical 
Education  and  other  bodies  wdthin  the  American 
Medical  Association  intensify  their  efforts  to  in- 
itiate additional  meetings  and  encourage  continuing 
dialogue  with  medical  students,  preferably  in  con- 
junction with  local  chapters  of  SAIMA;  interns  and 
residents  in  their  respective  states.” 

Recommending  a continuing  study  of  trends  of 
membership  in  the  AMA,  the  House  resolved  that 
the  Board  of  Trustees  “direct  a task  force  to  de- 
velop a realistic  program  to  correct  any  cause  which 
may  result  in  a loss  of  potential  physician  mem- 
bers, and  carry  forw’ard  an  active  recruitment  ef- 
fort.” (Continued  on  Page  60) 
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more  than  0.1  mg  of  folic  acid  per  day  and  who  are  in- 
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AMA  HOUSE  OF  DELEGATES 

(Continued  from  Pag^e  58) 

The  House  directed  that  the  AMA  “aggressively 
pursue  close  working  relationships  with  the  medical 
specialty  societies”  and  adopted  a Board  rejxirt 
describing  its  recently  created  Commission  on  For- 
eign Medical  Graduates,  consisting  of  representa- 
tives from  the  AMA,  American  Hospital  Associa- 
tion Association  of  .American  IMedical  Colleges, 
Federation  of  State  Medical  Boards,  Association 
for  Hospital  IMedical  Education,  National  Medical 
Association,  Advisory  Board  for  Medical  Special- 
ties and  the  Education  Council  for  Foreign  IMedi- 
cal  Graduates. 

k resolution  was  adopted  strongly  urging  the 
Council  on  ^ledical  Education  and  the  specialty 
boards  “to  move  forward  with  the  acceptance  of 
qualified  osteopathic  physicians  into  their  training 
program  and  specialty  board  examinations.”  The 
House  noted  that  the  .\merican  Board  of  Internal 
Medicine  is  the  sixth  specialty  board  to  declare 
that  it  will  accept  for  examination  graduates  of 
osteopathic  schools  who  have  satisfactorily  com- 
pleted the  requirements  of  the  board  in  regard  to 
approved  internship,  residency  and  fellowship  train- 
ing. 

ADDITIONAL  ACTIONS  OF  THE  HOUSE 

At  the  Denver  meeting,  the  House  also: 

.Approved  essentials  of  an  accredited  educational 
program  for  orthopaedic  assistants. 

Approved  essentials  of  an  accredited  educational 
program  for  radiologic  technologists. 

.■\dopted  a report  on  socioeconomics  in  the  edu- 
cation of  the  young  physician. 

Accepted  for  information  a progress  report  on 
the  establishment  of  a specialty  board  in  allergy. 

Adopted  a resolution  suggesting  that  educational 
opportunity  for  students  and  residents  not  be  lim- 
ited to  university  hospitals,  but  “expose  these 
trainees  to  the  merits  of  practice  under  a variety 
of  environmental  circumstances.” 

Endorsed  Standards  VIII  and  IX  of  the  Gov- 
erning Body  and  Management  Section  of  the  Re- 
vised Standards  for  Hospital  Accreditation. 

.Adopted  guidelines  for  development  of  new  i 
health  occupations. 

Resolved  that  the  .AM.A,  state  and  local  medi- 
cal societies  “intensify  their  support  of  the  private  i 
and  public  agencies  in  the  fulfilling  of  their  respon-  j 
sibilities  in  promoting  environmental  health.” 

.Approved  a report  on  professional  liability  that  i 
said  “the  feasibility  of  an  .AM.A-sponsored  profes-  i 
sional  liability  insurance  program  is  now  being  con-  j 
sidered  by  the  Board  of  Trustees.”  ; 
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Book  Reviews 


BIRTH  CONTROL  IN  JEWISH  LAW,  by  David 

M.  Feldman,  New  York  University  Press,  N.Y. 

1968.  39.95 

Birth  control  and  abortion  concern  any  social 
organization;  religious  bodies  are  a form  of  social 
organization  ranging  from  tight  theocracies  to  loose- 
ly associated  groups  of  individuals  clustered  about 
an  ethical  principle.  A society  as  an  entity  must 
concern  itself  with  its  own  survival  and  perman- 
ence; this  is  its  legitimate  right,  and  demands  that 
its  members  reproduce  themselves.  An  individual  is 
concerned  with  his  “newness”,  and  of  maximizing 
his  pleasures  and  minimizing  his  miseries.  Herein  is 
the  dialectic  of  indvidual  license  and  social  sanc- 
tion, the  surrender  of  individual  rights  of  expres- 
sion for  the  guarantee  of  group  security.  The 
amount  of  individual  license  granted  by  any  social 
group  is  alays  predicated  on  that  amount  which  is 
consistent  with  its  own  survival.  The  canon  of  both 
Christian  and  Jewish  law  in  matters  of  sexual  mor- 
ality, embracing  as  it  does  birth  control  and  abor- 
tion, is  never  understood  unless  one  bears  in  mind 
this  basic  sociological  principle.  The  variants  of  sex- 
ual permissiveness  granted  by  any  society  to  its 
individuals  must  be  based  on  a preconceived  or 
pragmatic  analysis  of  what  type  of  individual  be- 
havior will  ma.ximize  the  potential  for  the  society’s 
perpetuation  and  preservation.  Thus,  a society 
which  is  being  decimated  by  continual  wars  cannot 
permit  birth  control  to  the  members  of  its  group; 
conversely,  a society  not  ravaged  by  famine  and 
war  very  conceivably  will  permit  both  birth  control 
and  abortion  on  a theoretical  basis.  All  societies, 
however,  carry  anachronistic  holdovers  in  the  forms 
of  tradition,  and  there  is  a time  lag  in  meeting  the 
realities  of  a changed  political  or  socio-economic 
climate. 

In  this  book,  the  codes  of  behavior  in  marital 
relations,  the  use  of  contraceptives,  and  the  auth- 
ority for  abortions  are  set  forth  in  the  classic  texts 
of  Jewish  law  derived  from  the  Talmud,  the  Codes, 
the  Commentaries,  and  the  collected  works  of  fa- 
mous Rabbis,  collectively  known  as  the  Responsa. 
David  M.  Feldman  in  a scholarly  way  has  exam- 
ined the  relevant  precepts  of  these  primary  sour- 
ces, and  with  the  thorough  acquaintance  of  con- 
temporary and  collateral  lines  in  Christian  theology 
has  correlated  and  contrasted,  or  shown  similarities 


where  such  occur,  with  the  development  of  the 
Christian  canons  pertinent  to  his  subject.  Part  I 
is  the  exposition  of  the  authority  both  in  Jewish 
and  Christian  moral  theology  for  the  positions  es- 
tablished. Fundamentally,  the  essential  difference 
in  the  Jewish  versus  Gentile  view  of  the  human  ex- 
perience derives  from  the  Christian  concept  of 
life  as  being  a preparation  for  after-life  in  which 
hedonistic  pleasures  not  only  are  minimized,  but 
to  be  avoided  for  greater  joys  later;  whereas  the 
concept  of  an  after-life,  although  derived  from  earl- 
ier Jewish  theology,  has  never  been  systematically 
developed  in  Jewish  thought.  The  emphasis,  there- 
fore, is  on  the  pleasures  of  this  world  rather  than 
on  the  anticipation  of  those  to  come.  It  is  a mere 
historical  and  theological  fact  that  the  writings 
upon  sexual  mores  are  derived  almost  entirely  from 
St.  Paul  in  the  Christian  tradition,  and  are  deeply 
imbued  with  the  establishment  of  a dichotomy  be- 
tween the  spirit  and  the  flesh,  stoicism  versus  hed- 
onism, and  the  imminent  establishment  of  the 
Kingdom  of  God  on  earth.  Sex  in  the  classic  Chris- 
tian tradition  from  the  pristine  church  was  defi- 
nitely considered  nearly  akin  to  sinfulness,  derived 
from  the  flesh,  and  to  be  avoided  if  one  were  to 
reach  true  spiritual  heights.  Christian  sexual  mores 
are  derived  from  the  writing  of  St.  Paul  and  the 
early  church  fathers,  none  of  whom  were  first  wit- 
nesses. Indeed  in  all  the  direct  quotations  of  Christ 
himself,  the  only  three  references  in  the  Gospels 
are  the  admonition  against  adultery  in  act  and 
thought,  and  the  interdiction  against  divorce  except 
on  the  grounds  of  overt  infidelity. 

Marriage  is  considered  both  from  the  Christian 
and  the  Jewish  tradition.  In  Jewish  customs  mar- 
riage is  an  obligation  for  the  Jewish  male;  it  is  a 
mizvah,  and  obligations  in  marriage  call  for:  1) 
procreation,  2)  literal  performance  of  coitus,  and 
3)  the  obligation  to  give  pleasure  within  marriage. 
Within  the  marriage  bond  there  is  much  more  em- 
phasis in  the  Jewish  ethos  on  a wife’s  conjugal 
rights,  and  her  right  not  to  be  denied.  This  is 
clearly  defined  in  many  places  in  such  detail  that 
a husband  may  not  refrain  from  his  obligation  for 
more  than  ten  days,  without  legitimate  excuse. 
There  is  complete  legitimacy  to  sexual  pleasure 
itself.  It  is  based  on  the  concept  that  healthy  chil- 

(Continued  on  next  page) 
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dren,  both  physically  and  psychologically,  can  only 
be  produced  by  psychologically  well  and  happy  par- 
ents. Regular  sexual  union  is  essential  for  both. 
The  prohibitions  on  the  acts  within  marriage  are 
stated  both  ambiguously  and,  ontrariwise,  clearly. 
Nothing  which  a man  asks  of  a wife  is  to  be  denied 
him.  However,  there  are  strong  and  recurrent  pro- 
hibitions against  coitus  interruptus  in  any  form, 
or  birth  control  which  does  not  permit  full  physical 
contact  of  the  sexual  organs.  At  no  time  must  there 
be  a limitation  on  a full,  free  flow  of  seminal 
fluid.  Within  these  limitations,  since  Medieval  times 
a “mokh”,  probably  best  defined  as  a tampon,  but 
not  defined  as  to  its  use,  has  complete  legitimacy. 
The  diaphragm  and  the  intra-uterine  device  are 
completely  justified  as  a modification  of  the  legit- 
imized “mokh”. 

There  are  three  strict  prohibitions  against  the 
sexual  partner:  1)  the  child  bride;  2)  the  pregnant 
wife,  and  3)  the  nursing  mother-.  All  are  readily 
understood  when  one  views  again  the  original  con- 
tention that  society  must  guarantee  its  own  suc- 
cession, and  in  all  these  instances  there  is  a wast- 
age of  the  human  sperm  on  barrenness.  Against 
barrenness  there  are  strong  taboos,  all  grounded  in 
the  old  historical  Biblical  literature.  There  are  ad- 
monitions against  intercourse  with  a proven  barren 


COMPLETE,  ACCURATE  AND  PROMPT 
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Providence,  Rhode  Island 
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Director 
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woman  unless  the  male  has  added  a second,  fer- 
tile woman  as  a wife.  The  period  of  barrency  is 
clearly  defined  as  ten  years,  based  on  the  ten-year 
barrenness  of  Rebecca,  and  the  subsequent  pro- 
curing of  Hagar  for  Isaac. 

With  regard  to  oral  contraceptives,  time  has  not 
passed  sufficiently  for  there  to  be  built  a theological 
literature.  An  analagous  precedent  is  found  in  the 
“cup  of  roots”  sterilization;  but  at  no  time  is  a 
male  ever  permitted  to  partake  of  a sterilizing  pill. 

In  the  Book  of  Genesis,  Lamech  had  two  wives, 
one  Ada  for  his  childbearing,  and  when  this  obli- 
gation was  fulfilled  he  was  allowed  Zillah  for  the 
purposes  of  pleasure.  To  her  an  herb  potion  was 
given,  but  according  to  history  she  must  not  have 
taken  it  properly,  or  had  skipped  it,  since  Zillah 
bore  two  children.  With  regard  to  “The  Pill”,  the 
current  admonition  is  that  a Jewish  woman  should 
not  “heed  the  blandishments  of  birth  control  pro- 
ponents except  for  good  and  sufficient  reason.” 

The  implications  of  abortion  are  as  vague  in 
Jewish  law  as  in  the  liberal  Christian  ethic.  There 
are  no  hard  and  fast  answers  on  specifics;  in  the 
Jewish  tradition  generally  speaking,  “great  pain” 
may  be  a justified  basis.  This  great  pain  is  not  ne- 
cessarily literal,  but  pain  in  all  its  contexts,  psy- 
chological as  well  as  somatic.  It  is  emphasized  that 
in  no  place  in  theology  or  law  can  generalizations 
be  better  avoided,  and  individual  considerations 
substituted,  than  in  this  particular  matter.  Each 
case  must  be  judged  solely  on  its  own  merits;  the 
merits  must  be  moral,  and  conducive  to  the  ulti- 
mate ends  of  a healthy,  happy  society.  If  these 
ends  of  society  coincide  with  those  of  the  individ- 
ual, it  is  fortuitous.  It  is  doubtful,  whether  in  i 
Christian  or  Jewish  philosophy,  that  abortion  will  j 
ever  be  decided  on  bases  other  than  those  consis- 
tent with  a long-range  policy  for  the  strength  and  1 
preservation  of  the  social  group.  Religious  philoso- 
phies and  sanctions  are  likely  to  be  consistent  with 
these  goals. 

This  timely  book  adds  new  material  for  reflection 
on  the  morality,  theology,  and  sociology  of  subjects 
perplexing  all  societies,  civil  and  theological. 

Rqbert  V.  Lewis,  m.d. 
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Doctor,  after  all  we’ve 
been  through  together. . . 


abscess 

acne 

amebiasis 

anthrax 

bacillary  dysentery 
bartonellosis 
bronchitis 
bronchopulmonary 
infection 


brucellosis 
chancroid 
diphtheria 
endocarditis 
genitourinary 
infections 
gonorrhea 
granuloma  inguinale 
listeriosis 

lymphogranuloma 


mixed  bacterial 
infection 
osteomyelitis 
otitis 
pertussis 
pharyngitis 
pneumonia 
psittacosis 
pyelonephritis 


Rocky  Mountain 
spotted  fever 
scarlet  fever 
septicemias 
sinusitis 

soft  tissue  infection 
tonsillitis 
tularemia 
typhus  fever 
urethritis 


. . .don’t  you  think  it’s  time 
we  were  on  a first-name  basis? 


call  me“AchroV 
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Every  pharmacist  knows  ACHRO®  V stands  for  ACHROMYCIN®  V 


itraindications:  Hypersensitivity  to 
Mcycline. 

' 'ning:  In  renal  impairment,  since 
toxicity  is  possible,  lower  doses 
I indicated;  during  prolonged  therapy 
Dsider  serum  level  determinations. 

• todynamic  reaction  to  sunlight  may 
I tr  in  hypersensitive  persons, 
j tosensitive  individuals  should 
^ d exposure;  discontinue  treatment 
in  discomfort  occurs. 

I :autions:  Nonsusceptible  organisms 


may  overgrow;  treat  superinfection 
appropriately.  Tetracycline  may  form  a 
stable  calcium  complex  in  bone-forming 
tissue  and  may  cause  dental  staining 
during  tooth  development  (last  half  of 
pregnancy,  neonatal  period,  infancy, 
early  childhood). 

Adverse  Reactions:  Gastrointestinal— 
anorexia,  nausea,  vomiting,  diarrhea, 
stomatitis,  glossitis,  enterocolitis, 
pruritus  ani.  —maculopapular  and 
erythematous  rashes;  exfoliative 


dermatitis;  photosensitivity; 
onycholysis,  nail  discoloration.  Kidney 
-dose-related  rise  in  BUN. 
Hypersensitivity  rcact/om— urticaria, 
angioneurotic  edema,  anaphylaxis. 
Intracranial— hu\gmg  fontanels  in  young 
infants.  Tcet/j— yellow-brown  staining; 
enamel  hypoplasia.  Blood— uncmia,  throm- 
bocytopenic purpura,  neutropenia,  eosino- 
philia.  L/vcr— cholestasis  at  high  dosage. 
Upon  adverse  reaction,  stop  medication 
and  treat  appropriately. 


AchromydifV 

Tetracycline 


LEDERLE  LABORATORIES  • A Division  of  American  Cyanamid  Company,  Pearl  River,  New  York  10965 
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l^eServe  ... 

SATURDAY 

APRIL  4,  1970 

♦ ♦ ♦ 


159th  ANNUAL 
SCIENTIFIC 
ASSEMBLY 

of  the 

Rhode  Island 
Medical  Society 

Afternoon: 

At  Harkins  Hall,  Providence  College 

1.  p.m.  to  5 p.m.  . . . 

Chapin  Oration  and  Symposium  on 

Health  Care  Delivery 
In  the  Seventies 

Speakers; 

Gerald  D.  Dorman,  M.D.,  President  of  the 
American  Medical  Association 

Carroll  L.  Witten,  M.D,,  Past  President, 
American  Academy  of  General  Practice 

Thomas  Bryant,  M.D.,  Assistant  Director, 
Office  of  Economic  Opportunity 

Donald  C.  Harrington,  M.D.,  President,  San 
Joaquin  (California)  Medical  Foundation 

♦ « ♦ 

Evening:  7 p.m.  . . . 

Dinner  - Dance,  Raymond  Hall,  Providence 

College 


Persistent  Mild  Hyperphenylalaninemia  in  Vari- 
out  Ethnic  Groups  in  Israel 

Persistent  mild  hyperphenylalaninemia  has  been 
detected  in  nine  children  (two  of  them  siblings)  on 
screening  178,000  newborns  for  phenylketonuria 
(PKU).  During  the  same  period,  seven  cases  of 
classical  PKU  were  found.  The  hypenphenylalani- 
nemic  children  w'^ere  on  normal  diet  and  exhibited 
no  signs  of  mental  retardation.  During  family  exam- 
inations, phenylalanine  tolerance  tests  showed  an 
abnormal  response  in  one  or  both  parents  in  each 
family,  suggesting  a genetic  origin.  Among  the  eight 
affected  families,  three  were  of  Jewish  Ashkenazi 
origin;  among  the  41  families  with  classical  PKU 
so  far  detected  in  Israel,  no  Ashkenazi  family  was 
found. 

. . . Szeinberg,  et  al.:  .A.mer.  J.  Dig.  Child. 

118:559,  Oct.  1969. 

^ if  ' 

* * * 

if  if  if 

Comparison  Between  Characteristics  of  Jamaican 
.ydults  With  Normal  Hemoglobin  and  Those  With 
Sickle  Cell  Trait 

In  surveys  of  representative  samples  of  Jamai- 
cans, ages  35  to  64,  living  in  rural  and  suburban 
communities,  no  significant  differences  in  heights, 
weights,  hematological  indices,  cardiothoracic  ra- 
tios, blood  pressures,  glycosuria,  proteinuria,  parity, 
or  electrocardiographic  abnormalities  were  apparent 
between  167  subjects  with  the  sickle  cell  trait,  AS, 
and  1,282  subjects  with  normal  hemoglobin,  AA. 
Older  women  with  the  trait  had  a significantly 
higher  prevalence  of  bacteriuria  without  other  evi- 
dence of  urinary  tract  pathology.  Findings  suggest 
that  the  trait  is  not  appreciably  associated  with 
chronic  disease. 

. . . Ashcroft,  M.T.,  and  Milner,  P.F.:  Amer.  J. 

Epidem.  90:236,  Sept.  1969. 
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Attractive  S Functional  Oftices 


Designers  & Suppliers  ot  Offices 
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MEDICAL  BUREAU 
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Providence  Medical  Association 


Wherever  you  go, 
forget  your  telephone 
calls.  We'll  take  them 
for  you,  day  or  night. 


HEALTH  HAVENS 


NURSING  HOME 

A Participating  Extended  Care  Facility 
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Registered  Professional  Nurses  On  All  Shifts 
Dietician  Physiotherapist 
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Ethically  Managed 

100  Wampanoag  Trail  East  Providence 
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FACT  e.  UGEND 


WAS  A MILITARY  OFFENSE! 

OVERWEIGHT  ROMAN  HORSEMEN  WERE  MADE  TO 
FORFEIT  THEIR  MOUNTS  AND  BECOME  FOOT  SOLDIERS! 


IS  APPROXIMATELY  ONE 
HALF  THAT  OF  OTHER  LEAD- 
ING APPETITE  SUPPRESSANTS 

AN  IMPORTANT  FACTOR 
IN  LONG  TERM  THERAPY 


CONTROL  FOOD  AND  MOOD  ALL  DAY  LONG  WITH  A SINGLE  MORNING  DOS 


One  Ambar  Extentab  before  breakfast  can 
help  control  most  patients’  appetite  for  up 
to  12  hours.  Methamphetamine,  the  appe- 
tite suppressant,  gently  elevates  mood  and 
helps  overcome  dieting  frustrations.  Pheno- 
barbital,  the  sedative  in  Ambar,  controls  irritability  and 
anxiety. ..  helps  maintain  a state  of  mental  calm  and  equa- 
nimity. Both  work  together  to  ease  the  tensions  that  erode 
the  willpower  during  periods  of  dieting. 

Also  available;  Ambar  #1  Extentabs®— methamphetamine 
hydrochloride  10  mg.,  phenobarbital  64.8  mg.  (1  gr.)  (Warn- 
ing: may  be  habit  forming). 


AMBAR  ^2 

EXTENTABS 


methamphetamine  HCl  15  mg., 
phenobarbital  64.8  mg.  (1  gr.) 
(Warning:  may  be  habit  forming). 


BRIEF  SUMMARY/Indications:  Amb; 
® suppresses  appetite  and  helps  offset  emt 
tional  reactions  to  dieting.  Contraindici 
tions:  Hypersensitivity  to  barbiturates  c 
sympathomimetics;  patients  with  advance 
renal  or  hepatic  disease.  Precautions:  Administer  with  cat 
tion  in  the  presence  of  cardiovascular  disease  or  hypertensioi 
Side  Effects:  Nervousness  or  excitement  occasionally  noter 
but  usually  infrequent  at  recommended  dosages.  Slight  drow 
iness  has  been  reported  rarely.  See  package  insert  for  furthi 
details.  a.  h.  robins  company,  il,U,nnRIN 

RICHMOND.  VA.  23220  ^ '' 


Achrocidin®  Tablets  and  Syrup 

I tracycline  HCl— Antihistamine— Analgesic  Compound 

fiji  tablet  contains:  ACHROMYCIN®  Tetracycline  HCl  125  mg.;  Phenacetin  120  mg.;  Caffeine  30  mg.;  Salicylamide  150  mg.;  Chlorothen  Citrate  25  mg. 


A HROCipiN  Tetracycline  HCl— Antihistamine— Analgesic  Compound  Tablets  and  Syrup  are  recommended  for  the  treatment 

0 etracycline-sensitive  bacterial  infection  which  may  complicate  vasomotor  rhinitis,  sinusitis  and  other  allergic  diseases  of  the 
ui  er  respiratory  tract,  and  for  the  concomitant  symptomatic  relief  of  headache  and  nasal  congestion.  For  children  and  elderly 
p ents  you  may  prefer  caffeine-free  ACHROCIDIN  Syrup.  Each  5 cc  contains:  ACHROMYCIN  Tetracycline  equivalent  to 

1 racycline  HCl  125  mg.;  Phenacetin  120  mg.;  Salicylamide  150  mg.;  Ascorbic  Acid  (C)  25  mg.;  Pyrilamine  Maleate  15  mg. 


C Iraindications:  Hypersensitivity  to  any 
exponent. 

W,Tiing:  In  renal  impairment,  since  liver  tox- 
jc  is  possible,  lower  doses  are  indicated;  dur- 
ir  prolonged  therapy  consider  serum  level 
dominations.  Photodynamic  reaction  to  sun- 
iMt  may  occur  in  hypersensitive  persons. 

^sensitive  individuals  should  avoid  expo- 
stj;  discontinue  treatment  if  skin  discomfort 
Ours. 

Pi  autions:  Drowsiness,  anorexia,  slight  gas- 
tr,  distress  can  occur.  In  excessive  drowsi- 
n', consider  longer  dosage  intervals.  Persons 


on  full  dosage  should  not  operate  vehicles. 
Nonsusceptible  organisms  may  overgrow;  treat 
superinfection  appropriately.  Treat  beta- 
hemolytic  streptococcal  infections  at  least  10 
days  to  help  prevent  rheumatic  fever  or  acute 
glomerulonephritis.  Tetracycline  may  form  a 
stable  calcium  complex  in  bone-forming  tissue 
and  may  cause  dental  staining  during  tooth 
development  (last  half  of  pregnancy,  neonatal 
period,  infancy,  early  childhood). 

Adverse  Reactions:  Gastrointestinal— znomidi, 
nausea,  vomiting,  diarrhea,  stomatitis,  glossi- 
tis, enterocolitis,  pruritus  ani.  5/cin— maculo- 


papular  and  erythematous  rashes;  exfoliative 
dermatitis;  photosensitivity;  onycholysis,  nail 
discoloration.  A'/dney— dose-related  rise  in 
BUN.  Hypersensitivity  reactions— urticaria, 
angioneurotic  edema,  anaphylaxis.  Intracranial 
—bulging  fontanels  in  young  infants.  Teeth— 
yellow-brown  staining;  enamel  hypoplasia. 
B/ood— anemia,  thrombocytopenic  purpura, 
neutropenia,  eosinophilia.  Liver— cholestasis  at 
high  dosage. 

Upon  adverse  reaction,  stop  medication  and 
treat  appropriately. 


P LEDERLE  LABORATORIES,  A Division  of  American  Cyanamid  Company,  Pearl  River, 


New  York  10965 


534-9 


i-innAny 


from  the  discord  of  anxiety... 


to  emotional  harmony 


Before  prescribing,  please  consult  complete  product  information,  a 
summary  of  which  follows: 

INDICATIONS:  Indicated  when  anxiety,  tension  and  apprehension  are 
significant  components  of  the  clinical  profile. 

CONTRAINDICATIONS:  Patients  with  known  hypersensitivity  to  the  drug. 
WARNINGS:  Caution  patients  about  possible  combined  effects  with 
alcohol  and  other  CNS  depressants.  As  with  all  CNS-acting  drugs,  caution 
patients  against  hazardous  occupations  requiring  complete  mental 
alertness  (e.g.,  operating  machinery,  driving). Though  physical  and 
psychological  dependence  have  rarely  been  reported  on  recommended 
doses,  use  caution  in  administering  to  addiction-prone  individuals  or 
those  who  might  increase  dosage;  withdrawal  symptoms  (including 
convulsions),  following  discontinuation  of  the  drug  and  similar  to  those 
seen  with  barbiturates,  have  been  reported.  Use  of  any  drug  in 
pregnancy,  lactation,  or  in  women  of  childbearing  age  requires  that  its 
potential  benefits  be  weighed  against  its  possible  hazards. 

PRECAUTIONS:  In  the  elderly  and  debilitated,  and  in  children  over  six, 
limit  to  smallest  effective  dosage  (initially  1 0 mg  or  less  per  day)  to 
preclude  ataxia  or  oversedation,  increasing  gradually  as  needed  and 
tolerated.  Not  recommended  in  children  under  six.  Though  generally  not 
recommended,  if  combination  therapy  with  other  psychotropics  seems 
indicated,  carefully  consider  individual  pharmacologic  effects, 
particularly  in  use  of  potentiating  drugs  such  as  MAO  inhibitors  and 
phenothiazines.  Observe  usual  precautions  in  presence  of  impaired  renal 
or  hepatic  function.  Paradoxical  reactions  (e.g.,  excitement,  stimulation 
and  acute  rage)  have  been  reported  in  psychiatric  patients  and 
hyperactive  aggressive  children.  Employ  usual  precautions  in  treatment 
of  anxiety  states  with  evidence  of  impending  depression;  suicidal 
tendencies  may  be  present  and  protective  measures  necessary.  Variable 
effects  on  blood  coagulation  have  been  reported  very  rarely  in  patients 
receiving  the  drug  and  oral  anticoagulants;  causal  relationship  has  not 
been  established  clinically. 

ADVERSE  REACTIONS:  Drowsiness,  ataxia  and  confusion  may  occur, 
especially  in  the  elderly  and  debilitated.  These  are  reversible  in  most 
instances  by  proper  dosage  adjustment,  but  are  also  occasionally 
observed  at  the  lower  dosage  ranges.  In  a few  instances  syncope  has 
been  reported.  Also  encountered  are  isolated  instances  of  skin  eruptions, 
edema,  minor  menstrual  irregularities,  nausea  and  constipation, 
extrapyramidal  symptoms,  increased  and  decreased  libido — all  infrequent 
and  generally  controlled  with  dosage  reduction;  changes  in  EEG 
patterns  (low-voltage  fast  activity)  may  appear  during  and  after 
treatment;  blood  dyscrasias  (including  agranulocytosis),  jaundice  and 
hepatic  dysfunction  hove  been  reported  occasionally,  making  periodic 
blood  counts  and  liver  function  tests  advisable  during  protracted  therapy. 


with  the  aid  of  antianxiety 

Librium* 

(chlordiazepoxide 

HCI) 

5-mg,  10-mg 
and  25-mg  capsules 


In  an  age  of  swift  change  and 
challenge,  susceptible  individuals 
may  experience  varying  degrees  of 
excessive  anxiety.  The  resulting 
emotional  stress  may  precipitate 
significant  functional  disorders  or 
complicate  existing  organic  disease. 
In  properly  individualized  main- 
tenance dosage.  Librium 
(chlordiazepoxide  HCI)  quickly 
helps  relieve  anxiety  and  appre- 
hension, provides  useful  adjunctive 
therapy  in  psychophysiologic 
disorders.  In  long  clinical  ex- 
perience, Librium  has  demonstrated 
a wide  margin  of  safety. 


Also  available: 

Libritabs® 

(chlordiazepoxide) 


Roche 

LABORATORIES 


Division  ot  Hoffmann-La  Roche  Inc. 
Nulley  New  Jersey  071 10 


(diethylpropion  hydrochloride) 

works  on  the  appetite 
not  on  the ‘nerves’ 


When  girth  gets  out  of  control,  TEPANIL  con  provide  sound 
support  for  the  weight  control  program  you  recommend. 
TEPANIL  reduces  the  appetite— patients  enjoy  food  but  eat 
less.  Weight  loss  is  significant— gradual— yet  there  is  a rela- 
tively low  incidence  of  CNS  stimulation. 

Contraindications:  Concurrently  with  MAO  inhibitors.  In  potients  hypersensitive  to 
this  drug;  in  emotlonoily  unstoble  potients  susceptible  to  drug  abuse. 

Warning:  Although  generally  safer  then  the  amphetomines,  use  with  great  coutlon  In 
patients  with  severe  hypertension  or  severe  cordiovasculor  diseose.  Do  not  use  dur- 
ing first  trimester  of  pregnancy  unless  potentlol  benefits  outweigh  pofentlol  risks. 
Adverse  Reactions:  Rarely  severe  enough  to  require  discontinuation  of  theropy.  un- 
pleosant  symptoms  with  diethylpropion  hydrochloride  have  been  reported  to  occur 
in  relotively  low  incidence.  As  Is  choracteristic  of  sympathomimetic  ogents,  if  may 
occasionolly  couse  CNS  effects  such  as  insomnia,  nervousness,  dizziness,  anxiety. 


ond  jifteriness.  In  controst,  CNS  depression  has^  been  reported.  In  o few  epilei  s 
on  Increase  in  convulsive  episodes  has  been  reported.  Sympathomimetic  co  • 
vascular  effects  reported  include  ones  such  os  tochycardia,  precordlol  f ■ 
arrhythmia,  polpitotion,  and  increosed  blood  pressure.  One  published  rej 
described  T-wove  chonges  in  the  ECG  of  a healthy  young  mole  after  Ingesllck 
diethylpropion  hydrochloride;  this  was  an  Isolated  experience,  which  has  not  If 
reported  by  others.  Allergic  phenomena  reported  Include  such  conditions  os 
urticaria,  ecchymosis,  and  erythemo.  Gostrointestinof  effects  such  as  diorri 
constipotion.  nauseo,  vomiting,  and  obdomlnol  discomfort  have  been  repo 
Specific  reports  on  the  hematopoietic  system  include  two  each  of  bone 
depression,  ogranulocytosis,  ond  leukopenia.  A variety  of  miscellaneous  od’-  c 
reoctions  hove  been  reported  by  physicians.  These  Include  complaints  such  o 
mouth,  heodoche,  dyspneo,  menstrual  upset,  hair  loss,  muscle  pain,  decre-c 
libido,  dysuria.  and  polyurlo. 

Convenience  of  two  dosage  forms;  TEPANIL  Ten-tob  toblets:  One  75  mg.  t 
dally,  swollowed  whole,  in  midmornlrtg  (10  o.m.);  TEPANIL:  One  25  mg.  tobiet  fie 
times  daily,  one  hour  before  meals.  If  desired,  on  additional  tobiet  moy  be  giv 
midevening  to  overcome  night  hunger.  Use  in  children  under  12  yeors  of  age 
recommended  t-oo6a  / i/7o  / u.s.  patent  no  3.oc1« 


1 
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DIVISION  OF  RICHARDSON-MERRELL  - 

PHILADELPHIA.  PENNSYLVANIA  194 


HmD  BRAND  OFLUTUTRIN 

3000  UNIT  TABLETS 


IN  THE  TREATMENT  OF  FUNCTIONAL  DYSMENORRHEA  AND  SELECTED  CASES  OF 
PREMATURE  LABOR  AND  2ND  AND  3RD  TRIMESTER  THREATENED  ABORTION 


LUTREXIN,  the  non-steroid  “uterine 
'elaxing  factor”  has  been  found  to  be  useful 
oy  many  clinicians  in  controlling  abnormal 
jterine  activity. 

■ Literature  on  indications  and  dosage  avail- 
able on  request. 


■ No  side  effects  have  been  reported,  even 
when  massive  doses  (25  tablets  per  day) 
were  administered. 

■ Supplied  in  bottles  of  twenty-five  3,000 
unit  tablets. 


(In  vivo  measurement  of  Lutrexin  on  contracting 
uterine  muscle  of  the  guinea  pig.) 


HVNSON,  WESTCOTT  & DUNNING,  INC.  Baltimore,  Maryland  21101 


( LTR23 ) 


[ 


He  is  middle-aged. 
When  he  needs  an  antibiotic 
he  may  be  a candidate  for 


DECLOSTATIN  300 

Demt‘lh>lchlorlelrar>Tline  HCl  300  mg  "1*1 
and  .N> statin  300.000  units  1^  -■  ^-'1 

CAPSllE-SHAPED  TABLETS  Ledirle  J J • 1 • U.  • 


To  guard  susceptible  patients  against  intestinal  monilial  over- 
growth during  broad-spectrum  therapy— the  protection  of 
nystatin  is  combined  with  demethylchlortetracycline  in 
DECLOSTATIN. 

For  your  susceptible  candidates,  prescribe  DECLOSTATIN 
— the  broad-spectrum  therapy  that  prevents  monilial 
overgrowth. 

Effectiveness:  Because  its  antibacterial  component  is  DECLOMYCIN 
Demetliylchkirtetracycline,  DECLOSTATIN  should  be  equally  or  more 
effective  therapeutically  than  other  tetracyclines  in  infections  caused  by 
tetracycline-sensitive  organisms.  The  antifungal  component.  Nystatin, 
protects  against  superinfection  by  antibiotic-resistant  fungal  overgrowth 
I particularly  monilia)  in  the  intestinal  tract. 

Contraindication:  History  of  hypersensitivity  to  demetliylchlortetracy- 
cline  or  nystatin. 

Warning:  In  renal  impairment,  usual  doses  may  lead  to  excessive  accum- 
ulation and  liver  toxicity.  Under  such  conditions,  lower  than  usual  doses 
are  indicated,  and,  if  therapy  is  prolonged,  serum  level  determinations 
may  be  advisable.  A photodynamic  reaction  to  natural  or  artificial  sun- 
light has  been  observed.  Small  amounts  of  drug  and  short  exposure  may 
produce  an  exaggerated  sunburn  reaction  which  may  range  from  ery- 
thema to  severe  skin  manifestations.  In  a smaller  proportion,  photo- 
allergic  reactions  have  been  reported.  Patients  should  avoid  direct 
exposure  to  sunlight  and  discontinue  drug  at  the  first  evidence  of  skin 
discomfort.  Necessary  subsequent  courses  of  treatment  with  tetracy- 
clines should  be  carefully  observed. 


Precautions:  Overgrowth  of  nonsusceptible  organisms  may  occur,  h 
stant  observation  is  essential.  If  new  infections  appear,  approp  * 
measures  should  be  taken.  In  infants,  increased  intracranial  pre  "^ 
with  bulging  fontanels  has  been  observed.  .All  signs  and  symptoms  ti 
disappeared  rapidly  upon  cessation  of  treatment.  j 

Side  Effects:  Gastrointestinal  system— anorexia,  nausea,  vomiting.  r| 
rhea,  stomatitis,  glossitis,  enterocolitis,  pruritus  ani.  Skin— macuhti', 
ular  and  erythematous  rashes;  a rare  case  of  exfoliative  dcrmatiti  Jsj 
been  reported.  Photosensitivity;  onycholysis  and  discoloration  o kI 
nails  (rare).  Kidney— rise  in  RUN.  apparently  dose  related.  Tranpl 
increase  in  urinary  output,  sometimes  accompanied  by  thirst  (iflj 
Hypersensitivity  reactions — urticaria,  angioneurotic  edema,  anaphy  >ij 
Teeth— dental  staining  (yellow-brown)  in  children  of  mothers  givei^ 
drug  during  the  latter  half  of  pregnancy,  and  in  children  given  the  4 
during  the  neonatal  period,  infancy  and  early  childhood.  Enamel 
plasia  has  been  seen  in  a few  children.  If  adverse  reaction  or  idij 
crasy  occurs,  discontinue  medication  and  institute  appropriate  th»-f 
Demethylchlortetracycline  may  form  a stable  calcium  complex  iiM 
bone-forming  tissue  with  no  serious  hannful  effects  reported  thc|| 
in  humans.  j 

■Average  .Adult  Daily  Dosage:  150  mg  q.i.d.  or  300  mg  b.i.d.  Shou  ■ 
given  1 hour  before  or  2 hours  after  meals,  since  absorption  is  imp  4 
by  the  concomitant  administration  of  liigh  calcium  content  drugs,  jj 
and  some  dairy  products.  Treatment  of  streptococcal  infections  slw! 
continue  for  10  days,  even  though  symptoms  have  subsided. 
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for  the  debilitated 
geriatric  patient 


BercMMsar 

TABLETS 

high  potency  B-complex  and  C 
for  nutritional  support 

AVAILABLE  ONLY  ON  Rx 
contains  water-soluble  vitamins  only 
b.i.d.  dosage 
good  patient  acceptance 
no  odor,  and  virtually  no  aftertaste 


Each  Berocca  Tablet  contains: 


Thiamine  mononitrate  15  mg 

Riboflavin  15  mg 

Pyridoxine  HCI 5 mg 

Niacinamide 100  mg 

Calcium  pantothenate  20  mg 

Cyanocobalamin  5 meg 

Folic  acid 0.5  mg 

Ascorbic  acid 500  mg 


Usual  dosage  is  one  tablet  b.i.d. 

Indications:  Nutritional  supplementation  in  conditions  in 
which  water-soluble  vitamins  are  required  prophylactically 
or  therapeutically. 

Warning:  Not  intended  for  treatment  of  pernicious  anemia 
or  other  primary  or  secondary  anemias.  Neurologic  involve- 
ment may  develop  or  progress,  despite  temporary  remission 
of  anemia,  in  patients  with  pernicious  anemia  who  receive 
more  than  0.1  mg  of  folic  acid  per  day  and  who  are  in- 
adequately treated  with  vitamin  B12. 

Dosage:  1 or  2 tablets  daily,  as  indicated  by  clinical  need. 
Available:  In  bottles  of  100, 


Roche 

LABORATORIES 


Division  of  Hoffmann-La  Roche  Inc 
Nutley.  New  Jersey  07110 


The  Washington  Scene 

A Summary  Report  Prepared  by 
the  Washington  Office  of  the  Amer- 
ican Medical  Association. 

The  Internal  Revenue  Service  postjwned  until 
next  Jan.  1 one  proxision  of  a new  requirement 
that  health  insurance  companies  report  to  the  IRS 
payments  of  §600  or  more  a year  to  a physician. 

The  delayed  provision  covers  payments  other 
than  under  medicare  and  medicaid.  Payments  of 
S600  or  more  under  these  government  programs 
must  be  reported  to  the  IRS.  A spokesman  said 
the  reporting  of  payments  other  than  under  the 
government  programs  was  delayed  for  a year  to 
allow  further  time  for  working  out  compliance 
procedures. 

The  IRS  regulation  applies  only  to  direct  pay- 
ments to  physicians.  The  Senate  added  an  amend- 
ment to  an  omnibus  tax  bill  that  would  have  ex- 
tended the  requirement  to  indirect  payments  also. 
But  House-Senate  conferees  took  out  the  amend- 
ment. 

Another  provision  unfavorable  to  physicians  was 
knocked  out  of  the  tax  bill,  but  a third  was  re- 
tained. 

The  Senate  rejected  a proposal  that  would  have 
restricted  the  tax  advantages  gained  by  physicians 
who  organize  professional  corporations  under  state 
laws  to  establish  retirement  plans.  The  Senate  Fi- 
nance Committee  had  added  an  amendment  that 
would  have  set  an  annual  limit  of  $2,500  per  in- 
di\idual,  the  same  as  specified  under  the  so-called 
Keogh  law.  But  the  Senate,  by  a vote  of  65-25, 
knockefl  out  the  amendment,  leaving  physicians, 
lawyers,  engineers  and  other  members  of  profes- 
sional cor{X)rations  able  to  set  aside  as  much  of 
their  income  for  retirement  as  they  choose. 

As  finally  passed  by  Congress,  the  measure  in- 
cludes a provision  putting  congressional  approval 
on  an  IRS  ruling  that  advertising  revenue  of  med- 
ical and  other  non-profit,  tax-exempt  organizations 
is  subject  to  the  regular  corporate  income  tax. 
Journals  of  state  medical  societies,  as  well  as  the 
Journal  of  the  American  Medical  Association,  are 
affected. 

* * * 

Medicare's  Part  B premium  partially  covering 


lii: 


physicians’  fees  will  go  up  from  S4  to  $5.30  a 
month  next  July  1. 

Health,  Education  and  Welfare  Secretary  Rob- 
ert H.  Finch  blamed  his  predecessor  in  the  post, 
Wilbur  J.  Cohen,  for  the  size  of  the  32  per  cent 
increase  in  the  premium  w’hich  is  matched  by  the 
federal  government. 

Finch  noted  that  the  present  $4  premium  rate, 
set  in  December  1968,  was  too  low  to  cover  costs 
during  the  current  premium  period  and  that  the 
special  Medical  Insurance  Trust  Fund  has  been 
drawing  on  its  reserves.  He  said  that  failure  to 
increase  the  premium  rate  last  December,  in  ac- 
cordance with  advice  from  Social  Security  Ad- 
ministration actuaries  had  made  it  necessary  now, 
in  effect,  to  promulgate  two  increases  at  once. 
Moreover,  the  depletion  of  the  trust  fund  that  has 
occurred  because  of  the  inadequate  rate  had  made 
it  necessary,  he  said,  to  provide  for  a somewhat 
higher  margin  of  contingency  than  w'ould  other- 
wise be  necessary. 

■About  half  the  increase,  64  cents,  was  needed  to 
finance  the  program  at  the  level  of  current  opera- 
tions. The  other  66  cents  of  the  SI. 30  increase  w'as 
distributed: 

— 26  cents  to  cover  an  estimated  increase  of 
about  6 per  cent  in  the  level  of  physicians’  fees; 

— about  12  cents  to  cov’er  an  estimated  increase 
of  2 per  cent  in  the  utilization  of  services  under 
the  program; 

— about  6 cents  because  the  $50  deductible 
which  a patient  pays  will  be  a smaller  proportion 
of  the  total  covered  charges; 

— the  remaining  22  cents  to  provide  a 4 per 

cent  margin  for  contingencies. 

* * * 

President  Xi.xon  signed  into  law  legislation  set- 
ting tough  federal  safety  standards  for  coal  mines. 

Although  he  had  reservations  about  a conflict 
with  state  workmen’s  compensation  laws,  Xixon 
said  “the  health  and  safety  pro\isions  of  this  act  '1 
represent  an  historic  advance  in  industrial  prac- 
(Continued  on  Page  74) 
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When  diarrhea  separates 
a man  from  his  joh.,. DONNAGEI* 


The  eoiicei*t  jus(  iinclei*>>aj, 
>Vlien  to  the  eonduetor 's  dismay 
Cramps  and  diai*i‘hea. 

Did  so  quiekh  appear. 


The  maesti'o  no  longer  eould  sta^. 


'H'l^OBINS  A.  H.  Robins  Company,  1407  Cummings  Drive,  Richmond,  Va.  23220 


Because  diarrhea  with  cramping,  nausea,  and  painful  straining  can 
r';  at  the  most  inopportune  time,  it  takes  a comprehensive  agent  to  treat  the 
>ti  diarrheal  syndrome  and  help  get  the  patient  back  on  the  job.  That’s  why 
i any  physicians  rely  on  Donnagel,  especially  during  the  fall  and  winter 
icihs  when  “flu”  and  viral  gastroenteritis  usually  hit  their  peak. 

Donnagel  is  much  more  than  just  a simple  kaolin-pectin  combination. 

!so  contains  the  belladonna  alkaloids  to  calm  GI  liypermotility  and  help 
d|ve  the  distressing  discomforts  which  so  often  accompany  diarrhea.  Certainly 
fess  expensive  and  more  convenient  than  taking  two  medications.  And  the 
oj^e  is  lower  too.  Available  in  the  handy  4-oz.  plastic  bottle  at  pharmacies 
v<  where  on  your  prescription  or  recommendation. 

0 Diarrhea  and  its  Discomforts 

Donnager 

-a  fluid  ounce  contains:  Kaolin,  6 Gm.;  Pectin,  142.8  mg.;  Hyoscyamine  sulfate, 
'•87  mg.;  Atropine  sulfate,  0.0194  mg.;  Hyoscine  hydrobromide,  0.0065  g.; 

>ojm  benzoate  (preservative),  60  mg.;  Alcohol,  3.8%. 
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All  the  Robitussins  contair 


THERE'S  A ROBITUSSIN  FOR  EVERY  COUGHING  NEED 


All  the  Robitussins  contain  gylceryl  For  unproductive  allergic  coughs 
guaiacolate,  an  outstanding  expec-  ROBITUSSIN  A-C® 
torant  agent  that  greatly  increases 
the  output  of  lower  respiratory  tract 
fluid.  Increased  RTF  volume  exerts  a 
demulcent  effect  on  the  tracheo- 
bronchial mucosa,  promotes  ciliary 
action,  and  makes  thick,  inspissated 
mucus  less  viscid  and  easierto  raise. 


Each  5 cc.  contains: 

Glyceryl  guaiacolate  , . 100.0  mg. 
Pheniramine  maleate  . . 7.5  mg. 

Codeine  phosphate  . . . 10.0  mg. 

(warning:  may  be  habit  forming) 
Alcohol,  3.5% 


For  coughs  of  colds  and  "flu" 
ROBITUSSIN® 

Each  5 cc.  contains: 

Glyceryl  guaiacolate  . . 100.0  mg. 
Alcohol,  3.5% 

Non-narcotic  for  6-8  hr.  cough  control 
ROBITUSSIN-DM® 

Each  5 cc.  contains: 

Glyceryl  guaiacolate  . . 100.0  mg. 
Dextromethorphan 
hydrobromide  ....  15.0  mg. 

Alcohol,  1.4% 


Clears  sinuses  and  nasal 
stuffiness  as  it  relieves  cough 
ROBITUSSIN-PE® 

Each  5 cc.  contains: 

Glyceryl  guaiacolate  . . 100.0  mg. 
Phenylephrine 

hydrochloride 10.0  mg. 

Alcohol,  1.4% 

Robitussin-DM  in  solid 
form  for  "coughs  on  the  go" 

COUGH  CALMERS™ 

Each  Cough  Calmer  contains: 
Glyceryl  guaiacolate  . . 50.0  mg. 

Dextromethorphan 
hydrobromide  ....  7.5  mg. 


Use  this  handy  guide  to  pick  the  right  formulation  for  each  coughing  need 

Robitussin 

Robitussin-DM 

Robitussin  A-C 

Robitussin-PE 

Cough  Calmers 

!:xDectorant 

1 

• 

• 

• 

• 

• 

)emulcent 

• 

• 

• 

• 

• 

j^ouqh  Suppressant 

• 

• 

• 

Antihistamine 

• 

l-onq-Actina  (6-8  hours') 

i 

• 

• 

iJasal,  Sinus  Decongestant 

• 

iJon-narcotic 

• 

• 

• 

• 

I'H'f^OBINS 


A.  H.  Robins  Company,  Richmond,  Va.  23220 


WASHINGTON  SCENE 

(Continued  from  Page  72) 

tices.”  He  also  cautioned  that  this  law  should  in 
no  way  ‘‘be  considered  a precedent  for  future  fed- 
eral administration  of  workmen’s  compensation 
programs.” 

The  Secretary  of  Health,  Education  and  Wel- 
fare w'as  given  for  the  first  time  authority  to  set 
health  standards  for  mines.  Xi.xon  said  he  had 
asked  that  wherever  possible  the  disability  stan- 
dards under  the  new  act  be  consistent  with  those 
of  the  Social  Security  disability  program. 

Pressure  for  the  legislation  started  building  up 
after  78  died  in  a Mannington,  W.  Va.,  mine  dis- 
aster last  November. 

The  AMA  supported  an  overall  Administration 
bill  on  occupational  health  and  safety,  and  pledged 
the  backing  of  the  nation's  physicians  for  any  pro- 
gram “^well  designed  to  improve  the  safety  and 
health  of  the  American  worker.” 

^ ^ 

A National  Heart  and  Lung  Institute  task  force 
predicted  that  the  demand  for  heart  transplants 
will  increase  beyond  the  present  lev'el  of  about  100 
a year  and  exceed  the  number  of  the  organs  avail- 
able for  the  operation. 

The  report  of  the  task  force  on  cardiac  replace- 
ment also  said: 

— Less  than  16  per  cent  of  the  200,000  Ameri- 
cans under  65  who  die  each  year  from  heart  dis- 
ease are  good  candidates  for  transplants. 

— Rejection  of  the  transplanted  heart  will  re- 
main “the  greatest  barrier  to  prolonged  survival.” 

— Development  of  an  artificial  heart  is  now  a 
distinct  possibility. 

— The  federal  government  should  emphasize  re- 
search on  the  prevention,  early  detection  and  early 
treatment  of  heart  disease. 

— A new  definition  of  death  is  needed. 


X-RAY:  200  MA,  100  KV,  radiographic 
fluoroscopic  unit.  Cable  transformer  and 
dark  room  equipment.  Like  new;  must 
sacrifice. 

CONTACT  MRS.  ADAMS 
Wellesley  Hills,  Mass. 

617-235-2648 


— Total  transplant  charges  for  36  patients  aver- 
aged SI 8,694  per  patient. 

— Heart  transplants  have  been  performed  on  148 
patients,  with  23  persons  still  surviving,  16  of  them 
in  the  L’nited  States. 

— iMore  than  32,000  heart  disease  victims  can 
be  considered  transplant  candidates,  but  there  are 
only  about  22,000  possible  donors  a year,  the  re- 
port said. 

^ ^ 

The  Food  and  Drug  Administration  was  reor- 
ganized and  given  independent  status  under  a new 
commissioner. 

The  reorganization  followed  several  years  of 
criticism  of  the  Health,  Education  and  Welfare 
Department  agency  from  all  sides  — Congress,  in- 
dustry and  consumers’  groups.  The  criticism  re- 
sulted in  a two-month  study  by  a task  force 
headed  by  HEW  Deputy  Assistant  Secretary'  for 
Welfare  Fred  ^lalek. 

The  reorganization  focused  on  FDA’s  structural 
problems  and  the  chief  aim  of  HEW  Secretary- 
Robert  H.  Finch  appeared  to  be  to  get  the  agency 
operating  more  efficiently.  FDA  was  taken  out  of 
the  Consumer  Protection  and  Environmental 
Health  Serv'ice  and  placed  in  the  department’s  staff 
structure  on  an  equal  basis  with  the  remaining 
Environmental  Health  ervice  and  the  National  In- 
stitutes of  Health. 

Dr.  Charles  C.  Edwards  46,  formerly  a division 
director  on  the  American  iMedical  Association 
headquarters  staff,  was  named  to  replace  Dr.  Her- 
bert L.  Ley,  Jr.,  as  head  of  the  FDA.  Ley  was 
offered  another  jx)st  in  HEW  but  declined  it.  Two 
of  Ley’s  top  aides  FDA  Deputy  Commissioner 
Winton  B.  Rankin  and  Associate  Commissioner  for 
Compliance  J.  Kenneth  Kirk,  were  transferred 
from  the  agency. 

Edwards  was  praised  by  a former  associate  on 
the  AMA  staff,  C.  Joseph  Stetler,  president  of  the 
Pharmaceutical  Association,  as  being  highly  quali- 
fied by  his  scientific  and  administrative  back- 
ground. 

The  new  FDA  head  said  he  would  bring  “hard- 
nosed  management  principles’’  to  the  agency  and 
work  more  closely  with  industry,  but  that  his  ad- 
ministration of  FDA  would  be  oriented  to  the 
consumer.  He  said  his  decisions  as  a government 
official  will  not  be  influenced  by  his  former  as- 
sociation with  the  AMA. 


74 


Rhode  Island  Medical  Journal 


in  ceu*diac  edema 


gets  the  water  out 
spa^res  the  poteissium 


Before  prescribing,  see  complete  prescribing  in- 
formation in  SK&F  literature  or  PDR. 

Contraindications:  Pre-existing  elevated 
serum  potassium.  Hypersensitivity  to  either  com- 
ponent. Continued  use  in  progressive  renal  or 
hepatic  dysfunction  or  developing  hyperkalemia. 

Warnings:  Do  not  use  dietary  potassium  sup- 
plements or  potassium  salts  unless  hypokalemia 
develops  or  dietary  potassium  intake  is  mark- 
edly impaired.  Enteric-coated  potassium  salts 
may  cause  small  bowel  stenosis  with  or  without 
ulceration.  Hyperkalemia  (>5.4  mEq/L)  has  been 
reported,  in  4%  of  patients  under  60  years,  in 
12%  of  patients  over  60  years,  and  in  less  than  8% 
of  patients  overall.  Rarely,  cases  have  been  as- 
sociated with  cardiac  irregularities.  Accordingly, 
check  serum  potassium  and  BUN  during  therapy, 
particularly  in  patients  with  suspected  or  con- 
firmed renal  or  hepatic  insufficiency  (e.g.,  cer- 
tain elderly  or  diabetics).  If  hyperkalemia  de- 
velops, substitute  a thiazide  alone.  If  spironolac- 
tone is  used  concomitantly  with  ‘Dyazide’,  check 
serum  potassium  frequently — their  combined  use 
can  cause  potassium  retention  and  sometimes 
hyperkalemia.  Two  deaths  have  been  reported 
in  patients  on  such  combined  therapy  (in  one, 
recommended  dosage  was  exceeded;  in  the  other, 
serum  electrolytes  were  not  properly  monitored). 
Observe  regularly  for  possible  blood  dyscrasias, 
liver  damage  or  other  idiosyncratic  reactions. 
Blood  dyscrasias  have  been  reported  in  patients 
receiving  Dyrenium  (triamterene,  sk&f).  Rarely, 
leukopenia,  thrombocytopenia,  agranulocytosis, 
and  aplastic  anemia  have  been  reported  with  the 
thiazides.  Watch  for  signs  of  impending  coma  in 
acutely  ill  cirrhotics.  Thiazides  are  reported  to 


cross  the  placental  barrier  and  appear  in  breast 
milk;  thus  adverse  reactions  which  have  occurred 
in  adults  may  occur  in  the  fetus  or  newborn  infant. 
Rarely,  thrombocytopenia  or  pancreatitis  has  de- 
veloped in  newborn  infants  whose  mothers  had 
received  thiazides  during  pregnancy.  When  used 
during  pregnancy  or  in  women  who  might  bear 
children,  weigh  potential  benefits  against  possible 
hazards  to  fetus. 

Precautions:  Do  periodic  serum  electrolyte  de- 
terminations. Do  periodic  blood  studies  in  cir- 
rhotics with  splenomegaly.  Antihypertensive  ef- 
fects may  be  enhanced  in  postsympathectomy  pa- 
tients. The  following  may  occur:  hyperuricemia 
and  gout,  reversible  nitrogen  retention,  decreasing 
alkali  reserve  with  possible  metabolic  acidosis, 
hyperglycemia  and  glycosuria  (diabetic  insulin 
requirements  may  be  altered),  digitalis  intoxica- 
tion (in  hypokalemia).  Use  cautiously  in  surgical 
patients.  Adjust  dose  of  antihypertensive  agents 
given  concomitantly. 

Adverse  Reactions:  Muscle  cramps,  weak- 
ness, dizziness,  headache,  dry  mouth;  anaphy- 
laxis; rash,  urticaria,  photosensitivity,  purpura, 
other  dermatological  conditions;  nausea  and  vom- 
iting (may  indicate  electrolyte  imbalance),  diar- 
rhea, constipation,  other  gastrointestinal  distur- 
bances. Rarely,  necrotizing  vasculitis,  altered  car- 
bohydrate metabolism,  hyperbilirubinemia,  par- 
esthesias, icterus,  pancreatitis,  and  xanthopsia 
have  occurred  with  thiazides  alone. 

Supplied:  Bottles  of  100  capsules. 
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District  Medical  Society  Meetings 


PROVIDENCE  MEDICAL  ASSOCIATION 

Tlie  123rd  annual  meeting  of  the  Providence 
Medical  Association  was  held  at  the  Rhode  Island 
Medical  Society  Library  on  Monday,  January  5, 
1970.  The  meeting  was  called  to  order  by  Dr. 
Xathan  Chaset,  President,  at  8:35  p.m. 

Doctor  Chaset  stated  that  a reading  of  the  min- 
utes of  the  December  meeting  would  be  omitted 
but  the  minutes  would  be  pubhshed  in  the  Rhode 
Island  Medical  Journal. 

Annual  Report  of  the  Secretary 
Dr.  Joseph  E.  Caruolo  read  his  annual  report, 
copy  of  which  is  made  a part  of  the  official  rec- 
ords of  the  meeting. 

Action:  A motion  was  made,  seconded  and  voted 
that  the  annual  report  of  the  Secretary  be  re- 
ceived and  placed  on  record. 

Doctor  Chaset  called  for  a moment  of  silent 
prayer  in  memory  of  members  who  died  during 
1969,  and  also  for  Dr.  James  Hamilton  who  had 
died  since  the  first  of  the  New  Year. 

Annual  Report  of  the  Treasurer 
In  the  absence  of  the  Treasurer,  who  was  conva- 
lescing from  an  illness,  the  annual  report  of  the 
Treasurer  was  read  by  Dr.  Joseph  E.  Caruolo. 
Action:  A motion  was  made,  seconded  and  voted 
that  the  annual  report  of  the  Treasurer  be  re- 
ceived and  placed  on  file. 

Presidential  Address 

Dr.  Nathan  Chaset  delivered  his  address  in 
which  he  raised  many  interesting  questions  chal- 
lenging the  medical  profession  in  the  years  aread. 
Copy  of  the  address  is  made  part  of  the  records 
of  the  meeting.  (See  page  87  in  this  Journal.) 

Report  of  the  Executive  Committee 
The  Secretary  reported  that  the  Executive  Com- 
mittee recommended  for  election  to  active  mem- 
bership the  following: 

Dr.  Vishram  B.  Rege  and  Dr.  Henry  S.  Urba- 
niak  Jr.,  both  of  Providence,  Rhode  Island. 
Action:  A motion  was  made,  seconded  and  voted 

76 


that  Drs.  Rege  and  Urbaniak  be  elected  to  ac- 
tive membership. 

The  Secretary  also  reported  that  Dr.  James 
^lold  has  resigned  and  that  he  was  moving  to 
Alberta,  Canada. 

He  also  reported  that  the  E.xecutive  Committee 
had  authorized  a meeting  sponsored  by  the  Asso- 
ciation to  be  held  with  the  members  of  the  Gen- 
eral Assembh'  from  the  greater  Providence  area. 

Election  of  Officers  for  1970 
The  Secretary  reported  that  no  counter  nomina- 
tions had  been  received  to  the  slate  of  officers  and 
delegates  proposed  by  the  Executive  Committee, 
and  submitted  to  the  membership  in  writing  in  De- 
cember. He  therefore  moved  the  election  of  the 
slate  as  proposed,  and  the  motion  was  seconded 
and  voted.  (The  slate  of  members  elected  is  made 
part  of  the  official  records  of  the  meeting.) 

Doctor  Chaset  named  Drs.  John  Ham  and  Stan- 
ley D.  Simon  as  a committee  to  escort  Dr.  Ber- 
tram H.  Buxton,  Jr.,  the  new  President,  to  the 
platform.  Doctor  Buxton  expressed  his  apprecia- 
tion for  the  honor  accorded  him,  and  he  paid  trib- 
ute to  Doctor  Chaset  for  his  outstanding  services 
to  the  medical  profession. 

.At  the  conclusion  of  his  remarks  Doctor  Buxton 
presented  Doctor  Chaset  \\ith  an  engraved  gavel 
from  the  Association. 

Scientific  Program  , 

The  President  introduced  Dr.  Henry  T.  Randall,  I 
Director  of  Surgical  Research  at  Rhode  Island  ' 
Hospital,  and  Profession  of  Aledical  Sciences  (sur-  I 
gery)  at  Brown  University,  who  addressed  the 
membership  on  the  subject  “Enteral  and  Paren-  ] 
teral  Nutrition  with  Elemental  Materials.”  j 

He  began  by  pointing  out  that  this  method  of 
feeding  patients  need  not  be  considered  in  pre- 
viously well  nourished  individuals  undergoing  sur- 
gical procedures,  even  those  of  moderate  complex- 
ity. He  allowed  that  fluid  and  electrolyte  replace- 
ment and  administration  of  glucose  almost  always 
suffices. 

(Continued  on  Page  77) 
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or  headache,  a sovereign  remedy  was 
i)  wear  a snakeskin  round  one's  head. 


V once-popular  treatment  for  back  pains 
vas  to  have  the  seventh  son  of  a seventh  son 
'tand  or  walk  on  the  patient's  back. 


The  pain  of  earache  was  allegedly  relieved 
by  holding  a hot  roasted  onion  to  the  ear. 


A realistic 
approach 
to  pain 
relief 


‘Empirin’’ 

compound  with  Codeine 
Phosphate  gr.  1/2  No.  3 

ach  tablet  contains: 

'odeine  Phosphate  gr.  1/2  (Warning- 
lay  be  habit  forming),  Phenacetin  gr.  2 1 / 2, 
ispirin  gr.  3 1/2,  Caffeine  gr.  1 / 2. 

ceeps  the  promise 
>f  pain  relief 

•W.  & Co.'  narcotic  products  are 
! loss  "B",  and  as  such  are  available  on  oral 
' ' escriplion,  where  State  law  permits. 

^BURROUGHS  WELLCOME  & CO.  (U.S.A.)  INC. 
Tiickahoe.  N.Y. 


closely  supervised  and  should  be 
warned  to  discontinue  the  drug  and 
report  immediately  if  fever,  sore 
throat,  or  mouth  lesions  (symptoms 
of  blood  dyscrasia);  sudden  weight 
gam  (water  retention);  skin  reac- 
tions. black  or  tarry  stools  or  other 
evidence  of  intestinal  hemorrhage 
occur  Make  complete  blood  counts 
at  weekly  intervals  during  early 
therapy  and  at  2-week  intervals 
thereafter.  Discontinue  the  drug 
immediately  and  institute  counter- 
measures if  the  white  count  changes 
significantly,  granulocytes  decrease, 
or  immature  forms  appear.  Use 
greater  care  in  the  elderly  and  in 
hypertensives. 


Contraindications:  Edema,  danger 
of  cardiac  decompensation,  history 
or  symptoms  of  peptic  ulcer,  renal, 
hepatic  or  cardiac  damage,  history 
of  drug  allergy,  history  of  blood 
dyscrasia.  The  drug  should  not  be 
given  when  the  patient  is  senile  or 
when  other  potent  drugs  are  given 
concurrently.  Large  doses  of  the 
alka  formulation  are  contraindi- 
cated in  glaucoma. 

Warning:  If  coumarin-type  anti- 
coagulants are  given  simultaneously, 
watch  for  excessive  increase  in  pro- 
thrombin time  Instances  of  severe 
bleeding  have  occurred.  Persistent 
or  severe  dyspepsia  may  indicate 
peptic  ulcer,  perform  upper  gastro- 


T:.-' 


intestinal  x-ray  diagnostic  tests  if 
drug  IS  continued.  Pyrazole  com- 
pounds may  potentiate  the  pharma- 
cologic action  of  sulfonylurea, 
sulfonamide-type  agents  and  insulin. 
Carefully  observe  patients  receiving 
such  therapy.  Use  with  caution  in 
the  first  trimester  of  pregnancy  and 
in  patients  with  thyroid  disease 
Precautions  Before  prescribing, 
carefully  select  patients,  avoiding 
those  responsive  to  routine  meas- 
ures as  well  as  contraindicated 
patients.  Obtain  a detailed  history 
and  a complete  physical  and  labora- 
tory examination,  including  a blood 
count  Patients  should  not  exceed 
recommended  dosage,  should  be 


Adverse  Reactions:  The  mor 
common  are  nausea  and  ede 
Swelling  of  the  ankles  or  face 
minimized  by  withholding  dieta 
salt,  reduction  in  dosage  or  use 
diuretics.  In  elderly  patients  anc 
in  those  with  hypertension  the' 
should  be  discontinued  with  thf 
pearance  of  edema.  The  drug  h; 
been  associated  with  peptic  ulc 
and  may  reactivate  a latent  pep 
ulcer. The  patient  should  be  in- 
structed to  take  doses  immedia 
before  or  after  meals  or  with  m 
minimize  gastric  upset.  Drug  ra 
occasionally  occurs.  If  it  does, 
promptly  discontinue  the  drug. 
Agranulocytosis,  exfoliative  de 


Sandy  sails  again! 
After  an  arthritic  flare-up. 

His  rheumatoid  arthritis  flared  out  of  aspirin  control. 

It  meant  weeks  of  pain,  stiffness, 
swelling  and  tenderness. . .and  a lot  of  sun  and  wind  that 
somebody  else  took  advantage  of. 

Next  time,  after  aspirin,  consider  Butazolidin  alka: 
prompt  anti-inflammatory  effectiveness 
short  trial  period 
low  maintenance  dosage 

usual  dosage:  1 capsule  q.i.d.  initially,  then  1 or  2 daily 

Butazolidin"  alka  & 

100  mg.  phenylbutazone 

100  mg.  dried  aluminum  hydroxide  gel 

150  mg.  magnesium  tnsilicate 


Serious  side  effects  can  occur. 

Select  patients  carefully  (particu- 
larly the  elderly)  and  follow  them 
closely  in  line  with  the  drug's  pre- 
cautions, warnings  and  contraindica- 
tions. Read  the  prescribing  informa- 
tion. It's  summarized  below. 


u evens-Johnson  syndrome, 

I syndrome  (toxic  necrotizing 
J'nolysis),or  a generalized 

H;  reaction  similar  to  serum 
tjjS  may  occur  and  require 
ment  withdrawal  of  medica- 

I I granulocytosis  can  occur 

Ic  ily  in  spite  of  regular,  repeated 
r white  counts.  Stomatitis 
l-irely,  salivary  gland  enlarge- 
^lay  require  cessation  of  treat- 
W^uch  patients  should  not 
subsequent  courses  of  the 
l^'omiting,  vertigo  and  languor 
V,:cur.  Leukemia  and  leukemoid 
c ns  have  been  reported  While 
: ' initely  attributable  to  the 
causal  relationship  cannot 


be  excluded. Thrombocytopenic 
purpura  and  aplastic  anemia  may 
occur.  Confusional  states,  agitation, 
headache,  blurred  vision,  optic 
neuritis  and  transient  hearing  loss 
have  been  reported,  as  have  hyper- 
glycemia, hepatitis,  jaundice,  hyper- 
sensitivity angiitis,  pericarditis  and 
several  cases  of  anuria,  glomer- 
ulonephritis and  hematuria.  With 
long-term  use,  reversible  thyroid 
hyperplasia  may  occur  infrequently. 
Moderate  lowering  of  the  red  cell 
count  due  to  hemodilution  may 
occur. 

Dosage  in  Rheumatoid  Arthritis: 
Initial:  3 to  6 capsules  daily  in  3 or  4 
equal  doses.  Trial  period:  1 week. 


Maintenance  dosage  should  not 
exceed  4 capsules  daily,  response  is 
often  achieved  with  1 or  2 capsules 
daily.  In  selecting  the  appropriate 
dosage  in  any  specific  case,  con- 
sideration should  be  given  to  the 
patient's  weight,  general  health,  age 
and  any  other  factors  influencing 
drug  response.  (B)46-070-C 
For  complete  details,  pjease^see  f u[l 
prescribing  information . 

Geigy  Pharmaceuticals 
Division  of 

Geigy  Chemical  Corporation 
Ardsley,  NewYork  10502 


If  it  doesn't  work  in  a week,  forget  it. 


symptoms  of  mixed  anxiety-depression  are  rareiy  ciear-cul 
but  they  are  often  a ciear  indication  for 


MellanT 

(thioridazine) 

25  mg.  t.i.d. 

effective  in  mixed  anxiety-depression  and  in  moderate  to  severe  anxiety 


Before  prescribing  or  administering,  see  Sandoz 
literature  for  full  product  information,  including 
adverse  reactions  reported  with  phenothiazines.  The 
following  is  a brief  precautionary  statement. 

Contraindications;  Severe  central  nervous  system 
depression,  comatose  states  from  any  cause,  hyper- 
tensive or  hypotensive  heart  disease  of  extreme  degree. 

Warnings:  Administer  cautiously  to  patients  who  have 
previously  exhibited  a hypersensitivity  reaction  (e.g., 
blood  dyscrasias,  jaundice)  to  phenothiazines.  Pheno- 
thiazines are  capable  of  potentiating  central  nervous 
system  depressants  (e.g.,  anesthetics,  opiates,  alcohol, 
etc.)  as  well  as  atropine  and  phosphorus  insecticides. 
During  pregnancy,  administer  only  when  necessary. 

Precautions:  There  have  been  infrequent  reports  of 
leukopenia  and/or  agranulocytosis  and  convulsive 
seizures.  In  epileptic  patients,  anticonvulsant 
medication  should  also  be  maintained.  Pigmentary 
retinopathy  may  be  avoided  by  remaining  within  the 
recommended  limits  of  dosage.  Administer  cautiously 
to  patients  participating  in  activities  requiring 
complete  mental  alertness  (e.g.,  driving).  Orthostatic 
hypotension  is  more  common  in  females  than  in  males. 
Do  not  use  epinephrine  in  treating  drug-induced 
hypotension.  Daily  doses  in  excess  of  300  mg.  should 
be  used  only  in  severe  neuropsychiatric  conditions. 


Adverse  Reactions:  Central  Nervous  System- 
Drowsiness,  especially  with  large  doses,  early  in 
treatment;  infrequently,  pseudoparkinsonism  and 
other  extrapyramidal  symptoms;  nocturnal  confusion, 
hyperactivity,  lethargy,  psychotic  reactions, 
restlessness,  and  headache.  Autonomic  Nervous 
Sysfem— Dryness  of  mouth,  blurred  vision,  constipation, 
nausea,  vomiting,  diarrhea,  nasal  stuffiness,  and  pallor. 
Endocrine  Sysfem— Galactorrhea,  breast  engorgement, 
amenorrhea,  inhibition  of  ejaculation,  and  peripheral 
edema.  S/r/n— Dermatitis  and  skin  eruptions  of  the 
urticarial  type,  photosensitivity.  Cardiovascular 
System— Changes  in  the  terminal  portion  of  the 
electrocardiogram  have  been  observed  in  some 
patients  receiving  the  phenothiazine  tranquilizers, 
including  Mellaril  (thioridazine).  While  there  is  no 
evidence  at  present  that  these  changes  are  in  any  way 
precursors  of  any  significant  disturbance  of  cardiac 
rhythm,  several  sudden  and  unexpected  deaths 
apparently  due  to  cardiac  arrest  have  occurred  in 
patients  previously  showing  electrocardiographic 
changes.  The  use  of  periodic  electrocardiograms  has 
been  proposed  but  would  appear  to  be  of  questionable 
value  as  a predictive  device.  Other- 
case  described  as  carotid  swelling. 


SANDOZ  PHARMACEUTICALS,  HANOVER,  N.J.  SANDOZ  69-384 


A single 
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(Continued  from  Page  76) 

However,  a malnourished  individual  who  is 
looking  forward  to  a major  procedure  and  an  ex- 
tended post  operative  course,  if  not  a complicated 
one,  presents  quite  a different  problem,  said  Doc- 
tor Randall.  He  stated  that  elemental  feeding 
should  be  considered  among  the  very  first  of  the 
therapeutic  procedures  instituted,  and  not  as  a 
measure  of  desperation. 

Also  in  chronically  malnourished  patients,  ele- 
mental feeding  may  be  most  beneficial.  Since  long 
term  parenteral  feeding  has  its  limitations  as  does 
all  parenteral  therapy,  enteral  elemental  feeding 
may  be  preferentially  considered. 

Doctor  Randall  said  that  enteral  preparations 
are  already  available  to  the  practitioner  nd  that 
parenteral  preparations  are  on  the  way.  He  added 
that  the  delivery  of  these  substances  into  large 
central  veins  and  not  into  small  peripheral  veins 
is  most  important. 

The  significance  of  Doctor  Randall’s  talk  can- 
not be  overemphasized. 

The  Providence  Medical  Association  is  grateful 
to  Doctor  Randall  and  indebted  to  him  for  his 
excellent  presentation. 

Adjournment 

The  meeting  was  adjourned  at  10:15  p.m. 
.Attendance  46 
Collation  was  served. 

Respectfully  submitted 
Joseph  E.  Caruolo,  M.D. 
Secretary 

WASHINGTON  COUNTY  MEDICAL  SOCIETY 

The  quarterly  meeting  of  the  Washington 
County  Medical  Society  was  held  at  the  Swiss 
Chalet,  Westerly,  Rhode  Island,  on  October  8, 
1969. 

The  meeting  was  called  to  order  by  Dr.  Erwin 
Siegmund,  President,  at  11:45  a.m.  Members  pres- 
ent were  Doctors  Agnelli,  Burbelo,  Capalbo,  Cer- 
rito, Drake,  Freye,  Gale,  L.  Johnson,  Knisley, 
Kraemer,  LaPere,  Manganaro,  McGrath,  Menzies, 
Morrone,  Nathans,  O’Neil,  Palaia,  Pinto,  Potter, 
Robinson,  Siegmund,  Tang,  Tully,  Valbuena,  Vis- 
gilio,  Walsh,  J.  P.  Wood,  and  P.  Wood. 

It  was  moved  by  Doctor  Nathans  and  seconded 
by  Doctor  Morrone  that  the  minutes  of  the  last 
quarterly  meeting  be  accepted  as  printed  and  dis- 
tributed, without  being  read. 

Several  communications  were  read  and  placed  on 
file.  One  communication  from  Air.  Farrell  regard- 
ing Mr.  Edward  P.  Donelan,  Field  Secretary  for 


the  American  Medical  Association,  was  discussed 
and  Doctor  Morrone  suggested  we  have  him  as 

(Continued  on  next  page) 

OFFICERS  AND  DELEGATES  ELECTED  BY 
PROVIDENCE  MEDICAL  ASSOCIATION 
FOR  1970 

President:  Bertram  H.  Buxton,  Jr.,  M.D. 
Vice  President:  David  Freedman,  M.D. 

Secretary:  Joseph  E.  Caruolo,  AI.D. 
Treasurer:  William  A.  AIcDonnell,  M.D. 
Trustee  of  R.I.  Medical  Library  (1  year  term) 
Alfred  L.  Potter,  AI.D. 

Executive  Committee  (3  year  terms) 
Francis  P.  Catanzaro,  M.D. 

Frank  Giunta,  M.D. 

Delegates  to  the  House  of  Delegates 
of  the  Rhode  Island  Medical  Society 
John  T.  Barrett,  M.D. 

J.  Robert  Bowen,  M.D. 

Bertram  H.  Buxton,  Jr.,  AI.D. 

Joseph  Caruolo,  AI.D. 

Francis  P.  Catanzaro,  M.D. 

Nathan  Chaset,  M.D. 

George  V.  Coleman,  AI.D. 

Joeph  L.  Dowling,  Jr.,  M.D. 

John  A.  Dillon,  AI.D. 

Herbert  Ebner,  AI.D. 

Alartin  E.  Felder,  AI.D. 

Frank  D.  Fratantuono,  M.D. 

Alvin  G.  Gendreau,  M.D. 

Herbert  F.  Hager,  AI.D. 

Milton  W.  Hamolsky,  AI.D. 

Thomas  F.  Head,  M.D. 

Joseph  Lambiase,  AI.D. 

Robert  V.  Lewis,  AI.D. 

Henr\'  AI.  Litchman,  AI.D. 

Thomas  R.  Littleton,  M.D. 

Vincent  I.  Alac Andrew,  AI.D. 

William  J.  AlacDonald,  AI.D. 

Peter  Alathieu,  M.D. 

William  A.  AIcDonnell,  AI.D. 

Frank  Alerlino,  AI.D. 

James  B.  Aloran,  AI.D. 

Gutavo  A.  Alotta,  AI.D. 

Raul  Nodarse,  AI.D. 

Edwin  B.  O’Reilly,  AI.D. 

Ralph  F.  Pike,  AI.D. 

Robert  P.  Sami,  AI.D. 

William  R.  Thompson,  AI.D. 

John  Turner,  II,  AI.D. 

Banice  Webber,  AI.D. 

Elihu  S.  Wing,  Jr.,  AI.D. 
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"SPECIALIST^ 

on  hundreds 
of  cases .... 

Just  as  many  doctors  specialize, 
we  have  concentrated  our  efforts  in 
selecting  and  retailing  the  finest 
wines  in  the  world.  In  a sense,  we  are 
‘‘specialists”,  too. 

We  have  more  than  1600 
different  types  of  wines  from 
w'hich  you  can  select.  If  you're 
uncertain  as  to  the  right  wine  for  a 
particular  occasion,  we'd  be  very 
happy  to  help  you,  just  as  we  have 
helped  thousands  of  others  enjoy  the 
finest  wines  in  the  world.  \\’e  are 
"specialists”  on  hundreds  of  cases 
of  the  finest  vintages.  Let  us  help 
you  select  from  the  largest  array 
of  wines  in  the  area.  As  a matter  of 
fact,  we  have  a one-third  greater 
selection  than  any  wine  shop 
in  New  York.  .A.nothcr  “plus".  Join 
our  Vintage  Guild.  Membership 
is  free. 


Please  see  our  “specialists." 
No  appointment  necessary. 


our  guest  speaker  at  our  ne.xt  regular  meeting.  He 
was  to  be  contacted  by  the  Secretary. 

Dr.  Heniy  Freye  discussed  the  Rubella  \’accine 
Program  being  prepared  by  the  State  Health  De- 
partment under  the  sponsorship  of  the  Rhode  Is- 
land Medical  Society.  Doctor  Freye  suggested  that 
we  write  Doctor  Wienstein  of  Boston  concerning 
his  view  about  the  Rubella  \’accine.  Doctor  Sieg- 
mund  was  to  contact  Doctor  Scott  from  the  State 
Health  Department  so  that  he  could  discuss  the 
program  with  the  Medical  Staff  at  both  South 
County  and  Westerly  Hospitals. 

A motion  was  made  by  Doctor  Kraemer  and 
seconded  by  Doctor  Nathans  that  the  Society  go 
on  record  as  being  in  favor  of  immunization  pro- 
gram being  carried  on  by  the  usual  channels  and 
not  by  specific  clinics  as  the  Rubella  clinics.  The 
motion  was  withdrawn  after  some  discussion. 

Doctor  Kraemer  reported  on  the  past  council 
meeting. 

The  nomination  committee  of  Doctors  Agnelli, 
^Manganaro  and  Walsh  were  appointed  by  the 
President  and  they  wall  make  their  report  at  the 
next  quarterly  meeting. 

The  Osteopathic  question  was  again  discussed 
at  length,  including  their  use  of  local  hospitals  on 
an  equal  basis.  Doctor  Kraemer  suggested  that 
the  bylaws  of  our  hospitals  be  modified  to  admit 
Osteopaths  and  that  the  State  Society  will  resolve 
the  problem  later. 

Doctor  Nathans  moved  the  question  which  was 
seconded  by  Doctor  ^lorrone  that  Osteopaths 
qualified  to  practice  in  the  State  of  Rhode  Island 
be  allowed  to  join  the  district  Medical  Society 
provided  that  they  abide  by  limitations  on  mem- 
bership of  the  State  Society  membership  as  follows: 

1 ) That  the  physician  be  licensed  to  practice 
medicine  and  surgery  in  Rhode  Island. 

2 ) That  he  reside  or  practice  in  the  territorial 
jurisdiction  of  the  Society,  except  as  the  rules  and 
regulation  of  the  Rhode  Island  Medical  Society 
may  otherwise  proGde. 

3 ) That  he  abide  by  the  code  of  ethics  of  the 
American  ^ledical  .Association. 

4 ) That  he  does  not  practice  or  claim  to  prac- 
tice any  school  or  system  of  sectarian  medicine  or 
healing. 

This  motion  was  passed  by  a majority  vote. 

Doctor  .Agnelli  proposed  this  action  by  the  So- 
ciety be  relayed  to  the  State  Medical  Society. 

The  meeting  adjourned  at  1:20  p.m. 

Respectfully  submitted, 

Francis  AI.  Palaia,  M.D. 
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Achrocidin®  Tablets  and  Syrup 

Itracycline  HCl— Antihistamine— Analgesic  Compound 

E 1 tablet  contains:  ACHROMYCIN®  Tetracycline  HCl  125  mg.;  Phenacetin  120  mg.;  Caffeine  30  mg.;  Salicylamide  150  mg.;  Chlorothen  Citrate  25  mg. 


HROCipiN  Tetracycline  HCl— Antihistamine— Analgesic  Compound  Tablets  and  Syrup  are  recommended  for  the  treatment 
0 etracycline*sensitive  bacterial  infection  which  may  complicate  vasomotor  rhinitis,  sinusitis  and  other  allergic  diseases  of  the 
u ter  respiratory  tract,  and  for  the  concomitant  symptomatic  relief  of  headache  and  nasal  congestion.  For  children  and  elderly 
pients  you  may  prefer  caffeine-free  ACHROCIDIN  Syrup.  Each  5 cc  contains:  ACHROMYCIN  Tetracycline  equivalent  to 
iracycline  HCl  125  mg.;  Phenacetin  120  mg.;  Salicylamide  150  mg.;  Ascorbic  Acid  (C)  25  mg.;  Pyrilamine  Maleate  15  mg. 


C :lraindications:  Hypersensitivity  to  any 
C'  ponent. 

V-ning:  In  renal  impairment,  since  liver  tox- 
IS  possible,  lower  doses  are  indicated;  dur- 
A prolonged  therapy  consider  serum  level 
d rminations.  Photodynamic  reaction  to  sun- 
p I may  occur  in  hypersensitive  persons. 
“Uosensitive  individuals  should  avoid  expo- 
rt ; discontinue  treatment  if  skin  discomfort 
O' irs. 

P autions;  Drowsiness,  anorexia,  slight  gas- 
' distress  can  occur.  In  excessive  drowsi- 
, consider  longer  dosage  intervals.  Persons 


on  full  dosage  should  not  operate  vehicles. 
Nonsusceptible  organisms  may  overgrow;  treat 
superinfection  appropriately.  Treat  beta- 
hemolytic  streptococcal  infections  at  least  10 
days  to  help  prevent  rheumatic  fever  or  acute 
glomerulonephritis.  Tetracycline  may  form  a 
stable  calcium  complex  in  bone-forming  tissue 
and  may  cause  dental  staining  during  tooth 
development  (last  half  of  pregnancy,  neonatal 
period,  infancy,  early  childhood). 

Adverse  Reactions:  Gastroiniesiinal— anorexia, 
nausea,  vomiting,  diarrhea,  stomatitis,  glossi- 
tis, enterocolitis,  pruritus  ani.  Skin— maculo- 


papular  and  erythematous  rashes;  exfoliative 
dermatitis;  photosensitivity;  onycholysis,  nail 
discoloration,  /widney— dose-related  rise  in 
BUN.  Hypersensitivity  reactions— urticaria, 
angioneurotic  edema,  anaphylaxis.  Intracranial 
—bulging  fontanels  in  young  infants.  Teeth— 
yellow-brown  staining;  enamel  hypoplasia. 
B/oor/— anemia,  thrombocytopenic  purpura, 
neutropenia,  eosinophilia.  Liver— cholestasis  at 
high  dosage. 

Upon  adverse  reaction,  stop  medication  and 
treat  appropriately. 


LEDERLE  LABORATORIES,  A Division  of  American  Cyanamid  Company,  Pearl  River,  New  York  10965 
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Peripatetics 

By  Robert  Lewis,  M.D. 


Three  recent  appointments  to  the  active  staff 
at  The  Miriam  have  been  announced,  DUGALD 
MUXRO  in  Ophthalmology,  MOHAMAD  T.  RA- 
JABIUX,  Division  of  Thoracic  and  Cardiov'ascu- 
lar  Surgery,  and  TAD  T.  ROZYCKI,  Division  in 
Pediatrics. 

* 4:  * 

A new  slate  of  medical  staff  officers  was  re- 
cently installed  at  the  Rhode  Island  Hospital. 
JOHN’  O.  STROM  heads  the  list  as  President, 
while  THOMAS  PERRY,  JR.  will  serve  as  Presi- 
dent-elect. LOL*IS  A.  LEOX’E  is  the  new  Yice 
President,  and  THOMAS  McOSKER  continues  as 
Treasurer.  ELIHL"  SAKLAD  was  elected  to  the 
Executive  Committee  as  a member  at  large.  Also 
at  the  Rhode  Island  Hospital  two  new  appoint- 
ments were  awarded  in  the  Department  of  Path- 
ology, JAYWAXT  P.  PARMAR  and  TAKESKI 
IMAJO.  Prizes  in  photography  are  a perennial  ex- 
perience with  MEYER  SAKLAD;  his  latest  award 


□ □ 
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was  at  the  Physicians  Art  Exhibit  at  the  annual 
meeting  of  the  American  Society  of  Anesthesiolo- 
gists held  in  San  Francisco. 

* * * 

JAMES  A.  REEYES  was  recently  elected  Chief 
of  iMedical  Staff  at  the  Roger  Williams  General 
Hospital.  Also  elected  were  LEROY  CHAPXICK 
as  Vice  President,  JOHX'^  STUART  as  Secretary- 
Trea'^urer,  and  JOSEPH  CARUOLO  as  a member 
of  the  Executive  Committee.  CYRIL  J.  BELLE- 
\"AXCE  is  the  new  Chief  of  Orthopvedics  at  Roger 
Williams.  JOSEPH  R.  TL*CCI  has  been  appointed 
head  of  the  Division  of  Endocrinolog}'  and  Assist- 
ant Professor  of  Medical  Sciences  at  Brown  Uni- 
versity. STEPHEN'  R.  KAPLAX  has  been  ap- 
pointed to  the  Department  of  Medicine  working  in 
the  special  area  of  Chemotherapy.  EDWIN  FOR- 
MAN is  the  new  Assistant  Chief  of  Pediatrics  and 
will  have  special  responsibilities  for  house  staff 
instruction  and  training. 

^ ^ * 

EXOLD  H.  DAHLQUIST,  Associate  Director 
of  the  Blood  Bank  at  the  Rhode  Island  Hospital, 
was  recently  installed  as  President  of  the  Ameri- 
can Association  of  Blood  Banks  at  its  annual  meet- 
ing in  Houston,  Texas. 

* ^ * 

CHARLES  MacDOXALD  has  been  appointed 
a member  of  the  State  Board  of  Education  by  Gov- 
ernor Frank  Licht. 

* * * 

YAXI  KARKALAS,  Director  of  Research  and 
Clinical  Director  of  the  Rhode  Island  Medical  Cen- 
ter, Institute  of  Mental  Health,  was  recently  ap- 
pointed Adjunct  Assistant  Professor  of  Pharma- 
cology at  the  University  of  Rhode  Island.  He  is 
devoting  his  energies  to  Behavioral  Pharmacology, 
a new  branch  of  the  beba\doral  sciences. 

* * * 

HERBERT  FAXGER  and  MICHAEL  Di- 
MAIO  were  recently  re-appointed  for  three  year 
terms  as  members,  respectively,  of  the  board  of 
examiners  in  the  basic  sciences  and  the  board  of 
examiners  in  medicine. 
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or  the  patient  who  has  been 
irough  an  accident,  the  worry 
nd  anxiety  following  the 
lishap  may  actually  heighten 
ie  perception  of  pain.  This  is 
/hy  there’s  a classic  Va  grain 
edative  dose  of  phenobarbital 
1 Phenaphen  with  Codeine— 

D take  the  nervous  “edge”  off, 

0 the  rest  of  the  formula  can 
ontrol  the  pain  more  effectively. 

H. Robins  Company,  /l.lJ.nnP  I MC 
chmond.Va  23220  /I  Tl  l/UDIIMj 


Phenaphen  with  Codeine 

Phenaphen  with  Codeine  Nos.  2,  3,  or  4 contains:  Phenobarbital  {Va  gr.),16.2 
mg.  (warning:  may  be  habit  forming);  Aspirin  (2y2  gr.),  162.0  mg.;  Phenacetin 
(3  gr.),  194.0  mg.;  Hyoscyamine  sulfate,  0.031  mg.;  Codeine  Phosphate,  Va 
gr.  (No.  2),  Vz  gr.  (No.  3),  or  1 gr.  (No.  4)  (warning:  may  be  habit  forming). 

The  compound  analgesic  that  calms  instead  of  caffeinates 

Indications:  Phenaphen  with  Codeine  provides  relief  in  severer  grades  of 
pain,  on  low  codeine  dosage,  with  minimal  possibility  of  side  effects.  Its  use 
frequently  makes  unnecessary  the  use  of  addicting  narcotics.  Contraindica- 
tions: Hypersensitivity  to  any  of  the  components.  Precautions:  As  with  all 
phenacetin-containing  products  excessive  or  prolonged  use  should  be 
avoided.  Side  effects:  Side  effects  are  uncommon,  although  nausea,  con- 
stipation and  drowsiness  may  occur.  Dosage:  Phenaphen  No.  2 and  No.  3 — 
1 or  2 capsules  every  3 to  4 hours  as  needed;  Phenaphen  No.  4 — 1 capsule 
every  3 to  4 hours  as  needed.  For  further  details  see  product  literature. 


Book  Reviews 


Atlas  0}  External  Diseases  of  the  Eye.  Volume  II. 
ORBIT,  L.ACRIM.AL  APPAR.ATUS,  EYE- 
LIDS, .AXD  CO.y/i'XCTIVA,  by  Da\id  D. 
Donaldson,  M.D.  The  C.  V.  Mosby  Company, 
Saint  Louis,  1968.  S46.50 

This  is  an  atlas  of  external  diseases  of  the  eye 
with  an  accompanying  steroscopic  photographs 
and  \iewers.  This  book  would  be  of  interest  pri- 
marily to  the  ophthalmologists.  It  contains  a brief 
description  of  various  external  diseases  of  the  eye 
with  an  accompanying  photograph.  The  back  of 
the  book  contains  about  100  color  steroscopic  pho- 
tographs of  common  and  unusual  conditions  of 
the  outer  part  of  the  eye.  Dr.  Donaldson  is  well 
known  for  his  fine  ocular  photography  and  this 
book  would  make  a fine  addition  to  any  ophthal- 
mologist book  shelf. 

Dug.vld  H.  ^Iuxro,  M.D. 

IXTERXAL  MEDICIXE  IX  WORLD  II, 

VOLUME  III  — IXFECTIOUS  DISE.ASES 
.IX D GEXER.AL  MEDICIXE.  Edited  by  Rob- 
ert S.  Anderson  and  W.  Paul  Havens,  Jr.  Office 
of  the  Surgeon  General,  Department  of  the 
Army,  Washington,  D.C.,  1968.  U.S.  Govern- 
ment Printing  Office,  S8.25. 

This  is  an  excellent  example  of  a book  that  will 
not  and  indeed  is  not  intended  to  be  read.  It  has 
been  got  together  as  part  of  a historical  record  for 
the  Army  Medical  Corps  of  its  acti\ities  in  World 
War  II.  The  need  for  the  considerable  effort  and 
exjjenses  involved  is  not  immediately  apparent. 
But  to  one  who  served  as  a medical  officer  at  this 
time,  it  recalls  vividly  the  obsession  with  useless 
detail  and  unnecessary  duplication  of  records  so 
characteristic  of  Army  medicine. 

This  is  the  third  volume  of  three  dealing  with 
Internal  Medicine  in  World  War  II.  It  contains  a 
mixture  of  chapters  on  infectious  diseases  not  cov- 
ered in  previous  volumes,  and  on  other  subjects  in 
general  medicine.  The  experiences  and  facts  re- 
lated are  at  least  23  years  old  and  all  significant 
observations  have  long  ago  been  published  in  easily 
available  journals. 
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The  list  of  authors  of  the  various  chapters  in- 
cludes many  of  our  best  known  and  most  able 
doctors  in  civilian  practice,  including  such  names 
as  Fred  B.  Bang,  Jr.,  Joseph  M.  Hayman,  Jr., 
.Alexander  ^larble,  Herman  L.  Blumgart,  John  P. 
^Merrill  and  many  others.  But  no  one  seeking  up 
to  date  information  about  a particular  disease 
would  turn  to  this  volume.  As  noted  by  Doctor 
Merrill  in  his  summary,  "in  general,  e.xperience 
with  glomerulonephritis  in  the  Army  did  not  differ 
from  that  in  civilian  life.'’  Only  the  medical  his- 
torian may  refer  to  it  for  statistics,  for  example 
on  the  number  of  cases  of  the  various  forms  of 
allergy  admitted  to  Army  Hospitals  and  what  per- 
centage could  be  returned  to  duty.  Only  to  such 
readers  do  I recommend  it. 

^lORG.AX  CUTTS,  XI.D. 

.AGOSTIXO  B.ASSI  IX  THE  HISTORY  OF 
MEDIC.AL  THOUGHT , by  Giovanni  P.  Arcieri. 
Leo  S.  Olschki,  Florence,  1956,  S3.00. 

The  well  known  historian  of  medicine  Arcieri 
presents  a new  essay  on  .\gostino  Bassi,  consid- 
ered not  only  a precursor  of  Pasteur,  but  the 
initiator,  the  founder  of  microbiology.  Agostino 
Bassi  (1773-1856))  said  that  contagions  and  epi- 
demics are  caused  exclusively  by  living  micro- 
scopic beings.  He  organized  for  the  first  time  a 
prophylaxis  based  on  sterilization. 

The  40  pages  of  essays  contains  most  interest- 
ing sketches  and  portraits  of  Spallanzani,  Fracas- 
toro,  Redi,  Cestoni,  .\cerbi.  .\gostino  Bassi  can  be 
called  a true  and  genial  creator  rather  than  simply 
a forerunner. 

F.  Roxchese,  m.d. 

PHY  SIC. AL  DI.AGXOSIS.  The  History  and  Exam- 
ination of  the  Patient  by  John  A.  Prior  and 
Jack  S.  Silberstein.  C.  V.  Mosby  Company,  Saint 
Louis,  1969.  S10.50. 

A third  edition  sp>eaks  clearly  for  the  value  of 
a book.  Personally,  I should  like  to  see  some  illus- 
trations in  the  skin  section  of  such  conditions  as 
(Continued  on  Page  84) 
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] Uro-Phosphate. 

NOW  A SUGAR-COATED  TABLET 

Each  tablet  contains;  methenamine,  300  mg.;  sodium  acid  phosphate,  500  mg. 


Man  in  space,  now  fait  accompli,  re-emphasizes  the 
importance  of  Uro-Phosphate  therapy.  Research  into 
the  effect  of  space  travel  on  the  astronaut  reveals 
that  weightlessness  causes  loss  of  bone  calcium.  As 
the  bones  are  required  to  bear  less  and  less  of  the 
weight  of  the  body  they  lose  calcium,  increasing  the 
calcium  content  of  the  urine.  When  physical  activity 
is  reduced,  the  acidity  of  the  urine  should  be  adjusted 
to  keep  increased  calcium  in  solution  ....  a prophy- 
laxis to  prevent  kidney  or  bladder  calculi. 


i"  Uro-Phosphate  gives  comfort  and  protec- 
tion  when  inactivity  causes  discomfort  in 
\ the  urinary  function.  It  keeps  calcium  in 
solution,  preventing  calculi;  it  maintains 
^ clear,  acid,  sterile  urine;  it  encourages 


* 
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Dosage: 

For  protection  of  the  inactive  patient 

1 or  2 tablets  every  4 to  6 hours  is 
usually  sufficient  to  keep  the  urine 
clear,  acid  and  sterile. 

2 tablets  on  retiring  will  keep  residual 
urine  acid  and  sterile,  contributing  to 
comfort  and  rest. 

A clinical  supply  will  be  sent  to 
physicians  and  hospitals  on  request. 
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complete  voiding  and  lessens  frequency 
when  residual  urine  is  present. 

Uro-Phosphate  contains  sodium  acid 
phosphate,  a natural  urinary  acidifier. 
This  component  is  fortified  with  methe- 
namine which  is  inert  until  it  reaches  the 
acid  urinary  bladder.  In  this  environment 
it  releases  a mild  antiseptic  keeping  the 
urine  sterile. 

Uro-Phosphate  is  safe  for  continuous  use. 
There  are  no  contra-indications  other 
than  acidosis.  It  can  be  given  in  sufficient 
amount  to  keep  the  urine  clear,  acid  and 
sterile.  A heavy  sugar  coating  protects  its 
potency. 
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\ AN  IMPORTANT  FACTOR  : 
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CONTROL  FOOD  AND  MOOD  ALL  DAY  LONG  WITH  A SINGLE  MORNING  DOS 


~m  M % BRIEF  SUMMARY/Indications:  Ambi; 

I'  I 'A  "D  CJ® suppresses  appetite  and  helps  offset  emu 
I X/xJ3l3  tionaL reactions  to  dieting.  Contraindic^ 
HCi  15  mg , tions:  Hypersensitivity  to  barbiturates  q 

3 mg.  (1  gr.)  , . . ■ , . j 

labit  forming).  sympathomimetics;  patients  with  advance! 

renal  or  hepatic  disease.  Precautions:  Administer  with  cai| 


One  Ambar  Extentab  before  breakfast  can  / m 1 ▼ ■ M. 
help  control  most  patients’  appetite  for  up  I'll'' 

to  12  hours.  Methamphetamine,  the  appe-  V.  JLj 

tite  suppressant,  gently  elevates  mood  and  phenobarbTta 

helps  overcome  dieting  frustrations.  Pheno-  (Warning:  maj 
barbital,  the  sedative  in  Ambar,  controls  irritability  and 


anxiety. ..  helps  maintain  a state  of  mental  calm  and  equa- 
nimity. Both  work  together  to  ease  the  tensions  that  erode 
the  willpower  during  periods  of  dieting. 

Also  available:  Ambar  #1  Extentabs®— methamphetamine 
hydrochloride  10  mg.,  phenobarbital  64.8  mg.  (1  gr.)  (Warn- 
ing: may  be  habit  forming). 


tion  in  the  presence  of  cardiovascular  disease  or  hypertensio 
Side  Effects:  Nervousness  or  excitement  occasionally  noteii  j 
but  usually  infrequent  at  recommended  dosages.  Slight  drow 
iness  has  been  reported  rarely.  See  package  insert  for  furthi 
details.  a.  h.  robins  company, 
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antihistamine-containing  drugs,  or  whose  tolerance  is  not  known, 
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scribing BENYLIN  EXPECTORANT. 
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SYMPOSIUM 

on 

Current  Concepts  in  Diabetes  Mellitus 

at  the 

GEORGE  BUILDING  AUDITORIUM 
RHODE  ISLAND  HOSPITAL 

on 

WEDNESDAY,  MARCH  25,  1970  ^ 1-5  P.M. 
-PROGRAM- 

1:15  p.m.— Insulin  Secretion  and  Metabolism 

Jessie  Roth,  M.D.,  Chief,  Diabetes  Sectiom  National  Institute  of  Arth- 
ritis and  Metabolic  Diseases. 

1:45  p.m.— Factors  Controlling  Insulin  Secretion— Clinical  Implications 

Stefan  S.  Fajans,  M.D.,  Prof,  of  Internal  Med.,  Division  of  Endocri- 
nology and  Metabolism  and  the  Metabolic  Research  LTnit  University 
of  Mich.  Med.  School,  Ann  Arbor,  Michigan. 

3:00  p.m.— The  Metabolic  Effects  of  Insulin 

George  F.  Cahill,  Jr.,  M.D.,  Associate  Prof,  of  Med.  Harvard  University 
IVIed.  School,  Dept,  of  Medicine. 

3:45  p.m.— Polyol  Pathway  in  Diabetes 

Albert  I.  Winegrad,  M.D.,  Associate  Prof,  of  iMed.  and  Director,  George 
S.  Cox  IMedical  Research  Institute,  Dept,  of  Med.,  University  of 
Pennsylvania,  Philladelphia,  Pa. 

— SPONSORS  — 

THE  CLINICAL  DIABETES  ASSOCIATION  OF  RHODE  ISLAND 

in  cooperation  with 

RHODE  ISLAND  MEDICAL  SOCIETY 
THE  NEW  ENGLAND  DIABETES  ASSOCIATION 
BROWN  UNIVERSITY 
RHODE  ISLAND  HOSPITAL 


— Supported  by  grants  front  — 

THE  UPJOHN  CO.,  E.  R.  SQUIBB  & SONS,  THE  LILLY  RESEARCH 
LABORATORIES  and  MURCK,  SHARP  & DOHME 
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BOOK  REMEWS 

(Concluded  from  Page  82) 

lupus  erythematosus,  psoriasis,  and  cancer.  The 
legend  of  Fig.  6 (2),  p.  59  should  indicate  what 
the  brown  spots  on  the  man’s  chest  are. 

It  is  gratif\dng  that  in  Fig.  10  (4),  p.  199  the 
terms  “orange-peel”  and  “pig-skin”  are  used  in- 
stead of  the  sophisticated  “peau  d'orange.” 

On  p.  288,  the  use  of  the  term  venereal  warts  as 
a synonym  for  acuminated  condylomata  is  regret- 
able. 

One  can  hardly  e.xpect  anybody  to  make  a diag- 
nosis of  onychomycosis  from  Fig.  14  (20),  p.  326. 

On  the  whole  the  book  is  valuable  and  recom- 
mended. F.  Ronchese,  m.d. 

HORMONAL  MANAGEMENT  IN  BREAST 
CANCER,  by  Basil  A.  Stoll.  J.  B.  Lippincott 
Company.  Philadelphia,  1969.  $13.50 
Almost  a quarter  of  a century  has  elapsed  since 
Xathanson  reported  on  the  beneficial  effect  of 
estrogen  therapy  for  advanced  breast  cancer.  Since 
then,  estrogen,  androgen,  corticosteroids,  and  their 
analogues  have  been  used,  as  well  as  endocrine 
ablation. 

The  author  of  this  book  has  drawn  from  his 
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experience,  as  well  as  from  the  literature,  to  re- 
commend a schema  of  treatment  in  various  situ- 
ations of  advanced  breast  cancer. 

Following  are  examples  of  information  available 
in  this  book:  (1)  Quoting  Segaloff,  the  author 
notes  that  upon  termination  of  remission  following 
estrogen  therapy  for  advanced  breast  cancer,  dis- 
continuing the  medication  will  result  in  a favorable 
withdrawal  response  in  30  per  cent  of  cases  within 
two  months.  An  exception  is  made  in  the  presence 
of  rapidly  advancing  disease,  when  immediate  cor- 
ticosteroid therapy  or  major  endocrine  ablation  is 
advised.  The  withdrawal  response  has  an  average 
duration  of  ten  months.  (2)  For  treatment  by 
castration,  bilateral  adrenalectomy  or  hypophyseal 
ablation,  the  site  sensitivity  of  breast  cancer  me- 
tastases  to  endocrine  therapy  appears  to  be  in 
descending  order  — bone,  soft  tissue,  and  viscera. 
For  androgen  therapy  the  order  appears  to  be  the 
same.  However,  for  estrogen  therapy,  the  order 
appears  to  be  the  soft  tissue,  viscera  and  bone.  (3) 
Ablation  of  ovarian  secretion  is,  in  the  premeno- 
pausal patient,  the  simplest  and  most  reliable  en- 
docrine method  of  obtaining  tumor  regression  in 
late  breast  cancer.  Prophylactic  castration  is  not 
usually  advised  in  Stage  1 cases  (absent  lymph 
node  involvement)  except  in  the  case  of  a highly 
anaplastic  tumor  which  would  carry'  a poor  prog- 
nosis. 

This  book  will  be  a handy  reference  for  many 
doctors  treating  breast  cancer  and  wll  furnish 
valuable  instruction  to  residents  in  training. 

Herbert  Fanger,  m.d. 

DISEASE  OF  LIVER  AND  BILIAY  SYSTEM. 

By  Sheila  Sherlock.  Fourth  Edition.  F.  A.  Davis 

Company,  Philadelphia,  Pennsylvania.  1968. 

$18.50 

If  the  aphorism,  “Brevity  is  the  soul  of  wit,”  is 
true,  it  follows  that  “good  things  come  in  small 
packages.”  On  seven  hundred  and  fiifty  sheets  of 
five  by  eight  paper,  Sheila  Sherlock  has  written  all 
there  is  to  know  about  diseases  of  the  liver.  The 
list  of  subjects  is  encyclopedic  for  this  organ.  With 
economy  of  words  she  has  covered  each  subject 
succinctly,  clearly,  and  completely  in  one  or  two 
paragraphs,  followed  in  each  instance  by  pertinent 
references.  The  references  are  placed  where  they 
should  be  — at  the  end  of  each  topic  discussed, 
rather  than  in  the  summary  at  the  end  of  each 
chapter.  Since  I extol  brevity  this  review  shall  be 
brief.  Sheila  Sherlock  is  the  foremost  hepatologist 
in  the  world;  she  has  written  the  foremost  text  on 
diseases  of  the  liver. 

Robert  Lewis,  m.d. 


84 


Rhode  Island  ^Iedical  Journal 


treated  with 

Parafon  Forte  TABLETS 

Paraflex®  (chlorzoxazone)*  250  mg. 
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scribe  P arafon  Forte  for  effective  spasmolysis 
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' r patients  will  appreciate  the  restored  comfort 
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drug  allergies.  If  a sensitivity  reaction  or  signs  or  symptoms  sug- 
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stopped.  Adverse  Reactions:  Occasionally,  drowsiness,  dizziness, 
lightheadedness,  malaise,  overstimulation  or  gastrointestinal 
disturbances  may  be  noted;  rarely,  allergic-type  skin  rashes, 
petechiae,  ecchymoses,  angioneurotic  edema  or  anaphylactic 
reactions.  In  rare  instances,  Paraflex  (chlorzoxazone)  may  pos- 
sibly have  been  associated  with  gastrointestinal  bleeding.  While 
Paraflex  (chlorzoxazone)  and  chlorzoxazone-containing  prod- 
ucts have  been  suspected  as  being  the  cause  of  hepatic  toxicity 
in  approximately  eighteen  patients,  it  was  not  possible  to  state 
that  the  dysfunction  was  or  was  not  drug  induced.  Usual  Adult 
Dosage:  Two  tablets  q.i.d.  Supplied:  Scored,  light  green  tablets, 
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The  Unbelievable  60’s;  The 


Problems  Of  The  70’s 


The  Medical  Profession  Must  Develop 
Strong  Social  Atvareness  and  Equally 
Strong  Social  Commitment. 


By  Nathan  Chase t,  M.D. 

It  has  always  been  the  custom  for  the  outgoing 
President  of  the  Providence  Medical  Association 
to  give  a farewell  address,  to  review  the  events  of 
the  past  year,  and  to  make  suggestions  for  the 
future  conduct  of  the  Association  and  its  mem- 
bership. 

UNBELIEVABLE  60's 

Tonight  marks  the  123rd  Annual  Meeting  of 
this  group.  Tonight  also  marks  our  leaving  behind 
the  unbelievable  decade  of  the  60’s  with  its  in- 
credible assassination  after  incredible  assassina- 
tion; its  twin  revolutions  of  the  young  vs.  the  Es- 
tablishment, and  of  the  minorities  to  establish 
rights  long  denied  them.  Traditional  conservatism 
has  been  badly  shaken  by  the  insistent  and  vocal 
protests  by  the  hippies;  by  student  revolt  and  vio- 
lence at  all  levels;  by  defiance  and  overthrow  of 
censorship  with  its  eventual  bath  of  pornography 
and  topless  and  bottomless  and  general  overex- 
posure on  stage,  in  films,  and  perhaps  soon  even 

NATHAN  CHASET,  M.D.,  of  Providence,  Rhode 
Island.  Chief  of  the  Department  of  Urology  at 
Miriam  Hospital,  and  Providence  Lying  In  Hos- 
pital. 

Presidential  Address  delivered  at  the  123rd  An- 
nual Meeting  of  the  Providence  Medical  Associa- 
tion, January  5,  1970. 


on  the  streets;  by  the  unbelievable  use  of  drugs 
by  our  very  young;  by  the  sexuality  in  every  walk 
of  life;  and  by  its  partners,  rampant  venereal  dis- 
ease and  unwanted  pregnancies. 

The  decade  has  witnessed  the  rise  of  the  House 
of  Kennedy,  and  perhaps  also  its  fall.  Man  has 
walked  on  the  moon  and  soon  will  establish  there 
residence  of  a sort. 

The  War  in  Vietnam  still  goes  on;  and  over 
40,000  of  our  young  men  are  dead,  and  hundreds 
of  thousands  have  been  wounded,  some  beyond 
repair.  As  the  father  of  a son  in  Vietnam,  I am 
constantly  appalled  when  every  Thursday  morn- 
ing the  newscasters  announce  “only  250  Ameri- 
cans killed  this  week  which  is  less  than  the  av- 
erage for  the  last  year,  etc.,  etc.”  Only  250!  This 
horrible  war  has  filled  almost  the  entire  decade. 

In  a recent  article,  James  Reston  of  the  New 
York  Times  surveyed  the  present  century  and 
said,  “There  is  very  little  in  the  history  of  these 
last  60  years  to  justify  the  assumption  that  the 
human  race  has  run  out  of  spectacular  stupidities.” 

PROBLEMS  OF  THE  70's 

Where,  therefore,  shall  the  energies  of  the  Med- 
ical Profession  be  directed?  The  problems  we  have 
could  not  possibly  be  covered  in  the  time  I have 
tonight.  They  are  stupendous  and  will,  without 
(Continued  on  next  page) 
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any  doubt,  demand  the  total  commitment  of  all 
interested  people;  purveyors,  consumers,  and  all 
intemediaries. 

Shall  we  wage  an  all  out  fight  against  self-pollu- 
tion by  tobacco,  drugs,  and  disease,  and  avoid  the 
even  greater  problems  of  environmental  pollution 
and  its  threat  to  all  of  the  people  everywhere? 

Shall  we  rigidly  maintain  the  sanctity  of  solo 
medical  practice  and  its  faults,  or  shall  we  strive 
for  centralized,  institutional  corporate  practice  ot 
medicine  and  its  even  greater  faults?  If  I can  in- 
terpret the  tenor  of  the  people,  I strongly  affirm 
that  each  person  wants  his  own  doctor,  the  per- 
sonal touch,  the  intimacy  and  the  kinship  of  “my 
own  doctor.”  This  particular  point  has  been  re- 
peatedly stressed  in  our  health  clinic  agencies  and 
in  our  social  service  departments.  I am  not  yet  im- 
pressed or  convinced  that  our  attempts  at  assembly 
line  medicine  are  producing  adequate  results  for 
the  expenditures  involved. 

Shall  we,  as  purveyors  in  part  of  medical  serv- 
ices, continue  to  stand  aloof  and  say  that  our 
product  is  the  best  there  is,  or  shall  we  provide 
the  consumer  protection  which  is  now  being  de- 
manded? Shall  we  also,  as  consumers  of  hospital 
services,  demand  that  hospital  administrators  and 
trustees  listen  to  us  collectively  or  as  individuals 
and  provide  us  with  consumer  protection?  We 
must  further  demand  that  we  physicians  be  made 
active  and  equal  members  of  administrative  Boards 
of  Trustees  where  our  voices  will  be  heard  and 
will  have  meaning  and  direction.  This  principle 
has  been  strongly  voiced  by  most  national  medical 
associations.  Total  particij^ation  by  consumers  is 
essential  to  consumer  protection  and  w^e  must  re- 
cognize that  fact.  If  we  do  not  provide  competent 
and  efficient  review’  of  our  colleagues,  it  will  be 
done  by  other  agencies.  It  is  most  essential  that 
we  supjx)rt  fully  and  implement  promptly  the 
peer  review  committees  of  our  local  societies. 

Shall  we  continue  to  extend  the  hand  of  friend- 
ship, of  brotherhood,  and  even  wedlock  to  our 
osteopathic  colleagues  whose  national  leadership 
is  strongly  opposed  to  such  alliances,  and  has 
openly  threatened  severe  punitive  measures  against 
those  who  may  ally  with  us?  We  must  and  should 
continue  to  work  vigorously  toward  any  goal  w’hich 
we  believe  will  upgrade  the  health  care  of  the  na- 
tion. 

At  the  other  end  of  the  health  care  spectrum,  I 
feel  it  is  much  more  important  that  we  devote  our 
full  energies  toward  exposing  and  condemning  that 


affluent,  vocal,  and  unscientific  conglomerate  of 
quackery  which  calls  itself  chiropractic.  I strongly 
urge  you  to  read  “At  Your  Owm  Risk,  The  Case 
Against  Chiropractic”  by  Ralph  Lee  Smith.  Copies 
may  be  obtained  from  this  Association  by  any 
ph\’sician  who  wants  one.  Doctor  Milton  Helpem, 
Chief  IMedical  Examiner  of  the  State  of  Xew  York, 
says  “the  teachers,  research  workers,  and  practi- 
tioners of  medicine  reject  the  so-called  principle 
on  which  chiropractic  is  based  and  correctly  and 
bluntly  call  it  a fraud  and  hoax  on  the  human 
race.” 

A report  to  the  Congress  on  “Independent  Prac- 
titioners under  Medicare”  contained  the  following 
recommendation : 

“Chiropractic  theory  and  practice  are  not  based 
upon  the  body  of  basic  know’ledge  related  to  health, 
disease,  and  health  care  that  has  been  widely  ac- 
cepted by  the  scientific  community.  Moreover,  ir- 
respective of  its  theory,  the  scope  and  quality  of 
chiropractic  education  do  not  prepare  the  practi- 
tioner to  make  an  adequate  diagnosis  and  provide 
appropriate  treatment.  Therefore,  it  is  recom- 
mended that  chiropractic  service  not  be  covered  in 
the  [Medicare  program.” 

The  American  Public  Health  Association  has 
recently  condemned  chiropractic  as  a “hazard  to 
the  health  and  safety”  of  individuals.  It  has  fur- 
ther urged  consumer  education  on  the  hazards  of 
unscientific  health  care. 

The  General  Assembly  of  the  State  of  . Rhode 
Island  passed  a bill  which  would  have  provided 
that  any  welfare  programs  for  health  care  should 
include  chiropractic  services.  Governor  Frank 
Licht  vetoed  that  bill.  It  will  undoubtedly  be  re- 
submitted in  another  form  in  the  near  future. 

Our  duty  here  is  quite  clear. 

Shall  we  further  stand  by  and  be  partners  to  the 
ever-increasing  criticism  of  medical  service,  its 
high  cost,  its  scarcity,  its  poor  distribution,  and  its 
quality?  Or  shall  we  join  in  a jolting  reappraisal 
of  ourselves  and  our  institutions,  and  overhaul  our 
and  their  faults  and  come  forth  w’ith  an  unyielding 
and  total  commitment  to  equal  and  superlative 
medical  care  for  all  people? 

REAPPRAISAL  OF  OUR  ATTITUDES 

Shall  we  be  calm  and  complacent  about  the  70’s? 
Do  we  have  cause  to  be  optimistic  or  even  hope- 
ful? How  can  we  alter  our  lethargic  state  of  in- 
activity and  our  mood  of  almost  complete  indif- 
ference? We  must  in  some  way  force  a reappraisal 
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o.'  our  attitudes  and  adopt  new  policies  in  defense 
of  our  vital  interest,  which  is  the  vital  interest  of 
all  of  our  people. 

I do  not  have  the  answers  to  the  questions  I 
have  raised.  I do  feel  there  are  several  initial  steps 
which  should  be  taken,  and  they  relate  to  the 
activities  of  this  Association.  I suggest  that  our 
meetings  be  on  a quarterly  basis  and  that  these 
meetings  be  for  purely  socio-economic  subjects 
with  outstanding  authorities  invited  to  speak.  We 
all  get  our  fill  of  medical  meetings  at  our  hospitals, 
at  our  national  group  meetings,  and  at  our  special- 
ty group  conventions.  The  change  to  subjects  on 
socio-economic  problems  would  most  likely  appeal 
to  a greater  number  of  our  members  and  make 
us  a stronger  force  in  planning  for  the  future.  We 
need  a cohesive  and  vocal  group  of  members  who 
can  by  knowledge,  discussion,  and  digestion  of  the 
facts  of  our  many  problems  resolve  their  differ- 
ences and  join  in  a vigorous  effort  to  upgrade  all 
aspects  of  medical  care  in  whatever  form  they 
evolve. 

Doctor  John  W.  Gardner,  former  Secretary  of 
Health,  Education,  and  Welfare,  and  now  Chair- 
man of  the  Urban  Coalition  Action  Council,  has 
recently  said,  “The  Health  Professions  must  act 
at  once  to  redesign  the  system  of  health  services 
in  this  country.  It  is  outworn,  expensive,  and  out- 
rageously inefficient.  Health  professionals  could 
modernize  it.  If  they  don’t,  pressure  from  outside, 
particularly  from  governmental  initiatives,  will  in- 
crease enormously.  Our  best  hope  is  the  ferment 
among  young  health  professionals.  They  are  eager 
to  move.” 

Our  decade  of  the  60’s  has  seen  remarkable  ad- 
vances in  science  and  medicine:  the  first  heart 
transplant;  renal  transplantation  and  the  trans- 
plant of  other  organs;  an  oral  polio  vaccine;  vac- 
cines against  measles  and  German  measles;  the 
Pill;  intra-uterine  control  of  the  Rh  factor;  en- 
zyme treatment  of  leukemia;  an  effective  treat- 
ment for  Parkinsonism;  the  isolation  of  a single 
gene  and  its  awesome  possibilities;  and,  lest  we 
forget.  Medicare  and  iMedicaid. 

If  you  have  a concern  for  the  decade  of  the 
70’s,  you  must  join  in  and  afford  yourself  the  op- 
portunity to  be  a part  of  the  voice  of  the  future. 
The  shape  of  things  to  come  rests  squarely  on 
your  shoulders  today.  Tomorrow  may  be  just  too 
late.  Our  tremendous  strides  in  medical  knowledge, 
and  hopefully  our  good  common  sense,  may  be  of 
little  value  in  the  future  if  we  deny  at  all  the  great 


responsibility  we  have  to  develop  an  equally  strong 
social  knowledge  and  aw-areness,  and  an  equally 
strong  social  commitment. 

That  is  the  challenge  of  the  70’s.  May  we  be 
equal  to  the  task. 


SPECIAL  NOTICE  TO 
R.  I.  AA.  S.  MEMBERS 

TO  BE  OLD  - IS  ROUGH! 

TO  BE  OLD  AND  SICK  - IS  WORSE! 

TO  BE  OLD  AND  SICK  - 

AND  WITHOUT  DISABILITY  INSURANCE  IS 
AWFUL 

DON'T  LET  IT  HAPPEN  TO  YOU! 

Join  the  NEW  Rhode  Island  Medical  Society 
Group  Disability  Plan 
(It  insures  you  to  age  70!) 

NOW 

During  the  Present  Enrollment  Period 

Enrollment  Drive  Extended  to  1 March,  1970 

R.  A.  Derosier,  Administrator 

54  Custom  House  Street 
Providence,  Rhode  Island  02903 
Phone  any  of  the  following  numbers  from 
7:30  a.m.  to  11:30  p.m.: 

831-4837;  245-2755;  245-1731 


THE  SOUND  ADVISOR 

A demonstration  and  consulting  service  to 
help  you  select  a high  quality  music  sys- 
tem, for  home  or  office. 

Call  828-7295  between  8 and  10  a.m. 
for  full  information 


February  1970 
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Social  Eyes  and  Family  Mindedness 


Production  Of  A Better  Society  De- 
pends Largely  On  Production  Of 
Better  Parents 


By  Reverend  Joseph  L.  Lennon,  O.P. 


In  his  encyclical  Rerum  Xovarum,  Pope  Leo 
XIII  stated  over  seventy-five  years  ago:  “The  fam- 
ily may  be  regarded  as  the  cradle  of  civil  society 
and  it  is  in  great  measure  within  the  circle  of  fam- 
ily life  that  the  destiny  of  the  state  is  fostered.” 
Trds  statement  is  as  true  today  as  the  moment  it 
was  first  uttered.  And  Leo  insists  further  that  a 
just  society  creates  a normal,  natural  family  en- 
vironment. If  it  does  not,  then  social  injustice  is 
present,  and  something  should  be  done  about  it. 
This,  by  the  way,  is  a major  objective  of  the  war 
on  poverty.  It  is  based  on  the  proposition  that  the 
fam:l\-  life  of  so  many  slum  children  and  the  rural 
poor  simply  cripples  them  for  living,  physically, 
mentally,  emotionally,  spiritually. 

IMPORTANCE  OF  FAMILY  LIFE 
Enlightened  self-interest  alone  would  dictate  that 
the  social  defense  of  our  country  is  as  important 
as  the  military  defense  of  our  country,  that  the 
social  development  of  our  people  must  keep  pace 
with  our  economic  development.  Children  who  are 
denied  the  satisfaction  of  basic  needs  in  wholesome 
family  life,  w'ho  are  unwanted  and  rejected,  become 
a source  of  unrest  and  may  lash  out  at  those  who 
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deny  them  opportunities  to  satisfy  these  needs.  The 
well-being  of  society  suffers  thereby.  The  produc- 
tion of  a better  society  depends  largely  on  the  pro- 
duction of  better  parents.  This  calls  for  much 
needed  parent  education  and  also  demands  edu- 
cation for  parenthood.  Yet  the  community,  the 
churches  and  the  schools  have  tended  to  evade 
or  avoid  their  responsibility  in  this  matter.  Mar- 
riage preparation  programs  and  post-marital  coun- 
seling have  not  been  directed  at  the  people  who 
need  it  most. 

It  is  a truism  that  good  families  produce  good 
citizens.  Why?  Because  responsibility  is  the  key- 
note of  citizenship.  This  can  be  best  learned  in  the 
home  where  children  are  taught  that  there  can  be 
no  privilege  without  a corresponding  responsibility. 
If  parents  themselves  are  irresponsible,  then  their 
example  will  speak  louder  than  any  words,  and  the 
church  and  school  hav^e  no  machinery  adequate  to 
undo  parental  mistakes.  To  promote  good  citizen- 
ship, therefore,  an  educational  program  is  needed 
which  will  accustom  children  to  accept  reasonable 
responsibility  from  infancy  onward.  The  father  and 
mother  are  the  first  and  most  effective  teachers  in 
training  for  this  responsibility. 

SOCIAL  DISORGANIZATION 

Zimmerman  and  Cervantes  in  their  study  “Suc- 
cessful .American  Families”  point  out  that  in  an 
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era  of  widespread  social  disorganization  and  social 
change  most  American  families  have  found  a way 
to  preserve  themselves,  protect  their  children  from 
destructive  influences,  and  perpetuate  sound  pat- 
terns of  family  living.  They  do  this  by  more  or 
less  consciously  controlling  the  family  friendships 
and  keeping  their  youngster’s  most  frequent  and 
intimate  contacts  limited  to  families  having  values 
and  customs  similar  to  their  own — similarity  being 
measured  by  resemblances  in  religion,  education, 
economic  status,  and  the  like.  By  being  selective, 
parents  create  a home  environment  in  which  chil- 
dren can  grow  up  without  being  too  greatly  exposed 
to  different  values  and  conflicting  practices.  Chil- 
dren may  know  that  other  people  think  and  act 
differently  in  the  world,  but  not  in  their  world. 
Their  own  family  values  have  had  a chance  to  take 
root  and  grow.  Incidentally,  Jewish  and  Chinese 
families  have  been  particularly  successful  in  this 
matter. 

This  restriction  of  closest  association  to  a group 
that  has  as  much  as  possible  in  common  has  en- 
abled these  families,  which,  by  the  way,  constitute 
something  life  eighty-five  per  cent  of  the  popula- 
tion, to  avoid  broken  homes,  to  keep  high  the  level 
of  aspiration,  to  prevent  juvenile  delinquency 
among  their  offspring,  and  to  promote  the  educa- 
tion of  children  so  that  nearly  all  of  them  finish 
high  school  and  a continually  larger  proportion  go 
on  to  college. 

EFFECT  OF  BROKEN  HOMES 

Most  of  the  social  difficulties  and  problems  which 
the  nation  faces  are  created  by  the  remaining  fif- 
teen per  cent  of  the  population  which  is  character- 
ized by  a high  proportion  of  broken  homes,  much 
juvenile  delinquency,  indiscriminate  friendships, 
and  inadequate  education  of  their  young  people. 

Unfortunately,  this  fifteen  per  cent,  by  virtue 
of  the  publicity  given  to  it  and  the  trouble  it  causes 
to  the  community,  gets  most  of  the  attention,  much 
more  than  its  share  of  public  and  private  funds; 
and,  because  of  the  over-importance  which  it  thus 
acquires,  has  misled  observers  into  believing  that 
family  life  in  America  is  disintegrating. 

-Actually,  if  we  are  to  believe  Zimmerman  and 
Cervantes,  good  families  are  getting  better  and 
bad  families  are  getting  worse.  This  means  that 
welfare  costs  will  rise  because  bad  parents  have 
children  who,  in  turn,  become  bad  parents.  .\s  our 
divorce  rate  increases,  as  separations,  desertions 
and  abandonments  increase,  there  will  be  more 
children  who  will  become  somebody  else’s  respon- 


sibility. It  is  interesting  to  note,  moreover,  that 
the  very  rich  and  the  very  poor  have  the  most 
difficulty  in  rearing  children  successfully.  These 
two  classes,  for  instance,  provide  much  more  than 
their  quota  of  juvenile  delinquency.  The  lower  in- 
come brackets  have  greater  difficulties  both  because 
of  their  slum  environment  and  the  lack  of  control 
of  their  children  due  to  the  absence  of  working 
mothers  and  the  inadequacy  of  fathers.  The  high- 
income  brackets  have  exceptional  difficulty  be- 
cause of  the  lack  of  control  of  their  children 
through  their  own  out-of-the-home  activities  and 
their  children’s  unregulated  use  of  automobiles. 

STRENGTHEN  WEAK  FAMILIES 

And  so,  our  immediate  problem  is  to  strengthen 
weak  families,  for  the  home  is  crucial  in  shaping 
personality  and  consequently  in  laying  the  founda- 
tions for  later  life.  This  is  not  to  subscribe  to  the 
theory  that  childhood  experiences  explain  all  adult 
behavior.  Perhaps  psychologists  have  overstressed 
the  importance  of  early  life.  It  may  well  be  that 
the  individual  instead  of  being  a product  of  his 
childhood  is  a result  of  what  adolescence,  youth, 
and  adulthood  have  done  to  his  childhood  exp)er- 
iences.  Nevertheless,  few  would  dispute  that,  to  a 
great  degree,  the  psychological  direction  of  the 
tree  of  adult  personality  dep>ends  on  the  way  par- 
ents bend  the  twigs  of  budding  personality. 

As  Americans,  we  like  to  believe  that  there  are 
many  important  values  inherent  in  our  way  of  life. 
For  instance,  we  believe  in  the  worth  of  the  indi- 
vidual and  in  national  progress.  We  believe  in 
universal  literacy  and  education  as,  the  means  of 
solving  social  and  personal  problems.  We  nourish 
the  thought  that  if  everyone  were  able  to  read 
and  write  and  go  to  school,  then  everything  might 
turn  out  all  right.  We  have  confidence  in  man’s 
ability  to  control  and  direct  his  destiny,  in  both 
a personal  and  a social  sense.  How  does  the  child 
learn  these  ideas  and  values?  He  learns  them  in 
only  one  way;  through  the  family.  But  note  this: 
these  ideas  and  values  are  colored  by  his  family 
experience.  The  child  sees  the  American  way  of 
life  through  the  eyes  of  his  family:  he  learns  of 
it  through  the  words  his  family  uses,  and  he  shares 
the  family’s  feeling  toward  it.  The  values,  yes,  and 
the  disvalues,  of  our  democratic  society  are  trans- 
mitted in  a family  version,  compounded  out  of 
w'hat  the  family  can  see  of  the  so-called  American 
way  of  life,  how  it  sees  it,  and  how  it  wants  to 
see  it. 

fCortirrcd  on  next  pagef 
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The  result  of  this  selective  and  evaluating  proc- 
ess on  the  part  of  the  famil\-  is  the  formation  of  the 
child’s  sense  of  values  in  regard  to  both  personal 
pursuits  and  amibitions  and  social  behavior.  It  is 
within  the  bosom  of  the  family  that  judgments  are 
formed,  conflicts  of  value  are  resolved,  and  choices 
are  made,  or  at  least  influenced.  Life,  as  we  know 
it,  is  varied  and  complex,  infinitely  full  of  possi- 
bilities. Personality  development  is  a constant  ser- 
ies of  choices.  These  choices  are  made  according  to 
a person's  scale  of  values,  and  modern  scholarship 
concludes  that  these  values  are.  in  large  part,  the 
result  of  famih'  living. 

OR'GIN  OF  MORAL  JUDGMENTS 

Striking  statistical  confirmation  of  this  fact  is 
found  in  the  study  by  Hartshorne  and  ^lay  of  the 
sources  from  which  children  derive  their  ethical 
concepts.  The  study  clearly  showed  that  there  was 
a significant  correspondence  between  the  moral 
judgments  of  the  child  and  those  of  the  parents. 
Incidentally,  the  judgments  of  the  child  were  found 
to  be  more  closely  allied  to  those  of  the  mother 
than  of  the  father. 

Further  corroboration  of  this  truth  is  disclosed 
in  [McCord’s  investigation  of  the  origins  of  crime. 
He  discovered  that  the  real  factors  producing  a 
criminal  personality  are  not  found  in  the  character 
of  the  housing,  in  the  economic  status  of  the  fam- 
ily, or  in  the  child’s  I.Q.  Rather,  they  are  found 
primarih'  in  the  relation  of  father  and  mother  to 
each  other,  their  acceptance  and  love  of  their  chil- 
dren, and  their  maintenance  of  firm  but  kindly  dis- 
cipline. These  are  the  points  at  which  the  prob- 
lem of  juvenile  delinquency  and  adult  crime  must 
be  attacked  and  I might  add  these  are  the  points 
so  frequently  neglected  by  the  community,  while  it 
spends  great  sums  on  social  work  of  many  kinds 
that  come  too  late  to  do  much  good.  The  root  of 
criminal  behavior  lies  in  the  family,  and  all  the 
work  of  social  agencies  will  be  merely  stopgap  un- 
less they  work  with  and  in  and  through  the  family. 
We  have  to  go  further  than  our  family  courts  have 
been  able  to  reach. 

This  has  special  implication  for  the  anti-poverty 
war  we  are  now  waging.  Sociologists  tell  us  that 
poverty  can  be  inherited.  How?  Insofar  as  the  dis- 
values  connected  with  poverty  are  transmitted  by 
parents  to  children  to  children’s  children.  Poverty 
leaves  an  indelible  mark.  It  curses  children  with 
a paucity  or  lack  of  incentive,  of  motivation,  of 
goal  aspiration,  and  of  training  in  other  social 
skills  required  to  make  the  fullest  use  of  the  re- 


sources — educational,  vocational,  cultural,  and 
social-resources  that  lead  to  exits  from  poverty. 
As  a result  of  the  parent's  social,  educational  and 
economic  poverty,  children  are  left  with  a weak 
value  system,  inadequate  role  models  and  a depre- 
cating self  image  reinforced  by  cultural  depriva- 
tion— all  of  which  complement  and  support  a per- 
son’s inability  to  achieve  and  improve  his  lot.  So 
it  is,  in  this  sense,  a passing  down  of  an  inheritance 
of  poverty,  materially,  socially,  culturally,  and 
oftentimes,  spiritually. 

SCALE  OF  VALUES 

One  of  the  greatest  goods  parents  can  confer 
upon  a child  is  to  provide  him  with  an  adequate 
scale  of  values,  a philosophy  of  life,  certain  stan- 
dards and  principles  which  give  direction  and  pur- 
pose to  life,  and  serve  as  a basis  upon  which  he 
can  take  a stand  to  work  out  a solution  to  the 
problems  of  daily  living.  It  is  a family's  philosophy 
of  life  which  helps  it  to  meet  adversity  without 
going  to  smash,  that  enables  it  to  be  brave  and 
steadfast  when  the  going  gets  tough,  that  equips 
the  child  to  make  the  business  of  living  synony- 
mous with  the  joy  of  living.  In  short,  it  gives  mean- 
ing to  life  and  is  a vital  element  in  the  psychic 
atmosphere  which  envelops  the  child  as  he  grows. 

STANDARD  OF  LIVING 

Money  is  needed  to  destroy  the  devastating  ef- 
fects of  poverty  on  family  life.  Destitute  families 
should  have  sufficient  income  to  maintain  a decent 
standard  of  living.  But  these  families  usually  have 
problems  that  money  alone  cannot  cure.  [More  than 
money  is  needed  to  help  persons  caught  in  the  grip 
of  poverty.  We  need  to  instill  in  them  a sense  of 
self-respect,  an  esteem  for  their  individual  worth, 
a conviction  that  they  are  not  victims  of  imper- 
sonal forces  but,  with  the  help  of  God's  grace,  can 
meet  adversity  and  control  their  future.  We  must 
educate  them  to  see  that  they  are  not  merely 
formed  by  and  react  to  their  environment,  but  in 
a very  real  measure  they  create  their  environment. 
We  need  to  put  incentives  into  public  welfare  pro- 
grams so  that  people  will  want  to  help  themselves, 
will  see  the  benefits  of  working  full  or  part  time, 
will  begin  to  realize  that  they  can  pull  themselves 
up  by  the  boot  straps.  We  need  to  plan  a strategv’ 
that  rewards  personal  effort  and  initiative  and  roots 
out  an  attitude  of  hopelessness,  despair,  and  power- 
lessness. .As  Pope  Paul  states  in  his  encyclical.  On 
the  Development  of  Peoples,  “The  struggle  against 
destitution,  though  urgent  and  necessary,  is  not 
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enough.  It  is  a question,  rather,  of  building  a world 
where  every  man,  no  matter  what  his  race,  religion 
or  nationality,  can  live  a fully  human  life,  freed 
from  servitude  imposed  on  him  by  other  men  or 
by  natural  forces  over  which  he  has  not  sufficient 
control;  a world  where  freedom  is  not  an  empty 
word  and  where  the  poor  man  Lazarus  can  sit 
down  at  the  same  table  with  the  rich  man.” 

STATUS 

As  every  child  matures  he  asks  himself  these 
questions:  Who  am  I?  What  am  I?  What  is  my 
particular  relation  to  this  society  in  which  I find 
myself?  What  is  my  peculiar  place  in  it?  What  is 
my  status? 

These  questions  arise  early  and  are  insistent. 
Parents  may  sense  them  before  children  develop 
to  the  point  of  formulating  them.  Social  workers 
recognize  the  craving  of  adopted  and  foster  children 
to  learn  about  their  parents — who  they  were,  what 
sort  of  people  they  were — regardless  of  how  they 
were  treated  by  them.  Newspapers  often  contain 
stories  of  grown  persons  seeking  knowledge  of  par- 
ents they  never  knew.  The  study  of  genealogy  is 
a very  human  and  understandable  quest. 

Status  has  been  defined  as  position  in  society,  the 
standing  accorded  the  individual  by  his  fellows, 
one’s  place  on  a prestige  scale.  One  of  the  most  im- 
portant things  which  a family  does  for  the  child 
is  to  give  him  status.  The  family  does  this  by 
means  of  two  things.  First  of  all,  it  gives  him  a 
name  and,  secondly,  it  gives  him  a social  position. 
Without  a name  a child  is  a nobody.  Nobody  likes 
to  be  a “nobody.”  Everybody  likes  to  be  a “some- 
body.” 'By  virtue  of  his  family,  by  virtue  of  his 
family  name,  a person  becomes  a somebody — that 
is,  an  individual  with  status. 

Family  names,  then,  are  important,  Names 
quickly  identitfy  the  child  as  a member  of  a par- 
ticular group,  and  since  these  groups  are  apt  to 
have  a distinctive  status  the  child  is  assigned  that 
status.  This  is  the  basis  of  what  is  known  as  “fam- 
ily pride.”  Persons  of  minority  nationality  groups, 
for  instance,  learn  through  experiences  that  certain 
names  awaken  certain  prejudices.  Every  year  mil- 
lions of  people  change  their  names.  They  feel  that 
a new  or  false  name  is  an  effective  mask  for  dis- 
guising themselves,  and  that  if  they  discard  their 
names,  in  some  way,  they  discard  a part  of  their 
personality. 

SECURITY 

Moreover,  this  factor  of  family  status  is  related 
closely  to  the  concept  of  security.  To  feel  safe 


means  to  feel  at  home — providing  our  own  exper- 
ience at  home  gave  us  a feeling  of  affectionate  se- 
curity. The  emotionally  mature  person  is  one  who 
feels  at  home  in  the  world  at  large.  The  i>erson 
who  has  never  learned  to  feel  at  home  in  his  child- 
hood home  is  apt  to  have  trouble  in  his  later  years. 
Home-sweet-home  is  the  child’s  first  psychological 
laboratory.  It  is  there  that  the  child  first  learns 
about  other  people  and  about  himself,  and  this  is 
likely  to  color  his  subsequent  interpretations  of 
marriage  and  how  one  ought  to  bring  up  children, 
on  the  place  of  a father  in  the  home,  on  the  role 
of  the  mother,  may  be  given  shape  and  substance 
by  what  he  notices  in  his  own  home.  This  is  an 
obvious  truth  tragically  overlooked  by  tyrannical 
fathers,  shrewish  wives,  overindulgent  parents, 
jealous  husbands,  and  selfish  mothers. 

Rut  this  is  also  imix)rtant:  family  name  and 
status  also  have  a great  deal  to  do  with  a person’s 
behavior  through  their  effect  upon  the  conception 
of  one's  self.  How  one  thinks  of  himself  determines 
how  he  reacts  to  other  people.  William  James  used 
to  remark  that  a man  had  as  many  selves  as  there 
were  persons  who  recognized  him  and  carried  an 
image  of  him  in  their  minds.  The  poet  Masefield 
writes: 

And  there  were  three  men  went  down  the  road 
As  down  the  road  went  he 
The  man  they  saw,  the  man  he  was 
■■^nd  the  man  he  wanted  to  be. 

This  is  where  the  church  can  be  most  effective 
in  developing  in  each  person  a proper  self  respect. 
The  individual  is  priceless  in  the  sight  of  God.  He 
has  status  in  God’s  eyes.  The  person  who  realizes 
this  understands  that  he  has  status  regardless  of 
what  his  fellowman  may  think. 

ROLE  OF  CHURCHES 

It  is  a consciousness  of  this  dignity  that  the 
churches  must  try  to  emulate.  It  this  kind  of  sup- 
port the  churches  must  give.  It  means  educating 
people  to  use  their  potential  to  develop  as  individ- 
uals, as  human  beings.  The  lesson  contained  in  the 
parable  of  the  talents  should  be  taken  to  heart  by 
everyone:  What  is  important  is  not  what  one  has 
but  what  one  does  with  what  one  has. 

The  church  is  traditionally  described  as  a family. 
Indeed,  she  is  referred  to  as  “Holy  Mother 
Church.”  Families  are  vital  to  her  existence.  Un- 
fortunately, while  clergymen  today  find  themselves 
increasinglv  embroiled  in  family  problems  they  find 
themselves  increasingly  helpless  to  suggest  solutions 
(Continued  on  next  page) 
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to  them.  Here  is  an  area  that  cries  out  for  clerical 
education. 

In  spite  of  all  the  study  on  marriage  and  the 
family,  nobody  has  yet  found  the  way  really  to 
strengthen  family  life.  Xo  one  can  specify  wnth 
micrometric  exactitude  the  conditions  in  which 
children  should  be  reared.  Nevertheless,  there  is 
already  plenty  of  information  on  which  to  make  a 
start,  and  if  we  are  going  to  make  an  effort  to 
strengthen  family  life  in  the  United  States,  then 
we  must,  first  of  all,  get  the  facts. 

Let  us  get  the  facts  about  the  needs  of  families, 
about  efforts  to  meet  them,  about  social  and  eco- 
nomic practices  that  depress  families  and  perpet- 
uate the  dependency  of  parents.  Let  us  document 
these  facts  and  perhaps  use  them  as  the  basis  of 
a fruitful  hypothesis.  What  is  the  condition  of 
family  life  in  each  community?  Do  the  fathers  and 
mothers  in  a particular  locality  represent  the  same 
national  culture?  Are  child  rearing  practices  typi- 
cally American,  or  are  they  American  Portuguese, 
or  .American  French  Canadian,  or  American  Ital- 
ian? What  is  the  difference  between  a young  man 
born  and  reared  of  Sicilian  parents  in  an  Italian 
ghetto,  and  a young  man  who  is  the  offspring  of 
Jewish  parents  on  the  affluent  side  of  the  city?  How 
does  immigrant  status  affect  family  life?  WTiat  are 
the  handicaps  of  Negro  families?  How  effectively 
do  Polish  and  Italian  families  adapt  to  .\merican 
conditions?  WTiat  effect  does  all  this  have  on  the 


stability  of  family  life?  We  need  to  gather  the 
facts  about  families  if  we  hope  to  improve  their 
condition, 

PUBLIC  OPINION 

Because  strong  families  are  so  essential  for  a 
strong  nation,  we  should  mobilize  public  opinion. 
We  should  strive  to  make  all  citizens  family-mind- 
ed. Every  person  in  the  community  who  exerts  an 
influence  on  the  family,  no  matter  how  small,  must 
use  this  influence  to  strengthen  family  life.  The 
teacher  in  the  school,  the  cop  on  the  corner,  the 
grocer  in  his  store,  the  social  worker,  the  judge, 
the  lawyer,  the  physician,  the  pharmacist — all  must 
be  conscious  of  the  tremendously  vital  role  that  the 
family  plays  in  the  progress  of  our  community. 
They  must  develop  “social  eyes”  to  sense  the  forces 
threatening  family  life,  and  do  everything  they 
can  to  foster  greater  family  unity. 

SOCIAL  RESPONSIBILITY 

Social  welfare  means:  “I  am  my  brother's  keep- 
er.” This  entails  social  responsibility.  This  respon- 
sibility increases  with  our  increased  ability  to  pre- 
dict long  term  conseqences  of  environmental  forces 
and  developmental  characteristics.  If  the  home,  the 
school,  and  society  do  not  adequately  meet  these 
responsibilities,  society  will  suffer  in  the  long  run 
and  our  democratic  way  of  life  will  be  weakened. 


DERMAQUIZ 


Conducted  by  FRANCESCO  RONCHESE,  M.D. 


At  left,  purplish  red  streaks  on  a 15  year  old  girl 
abdomen. 

Center,  similar  whitish-reddish  streaks  in  a 40  yeau* 
old  obese  woman. 

At  right,  white,  scar-like,  longitudinal  streaks. 
Answer  on  page  120. 
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Retained  Cystic  Duct  Stump 


Retained  Cystic  Duct  Remnant  Is  Pre- 
ventable Cause  of  Symptoms  Follotving 
Cholecystectomy. 


By  Robert  F.  Corrente,  M.D. 

INTRODUCTION 

The  imix)rtance  of  the  length  of  the  cystic  duct 
slump  at  cholecystectomy  has  been  the  subject  of 
considerable  discussion.  It  is  generally  accepted 
that  one  should  leave  the  shortest  possible  stump, 
although  it  is  difficult  to  be  sure  of  the  significance 
of  larger  remnants. 

A recent  coincidental  occurrence  of  three  clinical 
problems  involving  cystic  duct  remnants  has 
prompted  this  review  of  the  experience  in  a 200 
bed  community  'hospital.  Eleven  clinical  records 
were  reviewed.  The  salient  information  is  presented 
in  Table  1.  (See  next  page.) 

Diagnosis:  The  persistence,  or  rather  the  recur- 
rence, of  .symptoms  following  cholecystectomy 
should  arouse  suspicioin.  It  is  clear  that  a very 
small  percentage  of  patients  who  continue  to  have 
upper  abdominal  distress  should  be  considered  for 
this  diagnosis.  Certain  diagnostic  features  are 
worthy  of  note. 

History:  All  of  the  patients  we  have  seen  have 
experienced  an  interval  free  of  symptoms  ranging 
from  one  to  25  years.  In  no  instance  did  we  en- 
counter a continuation  of  symptoms  from  the  im- 
mediate postoperative  period.  The  complaint  in- 
variably was  the  recurrence  of  the  same  symptoms 


ROBERT  F.  OORREXTE,  M.D.,  oj  Warwick, 
R.I.  Surgeon,  Kent  County  Memorial  Hospital. 


the  patient  had  experienced  prior  to  cholecystec- 
tomy. 

CLINICAL  FINDINGS 

Physical  Examination:  As  expected  this  was  es- 
sentially unrevealing  except  for  nonspecific  right 
upper  quadrant  tenderness. 

Laboratory  Data:  All  of  the  usual  laboratory 
tests  were  well  within  normal  limits.  It  is  interest- 
ing to  note  that  on  both  occasions  in  which  cho- 
iedocholithiasis  was  found  the  patient  had  an  ele- 
vated alkaline  phosphatase.  No  patient  with  a nor- 
mal alkaline  phosphatase  was  found  to  have  a 
common  duct  stone  although  the  reverse  was  not 
true.  There  were  some  instances  of  elevated  alka- 
line phosphatase  with  no  evidence  of  choledo- 
cholithiasis. 

X-Ray:  In  no  instance  did  the  intravenous 
cholangiogram  help  to  establish  the  diagnosis. 
There  have,  however,  been  reports  of  visual 
ization  of  retained  cystic  duct  stumps  by  I.V. 
cholangiography. 

Operative  Findings  and  Pathology  Reports:  Of 
some  interest  are  the  descriptions  of  the  findings 
of  rather  long  remnants  up  to  3 cm.  in  length. 
Certainly  some  of  these  represent  intramural  cystic 
ducts  not  appreciated  at  the  initial  procedure.  No- 
ticeable, too,  is  the  high  incidence  of  associated 
.stones,  inflammatory  disease,  and  neuromata.  In 
only  one  Instance  (Case  No.  6)  was  the  specimen 
reported  simply  as  ‘‘cystic  duct.” 

(Conchuied  on  Page  09) 
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Role  of  Psychoanalysis  In  Rhode  Island  Medicine 


Psychoanalysis  Is  One  Of  Several  Effec- 
tive Psychiatric  Therapies  Available  To 
Physicians  In  Rhode  Island 


By  Wilma  F.  Rosen  M.D. 

Every  few  years  there  bursts  upon  the  psychi- 
atric horizon  a new  treatment  for  mental  ills.  This 
treatment  is  tried  on  everything  from  warts  to 
homosexuality,  and  all  we  hear  are  raves  of  success. 
Finally  after  enough  experience  accumulates,  we 
soberly  define  when  it  works  and  when  it  doesn't, 
i.e.  proper  indications. 

One  example  was  electro-shock  therapy  (EST) 
which  we  now  know  is  usually  most  effective  in 
severe  menopausal  depressions,  but  should  be 
avoided  in  the  neurotic  adolescent.  Twenty  years 
ago  EST  cured  everything.  We  saw  the  same  popu- 
larity cycle  with  tranquilizers,  group  therapy,  fami- 
ly therapy,  even  pre-frontal  lobotomy. 

And  so  it  was,  too,  with  psychoanalysis.  Psycho- 
analysis was  at  its  peak  of  enthusiam  in  the  40’s 
and  50’s.  Not  only  was  it  tried  on  everything,  but 
its  theories  spread  to  other  fields;  and  we  thought 
we  would  raise  the  perfect  generation  now  that  we 
understood  the  workings  of  the  mind.  Today  psy- 
cholanalysis  as  a treatment  is  limited  to  certain 
neurotic  disabilities;  but  in  these  it  is  clearly 
treatment  of  choice. 


WIL.MA  F.  ROSEN  INI.D.,  of  Providence,  R.I. 
Associate  in  Psychiatry,  Butler  Hospital,  Provi- 
dence, R.  /.  Candidate,  Boston  Psychoanalytic 
Institute. 


WHAT  PSYCHOANALYSIS  IS 

Psychoanalytic  treatment  is  a process  in  which 
a persons  learns  about  himself  and  about  how  his 
mind  works.  With  the  analyst,  he  uncovers  early 
childhood  experiences  which  influence  his  current 
adult  attitudes.  Thus,  as  he  becomes  aware  of  his 
blind  spots,  he  can  make  logical  decisions  based 
on  reality,  not  act  impulsively  on  immature  dis- 
tortions. 

Case:  An  e.xample  is  a 32  year  old  bachelor,  a 
“Don  Juan.”  He  is  a man  who  has  deeply  rooted 
doubts  about  his  masculinity.  He  dare  not  marry 
and  let  a woman  “find  him  out.”  Instead,  he  must 
have  conquest  after  conquest  to  bolster  his  falter- 
ing self-image.  This  man  grew  up  with  his  mother’s 
words  ringing  in  his  ears,  “Don’t  be  a failure  like 
your  father!”  He  became  a confused  adolescent, 
“How,  then,  to  be  a man,  if  not  like  one’s  father?” 
His  father  passively  withdrew  from  his  attacking 
wife  and  failed  to  be,  for  this  boy,  an  adequate 
figure  for  identification.  Preoccupied  with  doubts, 
preoccupied  with  compensating  through  his  con- 
quests, he  does  poorly  in  his  profession  and  remains 
a lonely,  unhappy  man. 

This  man  is  seeing  life,  not  as  it  is,  but  dis- 
torted by  his  own  particular,  unfortunate  life  ex- 
periences. His  future  life  will  be  limited  and  de- 
formed without  treatment.  A pill  may  relax  his 
(Continued  on  next  page) 
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tensions  but  only  psychoanalysis  can  change  the 
unfortunate  pattern  of  his  life.  For  he  must  learn 
that  all  women  will  not  be  the  destructive,  at- 
tacking mother,  and  it  is  safe  to  love. 

THE  DETERMINING  FACTOR  IN  RECOMMENDING 
ANALYSIS  vs.  OTHER  PSYCHIATRIC  TREATMENTS 

As  in  all  medicine,  we  must  decide  if  we  will  treat 
the  symptom  or  the  underlying  pathology.  Psycho- 
analysis treats  the  underlying  pathology.  Not  alone 
is  the  depressed  mood  relieved  by  antidepressants: 
the  patient  is  also  made  aware  of  the  hidden  con- 
flicts which  caused  him  to  be  depressed  and  learns 
to  deal  with  life’s  problems  in  a more  constructive 
way. 

Unfortunately  it  is  very  {minful  to  have  to  look 
into  the  mirror  and  see  one’s  self.  Many  patients 
simply  do  not  have  the  psychological  strength  to 
tolerate  this  long,  analytic  probing.  For  example, 
a schizophrenic  would  rather  escape  into  his  world 
of  fantasy  than  to  see  his  faults  and  change.  Then, 
we  must  content  ourselves  to  treat  symptoms  alone, 
and  we  use  our  great  array  of  drugs,  EST,  and 
behavioral  therapy  ("unlearning’’  symptoms).  In 
summary,  the  determining  factors  in  recommending 
psychoanalysis  are: 

1.  the  presence  of  symptoms  which  are  caused 
by  a self-destructive  and  repetitive  life  pat- 
tern. 

2.  a patient  who  can  tolerate  the  analytic  proc- 
ess. 

INDICATIONS  AND  CONTRA-INDICATIONS  FOR 
PSYCHOANALYSIS 

1.  Diagnosis:  Neuroses  are  most  suitable,  but 
diagnoses  in  p.sychiatry  are  often  mixed  and  con- 
sequently not  the  sole  factor.  The  analyst  must 
evaluate  each  patient’s  psychological  strength  and 
make  the  decision. 

2.  It  is  especially  useful  for  social  workers,  psy- 
chologists, and  other  members  of  the  helping  pro- 
fessions to  have  insights  into  their  own  behavior 
so  that  their  blind  spx)ts  will  not  seriously  inter- 
fere with  the  lives  of  those  whom  they  influence. 
Psychoanalysts  themselves  must  undergo  long  in- 
tensive analyses  for  this  reason. 

3.  Age:  The  best  results  are  for  those  under  40. 
Older  people  tend  to  be  set  in  their  ways,  and  the 
treatment  depends  on  the  capacity  to  change. 

4.  Intelligence  must  be  at  least  average  for  this 
is  a learning  process.  The  patient  should  be  rea- 
sonable and  have  a capacity  for  introspection. 

5.  Time:  4-5  times  a week  for  at  least  two  years. 


The  mind  vigorously  resists  revealing  itself,  and  an 
intensive  working  relationship  is  required. 

6.  [Motivation;  Discomfort  must  be  serious 
enough  to  warrant  this  investment  of  time,  effort, 
and  money. 

7.  Money:  Obviously  expensive,  but  low  fee 
clinic  analyses  are  available  through  psychoana- 
lytic training  institutes. 

8.  Few  analysts  in  Rhode  Island;  Training  is 
not  available  in  this  state.  To  become  trained  is 
a great  sacrifice  involving  daily  commuting  to  Bos- 
ton for  several  years.  It  is  simply  not  possible  for 
most  overworked  Rhode  Island  psychiatrists. 

"PSYCHOANALYTICALLY-ORIENTED 

PSYCHO-THERAPY" 

Although  the  use  of  psychoanalysis  as  treatment 
is  limited  to  certain  cases,  many  of  the  principles 
of  psychoanalysis  have  been  adapted  for  use  in 
general  psychiatry.  Consequently  there  has  devel- 
open  ‘‘Psychoanalytically-Oriented  Psychotherapy’’ 
(or  ‘dynamic  psychotherapy’’).  This  treatment, 
like  psychoanalysis,  aims  at  causes  and  not  just 
symptoms.  However,  it  is  modified  to  be  used  more 
broadh'.  For  example,  treatment  can  be  once  a 
week,  short  term,  or  combined  with  drugs.  It  can 
be  used  on  patients  too  sick  or  too  old  for  psycho- 
analysis or  those  with  mild  problems  that  don’t 
require  extensive  therapy.  [Many  patients  simply 
cannot  afford  the  time  or  money  psychoanalysis 
requires.  Fortunately  there  are  psychiatrists  in 
Rhode  Island  trained  to  do  this  type  of  treatment. 

SOME  CRITICISMS  CLARIFIED 

Psychoanalysis,  when  possible,  is  the  treatment 
of  choice  for  many  neurotics.  The  criticism  that 
it  is  too  extensive  an  involvement  is  not  valid.  It 
is  the  same  as  saying  that  it  is  cheaper  to  give 
digitalis  than  to  do  open  heart  surgery  for  mitral 
stenosis.  To  leave  a patient  unnecessarily  crippled, 
emotionally  or  physically,  is  just  not  good  medi- 
cine. 

Another  complaint  in  this  era  of  community  so- 
cial action  is  that  psychoanalysis  is  not  a treatment 
for  the  masses  but  for  the  few.  This  is  true.  It  is 
an  appropriate,  effective  treatment  for  a small 
percentage  of  the  population.  But  for  these  few 
it  the  best,  or  perhaps  only,  means  of  regaining 
mental  health.  The  desperately  unhappy  professor 
who  manages  to  function  despite  his  problems  and 
“looks  well”  deserves  suitable  treatment  as  much 
as  the  dramatically  disorganized  schizophrenic. 

Psychoanalysis,  when  appropriately  used,  should 
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be  viewed  as  one  type  of  the  several  effective  psy- 
chiatric therapies  available  to  physicians  in  Rhode 
Island. 
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RETAINED  SYSTIC  DUCT  STUMP 

(Concluded  from  Page  95) 

TECHNICAL  CONSIDERATIONS 
The  secondary  dissection  of  these  remnants  poses 
no  particular  problem.  Often  the  remnant  is  found 
to  lie  within  the  wall  of  the  common  duct,  account- 
ting  very  likely  for  its  escaping  identification  at 
the  initial  operation.  It  should  be  noted  that  in 
those  patients  who  undergo  choledochotomy  at  the 
initial  procedure  an  opportunity  exists  to  avoid 
this  pitfall.  The  incision  in  the  wall  of  the  common 
duct  in  its  long  axis  can  be  made  through  the 
common  wall  by  opening  the  duct  through  the 
opening  of  the  cystic  duct  and  exploring  the  com- 
mon bile  duct  through  the  opening.  As  this  cho- 
ledochotomy is  closed  around  the  T Tube,  a single 
wall  without  a remnant  will  be  virtually  assured. 

SUMMARY 

A small  group  of  cases  of  retained  cystic  duct 
remnants  is  reported.  It  is  not  intended  that  any 
conclusions  be  drawn  from  this  limited  experience, 
but  rather  to  call  attention  to  a problem  which 
may  be  preventable.  The  opportunity  to  relieve  the 
patient's  symptoms  when  this  situation  is  present, 
however,  should  not  be  overlooked. 
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Auriculo-temporal  Neuralgia— An  Original  Diagnostic 
And  Therapeutic  Approach 


Author^ s Nerve  Block  Highly  Effective 
In  Appropriate  Cases 


By  Edward  Damarjian,  ^I.D. 


This  is  a report  of  34  cases  of  auriculo-temporal 
neuralgia.  Since  the  Auriculo-temporal  nerve  is  a 
branch  of  the  mandibular,  I have  treated  these  pa- 
tients until  recently  with  a mandibular  alcohol 
nerve  block.  In  spite  of  efforts  to  make  this  al- 
cohol injection  as  painless  as  possible,  the  tech- 
nique left  much  to  be  desired.  The  major  problem 
was  to  locate  the  nerve  by  producing  paresthesia 
with  the  needle  while  the  patient  was  awake.  This 
is  very  painful.  In  elderly  j^atients  witli  a language 
barrier,  the  problem  is  compounded.  However, 
when  the  mandibular  nerve  is  located,  the  patient 
is  given  light  FluothaneA*'  anesthesia  during  the 
actual  alcohol  injection  of  the  nerve. 

Because  this  treatment  was  considered  too  rad- 
ical, a more  practical  method  was  attempted.  It 
was,  therefore,  rationalized  that  repeated  injec- 
tions of  the  auriculo-temporal  nerve  with  a local 
anesthetic  alone  would  serve  to  give  continued  re- 
lief and  also  act  as  a diagnostic  block.  In  addition, 
both  prilocaine  (Citanest®)*  and  cortisone**  were 

*Citanest®  2%,  Astra  Pharmaceutical  Co.  — 1 
**Cortisone  for  bursae:  Xeo-cortef,®  Upjohn  — 2 

EUWARU  UAMARJIAN,  M.D.,  of  Rumjord, 
Rhode  Island,  Chief  of  Anesthesiology  at  Memo- 
rial Hospital,  Pawtucket,  Rhode  Island. 


placed  in  and  around  the  temporo-mandibular 
joint,  because  many  of  the  patients  had  tenderness 
on  deep  pressure  in  the  vicinity  of  this  joint  with 
crepitous  and  cracking  upon  opening  and  closing 
of  the  mouth.  When  x-ray  studies  of  the  temporo- 
mandibular joints  in  these  patients  were  made, 
they  were  always  reported  as  normal. 

Xow’  the  pain  was  localized  to  the  front  of  the 
ear  with  radiation  to  the  cheek,  side  of  the  nose, 
temporal  region  of  the  scalp,  back  of  the  ear,  or 
in  some  cases  pain  within  the  ear  canal  (Table  1). 

The  diagnostic  problem  in  some  cases  was  to 
distinguish  temporo-mandibular  neuralgia  from 
neuralgia  of  the  infra-orbital  nerve  of  the  maxil- 
lary trunk,  or  neuralgia  in  the  lower  jaw  from  the 
mandibular  trunk.  The  relief  of  pain  wth  the 
auriculo-temporal  block  would  establish  the  diag- 
nosis. It  is  my  opinion  that  many  cases  diagnosed 
as  mamdibular  neuralgia  or  even  tic  douloureux 

TABLE  1 

Sensory  Distribution  of  Auricular-Temporal  Nerve 

1.  Mandibular  joint 

2.  Parotid  Gland 

3.  External  meatus 

4.  Tj-mpanic  membrane 

5.  Superior  half  of  auricle  of  the  ear 

6.  Skin  and  fascia  cheek,  temple  and  scalp 
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are,  in  fact,  auriculo-temporal  neuralgia  and  can 
be  proved  by  this  diagnostic  procedure.  The  inci- 
dence of  auriculo-temporal  neuralgia  is  much  high- 
er in  the  middle  aged  female  patient. 

TECHNIQUE 

The  technique  of  the  auriculo-temporal  nerve 
block  has  not  yet  been  published  in  any  procedure 
bocks  or  journals  to  my  knowledge.  My  method 
is  to  inject  3 ml.  of  Citanest®  beneath  the  ramus 
of  the  jaw  just  in  front  of  the  tragus  of  the  ear 
( Figure  1 ) . .\  properly  placed  block  will  not  only 
g ve  prompt  relief  of  pain,  but  will  also  block  the 
facial  nerve  which  is  in  close  proximity  (Figure  2). 
The  patient  is  advised  that  the  facial  paralysis 
that  results  is  incidental  to  the  intended  block  and 
will  last  only  a few  hours.  This  block  along  with 
infiltration  of  Citanest®  and  cortisone  in  and 
around  the  temporo-mandibular  joint  is  repeated 
on  alternate  days  until  the  patient’s  symptoms 
subside. 

Fibrosis  around  the  tem{x>ro-mandibular  joint 
is  suspected  of  causing  pressure  on  the  nearby 
auriculo-temporal  nerve.  It  usually  takes  four  to 


Fig.  1.  Site  of  injection  of  Auricular  Temporal 
nerve  and  its  relationship  to  facial  nerve. 


Fig.  2.  Distribution  of  Auricular  Temporal  on 
anatomical  drawing 


five  blocks  before  the  patient  obtains  continuing 
relief. 

RESULTS 

The  results  of  this  t^pe  of  block  have  been  high- 
ly gratifying.  Of  34  patients  receiving  this  block, 
only  6 have  returned  within  a year  for  a repeated 
course  of  treatment,  and  4 [patients  after  24 
months.  Thus  10  patients  returned  for  a repeat 
injection  (Table  2).  Since  the  start  of  this  new 
technique,  I have  found  it  necessary  to  resort  to 
an  alcohol  mandibular  block  in  only  one  patient. 
I believe  that  alcohol  block  should  be  held  in  re- 
serve for  intractable  cases  if  repeated  Citanest® 
auriculo-temporal  nerve  blocks  do  not  give  con- 
tinued relief. 

TABLE  2 


Total  patients,  showing  number  of  injections,  pres 
ence  of  joint  crepitus,  recurrence,  sex  and  age. 


Pa- 

tient 

No.  of 
Injec- 
tions 

Mandi- 

bular 

Joint 

Crepitus 

Recurrence 

Sex 

Age 

= 1 

5 

1 

YES  1 

9 MO. 

E 

37 

^2 

14 

Alcohol  Block 

F 

60 

=3 

5 

0 1 

2 YR. 

E 

30 

=4 

3 

0 1 

2 YR. 

F 

24 

=5 

3 

0 

1 YR. 

F 

75 

~6 

4 

0 

0 

F 

36 

=7 

3 

YES  1 

2 YR. 

F 

24 

-8 

9 

0 1 

0 

F 

52 

=9 

6 

0 1 

0 

F 

15 

= 10 

6 

0 1 

4 MO. 

F 

18 

= 11 

3 

0 1 

0 

M 

49 

= 12 

6 

0 

0 

F 

52 

=il3 

1 

YES 

0 

F 

69 

#14 

5 

0 1 

1 YR. 

F 

74 

= 15 

3 

0 1 

0 

F 

53 

= 16 

7 

0 1 

0 

F 

69 

#17 

4 

0 1 

0 

F 

25 

#18 

3 

0 : 

0 

F 

66 

#19 

4 

0 1 

0 

F 

19 

=20 

3 

0 1 

0 

F 

76 

#21 

1 

YES  ! 

0 

'SI 

26 

#22 

3 

0 1 

0 

F 

60 

=23 

4 

0 1 

0 

M 

50 

=24 

3 

0 i 

1 YR. 

M 

51 

=25 

1 

YES  1 

0 

F 

50 

=26 

1 

0 1 

0 

F 

51 

=27 

5 

1 

YES  1 

0 

F 

55 

=28 

2 

1 

0 1 

13^  YR. 

F 

61 

=29 

4 

1 

0 I 

2 YR. 

F 

38 

=30 

2 

1 

0 1 

0 

M 

37 

#31 

1 

0 1 

0 

F 

48 

=32 

5 

1 

0 1 

0 

F 

77 

=33 

5 

0 

0 

F 

74 

=34 

3 

0 1 

0 

F 

69 
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AURICULO-TEMPORAL  NEURALGIA .AN  ORIGINAL  DI.AGNOSTIC  AND  THERAPEUTIC  APPRO.ACH 


Monoclonal  Gammopatliy,  Thyroid  Crisis  and 
Congenital  Heart  Disease  In  A Patient  With 


Trisomy  Syndrome  (Down’s 


Combination  Of  Disorders  Is  Extremely 
Rare 


By  K.  K.  Hegde,  M.B.,  B.S. 

Benign  monoclonal  gammopatuy  and  thjToid 
crisis  are  both  rare  conditions.  Congenital  heart 
disease  occurs  in  about  19  per  cent  of  patients  with 
trisomy-'  syndrome.  Thirteen  cases  of  hyperthy- 
roidism in  G21  trisomy  syndrome  have  been  re- 
ported, but  none  in  thyroid  crisis.  Benign  mono- 
clonal gammopathy  occurs  in  about  6 per  cent  of 
all  monoclonal  gammopathies,  but  none  have  been 
reported  in  a patient  with  G21  trisomy  syndrome. 

CASE  REPORT 

GG  was  a 15  year  old  Negro  female  born  pre- 
maturely in  1952  at  28  weeks  of  gestation.  The 
mother  was  39  years  old  at  the  time  of  birth  and 
attained  menopause  shortly  thereafter.  Mental  and 
physical  retardation  had  been  noted  in  the  patient 
earlier  in  childhood,  and  she  had  never  attended 
school.  She  attained  menarche  at  10  years  of  age, 
and  had  menstruated  regularly  since  onset.  She  was 
admitted  in  1966  to  Maumee  Valley  Hospital  for 
the  first  time  with  congestive  heart  failure.  She 
was  treated  and  discharged  in  an  improved  con- 
dition on  maintenance  dosage  of  digoxin.  At  this 

K.  K.  HEGDE,  M.B.,  B.S.,  of  Providence,  R.l. 
Fellow  in  Clinical  Cardiology,  The  Miriayn  Hospi- 
tal, Providence,  R.l. 

From  the  Departments  of  Medicine  of  the  Mau- 
mee Valley  Hospital,  Toledo,  Ohio,  and  The  IMiri- 
am  Hospital,  Providence,  R.E 


Syndrome  or  Mongolism) 


time  it  w'as  noted  that  the  patient  had  a ventricular 
septal  defect  and  all  of  the  features  of  mongolism. 
In  April  1967  she  was  readmitted  with  fever,  ner- 
vousness, weakness,  and  shortness  of  breath,  fol- 
lowing treatment  with  penicillin  for  a sore  throat 
two  w'eeks  before.  The  patient  had  been  so  weak 
that  she  could  not  stand  by  herself.  She  also  had 
diarrhea. 

Physical  examination  revealed  a microcephalic, 
mentally  retarded  female  with  short  stature,  a 
thick  broad  neck,  and  short  extremities.  She  had 
epicanthal  folds  and  low'-set  ears.  Simian  lines  were 
noted.  The  heart  was  enlarged,  and  the  rate  w^as 
160/minute.  A holosystolic  murmur  was  best  heard 
at  the  left  third  and  fourth  intercostal  spaces  in 
the  parasternal  region.  The  patient  also  manifested 
bilateral  pulmonary  crepitation,  increased  jugular 
venous  pressure,  and  2-plus  pitting  edema  of  the 
ankles.  Patient's  thyroid  gland  was  not  distinctly 
palpable.  There  were  no  palpable  nodules,  and  no 
bruit  could  be  heard  over  the  gland.  The  patient 
was  unable  to  stand  up.  There  w'ere  marked  fine 
and  coarse  tremors. 

She  was  treated  with  bed  rest,  digoxin,  diuretics, 
antibiotics,  Lomotil,®  and  antipyretics  without  im- 
provement. Stool,  urine,  blood,  and  throat  cultures 
were  obtained.  Urinalysis,  complete  blood  counts, 
and  chest  x-ray  studies  were  normal.  T3  uptake 
was  58  per  cent,  protein  bound  iodine  (PBI)  was 
12  ;tg  ]5er  cent.  Temperature  was  elevated  to  levels 
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of  103 °F.  Patient  was  treated  for  thyroid  crisis 
with  sodium  iodine  500  mg.  intravenously  every  8 
hours.  Methimazole  20  mg.  every  6 hours  was  ad- 
ministered through  the  nasogastric  tube,  and  re- 
serpine  2 mg.  intramuscularly  every  12  hours.  She 
was  also  given  Decadron®  5 mg.  every  6 hours. 
Infusion  of  10  per  cent  dextrose  solution  was  mon- 
itored by  central  venous  pressure.  She  was  placed 
in  an  oxygen  tent  and  on  a hypothermia  blanket. 
Caloric  intake  was  supplemented  through  the  na- 
sogastric tube.  Digitalis  and  diuretics  were  con- 
tinued as  indicated. 

During  therapy  the  patient  developed  incipient 
renal  failure  with  elevation  of  blood  urea  to  99 
mg.  per  cent  and  creatinine  to  3.5.  Patient  re- 
sponded to  therapy,  and  renal  function  improved. 
Antistreptolysin  ‘ O”  titer  was  800  units,  probably 
indicating  a streptococcal  infection  which  had  pre- 
cipitated the  hyperthyroid  crisis.  At  the  time  of 
discharge,  she  required  no  digoxin  or  diuretic.  She 
was  discharged  to  her  home  on  a dosage  of  methi- 
mazole 10  mg.  every  6 hours.  Radioactive  iodine 
uptake  was  76  per  cent  in  24  hours,  and  thyroid 
scan  showed  diffuse  enlargement  of  the  gland. 
Barr  bodies  were  30  per  cent,  and  chromosome 
studies  confirmed  the  clinical  diagnosis  of  mon- 
golism. Protein  electrophoresis  showed  monoclonal 
gammopathy  with  hypergammoglobulinemia.  Im- 
munoelectrophoresis by  immunodiffusion  technique 
revealed  elevation  of  G(IgG  2520  mg.  per  cent, 
IgA  218  mg.  per  cent,  and  IgM  30  mg.  per  cent). 
Plasma  uric  acid  level  was  normal  (4.4  mg.  per 
cent).  Bone  survey  showed  no  osteolytic  lesions. 
Bone  age  was  5 years  above  her  chronological  age, 
which  is  probably  explained  by  the  hyperthyroid- 
ism. Bone  marrow  examination  revealed  a normal 
bone  marrow  with  slight  increase  in  plasma  cells. 
Cardiac  catheterization  studies  were  not  carried 
out.  Vl’ith  thyrotoxicosis  under  good  control,  no 
specific  therapy  was  planned. 

DISCUSSION 

Down’s  syndrome  (trisomy-')  or  Mongolism 
constitutes  about  2-3  cases  per  1,000  births  and 
about  1 per  cent  of  all  mentally  defectives.^  This 
chromosomal  disorder  occurs  more  frequently  in 
children  when  the  mother  is  approaching  the  meno- 
pause, although  a number  of  maternal  viral  diseases 
have  been  observed  to  precede  Down’s  syndrome 
briths.''  A provocative  report  from  Australia  sug- 
gests an  association  between  Down’s  syndrome  and 
the  occurrence  of  viral  hepatitis  in  the  mother  nine 
months  prior  to  birth However,  Leek®  found  no 
correlation  between  hospital  admissions  for  infec- 


tious hepatitis  in  Birmingham,  England  and  the 
incidence  of  Down’s  syndrome.  Stark  and  Mantel" 
studied  the  incidence  of  Down’s  syndrome  over  a 
15  year  period  in  several  counties  of  lower  IMlchi- 
gan  and  noted  no  evidence  for  clustering  of  Down’s 
syndrome  births.  Kogan  and  associates^  also  were 
unable  to  demonstrate  any  correlation  between 
Down’s  syndrome  and  infectious  hepatitis  attack 
rates  in  the  Seattle-King  County  area  of  Washing- 
ton. Further  studies  are  needed  to  confirm  or  dis- 
prove the  role  of  infectious  hepatitis  in  Down’s 
syndrome.  Mycoplasma  infection  has  also  been  re- 
ported resulting  in  the  characteristic  chromosomal 
abnormality. 

Congenital  heart  disease  occurs  more  frequently 
in  children  with  Down’s  syndrome  than  in  the 
normal  population.  It  is  reported  that  about  19 
per  cent  of  patients  with  [Mongolism  have  some 
congenital  cardiac  deformity"  as  compared  to  an 
incidence  of  0.49"  to  0.6^®  in  the  general  jwpulation. 

The  association  of  Down’s  syndrome  with  leu- 
kemia and  the  occurrence  of  acute  leukemia  in 
Mongoloids  are  both  much  more  common  than  in 
the  general  population,  a reported  incidence  20 
times  as  great.'"  An  unexplained  hyperurice- 
m,;a"  '^-2‘i  has  also  been  observed  in  [Mongoloids. 
It  has  been  suggested '■*  that  a gene  or  genes  on  the 
trisomy  G21  chromosome  carries  a defect  causing 
overproduction  of  uric  acid,  or  a renal  defect  that 
results  in  inadequate  excretion,  or  both.  Diffuse 
hypergammaglobulinemia'-  has  been  reported.  The 
cause  is  unknown,  but  may  be  related  to  impaired 
leucocyte  functions  and  infections.  Our  case  did 
not  manifest  hyperuricemia,  but  did  manifest  hy- 
pergammaglobulinemia of  monoclonal  type  with 
IgG,  which  to  our  knowledge  has  not  been  reported. 
Hyperuricemia  or  hypergammaglobulinemia  may 
be  related  to  undiagnosed  leukemia  or  myeloma. 
Monoclonal  gammopathy  is  benign  in  about  6 per 
cent  of  cases.  Waldenstrom,  who  introduced  the 
term  ‘‘benign  monoclonal  gammopathy,”  followed 
12  such  patients  for  9 years  without  evidence  of 
myeloma,  macroglobulinemia,  or  other  serious  dis- 
eases. However,  Kyle  and  Bayrd'-®  described  a pa- 
tient who  acquired  classic  multiple  myeloma  18 
years  after  the  discovery  of  “benign  monoclonal 
gammopathy.”  That  thyroid  dysfunction  may  play 
a role  in  Mongolism  has  been  postulated,'®  but 
never  substantiated.  Recent  recognition  of  the  role 
of  chromosomal  abnormality  renders  such  specula- 
tion as  no  longer  valid,  although  the  association  of 
hypothyroidism  and  Mongolism  has  been  reported. 

(Conpnued  on  next  page) 
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Mastaniotis  et  al  described  a child  with  hypothy- 
roidism and  seminoma  of  the  testis  in  association 
with  iNIongolism  and  found  only  5 documented  in- 
stances of  hypothyroidism  in  Mongols.*’^  Harris 
and  Koutsoulieris  reported  a case  of  acquired  hy- 
pothyroidism in  a 3^  year  old  IMongoloid  child 
due  to  autoimmune  thyroiditis.^* 

The  combination  of  hyperthyroidism  and  Dowm’s 
syndrome  is  rare.  Johnson  and  Cook^®  in  1962  were 
able  to  find  only  seven  cases  in  a review  of  the 
literature  and  added  two  of  their  own.  In  1963 
Kay  and  Esselborn-®  reported  three  additional 
cases  raising  the  total  to  12.  Recently  Ansari  and 
Schneerberg^^  added  another  case. 

Our  case  is  apparently  the  fourteenth,  but  is 
unique  because  of  the  occurrence  of  thyroid  crisis 
and  monoclonal  gammopathy.  Congestive  heart 
failure  is  a well-known  complication  of  hyperthy- 
roidism, but  it  is  rare  under  the  age  of  40  years. 
Our  patient  exhibited  congestive  cardiac  failure 
due  to  preexisting  congenital  heart  disease  (prob- 
ably ventricular  septal  defect)  in  combination  with 
hyperthyroidism.  Following  control  of  the  hyper- 
thyroidism our  patient  has  remained  compensated 
without  therapy  for  over  a year  indicating  that  the 
heart  decrease  was  not  a major  factor.  Transient 
renal  failure  affecting  mainly  the  renal  tubules^^’^* 
as  occurred  in  our  case  has  been  reported  in  the 
literature  in  association  with  thyroid  crisis.  This 
renal  failure  may  become  permanent. 

Chromosomal  abnormalities  associated  with  mo- 
noclonal gammopathies  have  been  described.  Large 
extra  chromosomes  in  the  AB  size  range  have  been 
identified  in  some  patients  with  macroglobulinemia 
( Waldenstrom and  similar  or  non-distinct 
aberrations  have  been  reported  in  myeloma.*^’*^’^* 
.\dditionally,  in  all  three  types  of  monoclonal  gam- 
mopathies, frequent  abnormalities  of  number  12 
chromosomes  have  been  recognized  The 

chromosomal  abnormalities  are  distinguishable  from 
those  found  in  macroglobulinemia  and  myeloma 
and  have  been  observed  in  a patient  with  chronic 
lymphocytic  leukemia  associated  with  monoclonal 
gammopathy.** 
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Editorials 


•‘THE  CASE  FOR  PROFESSIONALISM” 

“ ‘Profession’-,  a calling  requiring  special- 
ized knowledge  and  often  long  and  inten- 
sive academic  preparation” 


“Among  the  many  valuable  things  on  the  verge 
of  disintegration  in  contemporary  America  is  the 
concept  of  professionalism — by  which  I mean  to 
suggest  a condition  determined  by  training,  exper- 
ience, skill,  and  achievement  (by  remuneration, 
too,  but  this  is  secondary.)”  Thus  Robert  Brustein, 
Dean  of  the  Drama  School  at  Yale  University, 
introduces  his  superb  article  in  a recent  issue  of 
The  New  Republic.  This  is  writing  which  has  the 
greatest  pertinence  for  a concerned  public,  and 
gives  some  reassurance  to  our  profession  about  our- 
selves. We  are  not  all  so  concerned  as  a special 
profession,  but  for  professionalism  in  its  generic 
sense.  Brustein  sounds  an  alarm  that  we  be  not 
misled  by  our  times,  and  re-emphasizess  the  warn- 
ing of  Plato  to  his  own  countrymen  in  Book  VIII 
of  THE  REPUBLIC: 

“In  such  a state  of  society  (a  state  of  demo- 
cratic anarchy),  the  master  fears  and  flatters 
his  scholars,  and  the  scholars  despise  their 
masters  and  tutors;  young  and  old  are  alike; 
and  the  young  man  is  on  a level  with  the  old, 
and  is  ready  to  compete  with  him  in  word  and 
deed;  and  old  men  condescend  to  the  young 
and  are  full  of  pleasantry  and  gaiety;  they 
are  loth  to  be  thought  morose  and  authorita- 
tive, and  therefore  they  adopt  the  manners  of 
the  young  . . .” 

It  is  pure  nonsense  regardless  of  how  widely 
the  error  is  held  that  an  amateur  is  co-equal,  or 
as  some  would  say,  “superior”  to  a professional 
who  has  mastered  the  science  and  art  of  his  calling. 
Brustein  uses  examples  drawm  from  medicine  in 
several  instances.  He  ponders  w'hether  medical  stu- 
dents will  insist  on  making  diagnoses  by  the  ma- 
jority vote  of  the  first  year  students,  but  he  con- 
cedes that  all  things  are  possible.  He  questions 
whether  a medical  student  facing  his  owm  operation 
should  refuse  anesthesia  so  that  he  might  adhere 
to  the  principle  of  participating  in  the  decisions 
which  affect  his  life.  Should  this  same  student 
choose  the  surgeon’s  instruments  and  tell  him  pre- 
cisely where  to  cut?  In  Medicine,  and  in  all  the 


professions  there  is  a corpus  of  knowledge  for  which 
there  is  a moral  and  intellectual  responsibility  of 
transmission  by  the  professional.  There  is  a justi- 
fication in  the  ends,  and  there  is  a justification  in 
the  means.  Any  society  is  more  than  the  sum  of 
the  capabilities  of  its  individual  members,  but  not 
less  than  the  skill  and  achievements  of  its  mem- 
bers. The  more  capable  the  members  of  a society, 
the  more  capable  the  society  itself.  There  is  justi- 
fication in  the  means.  Questioning  the  relevance  of 
material  is  opposed  to  the  very  nature  of  learning, 
the  role  of  the  university,  or  scholarship.  This  does 
not  mean  that  we  fail  to  recognize  that  many  of 
the  great  ideas  in  the  history  of  civilization  and  in 
science  are  contributed  by  men  under  thirty-five 
years  of  age,  and  frequently  those  in  their  twenties. 
It  is  essential  that  the  young  mind  be  given  the 
opportunity  to  express  ideas;  the  amount  of  re- 
pression which  is  inevitable  in  any  educational  pro- 
cess must  be  minimized,  and  no-one  is  challenging 
this  concept.  But  in  order  to  e.xpress  ideas,  or 
deal  with  the  material  of  any  science,  there  is  a 
basic  corpus  of  material,  the  relevance  of  which  the 
beginner  could  not  possibly  understand.  Philosoph- 
ically, introducing  the  concept  of  relevance  has  a 
self-defeating  feedback  wLich  in  the  extreme  case 
is  complete  Nihilism.  Says  Brustein  in  his  best 
form,  “It  is  often  observed  that  the  word  ‘amateur’ 
comes  from  the  Latin  verb  to  love — presumably 
because  the  amateur  is  motivated  by  passion  rather 
than  money.  Today’s  amateur,  however,  seems  to 
love  not  his  subject  but  himself,  and  his  assault 
on  authority — on  the  application  of  professional 
standards  and  judgment  of  his  intellectual  develop- 
ment— is  a strategy  to  keep  this  self-love  unal- 
loyed.” The  greatest  aphorism  from  Shakespeare 
is,  “Nothing  is  right  or  wrong,  but  thinking  makes 
it  so.”  Robert  Brustein  and  The  New  Republic 
have  done  well  to  sound  a call  for  the  reaffirmation 
of  the  truth  and  validity  of  the  concept  of  pro- 
fessionalism, to  reassess  its  values,  and  not  to  be 
misled  by  the  false  amateur  against  whom  Plato 
so  aptly  warned. 


EDITORIALS 
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RELEVANT 


The  President’s  State  of  the  Union  Message 
stressed  man’s  birthright  to  a clean  environment. 
The  younger  generation  has  taken  as  its  domain 
for  action  protection  of  the  earth,  air,  and  water 
against  pollution.  Many  of  these  young  people  were 
not  even  born  when  organized  medicine  in  Rhode 
Island,  more  specifically  the  Providence  Medical 
Association,  campaigned  for  smoke  ordinances 
which  won  national  recognition  (“Blue  Skies  CK’er 
Providence,”  Reader’s  Digest,  September,  1956) 


and  laws  against  pollution  of  the  waters  of  Nar- 
ragansett  Bay.  Much  of  the  legislation  now  on  the 
books  in  Rhode  Island  directed  to  air  and  water 
pollution  can  be  traced  directly  to  these  early 
campaigns. 

With  the  tradition  of  a generation  of  interest 
in  these  worthwhile  goals  behind  us,  we  welcome 
the  dedication  of  the  younger  members  of  our 
community  to  preservation  of  the  environment. 

Will  they  please  stop  throwing  beer  cans  on  our 
lawn! 


NORMAL  VALUES  IN  CLINICAL  LABORATORY  MEDICINE 


Normal  values  of  laboratory  tests  delineate  a 
range  of  values  not  indicative  of  disease.  It  meas- 
ures a physiologic  state  and  compares  it  with  a 
similar  population  group,  such  as  personnel  or 
patients  in  a hospital.  The  challenge  is  to  adjust 
for  multiple  variables,  such  as  age,  weight,  sex, 
hydration,  exercise,  pregnancy,  medications,  and 
drugs. 

In  the  past,  when  a new  laboratory  test  was 
developed,  the  range  of  normal  values  was  derived 
from  tests  on  a series  of  “clinically  normal”  {people, 
usually  medical  students  and  available  laboratory 
personnel.  This  was  not  entirely  satisfactory  be- 
cause the  values  varied  in  different  laboratories 
due  to  variation  in  procedures,  chemicals,  equip- 
ment, atmospheric  conditions,  and  the  population 
group  tested. 

Subsequently,  the  elementary  statistical  tool  of 
±2  standard  deviations  was  used  to  include  95 
percent  of  values  on  the  assumption  that  most  of 
the  population  group  tested  was  normal  and  the 
distribution  of  test  values  conformed  to  a sym- 
metrical or  Gaussian  curve. 


Patients 
Number  oj 


Laboratory  Value 
Symmetrical  Curve 

It  is  important  to  recognize  that  some  labora- 
tory tests  have  a skewed  distribution,  as,  for  ex- 


ample, transaminase,  in  which  the  routine  use  of 
± standard  deviations  is  not  applicable. 


Skewed  Distribution 


However,  this  procedures  continues  to  be  suc- 
cessfully used  in  the  laboratory  for  measurement 
of  technical  precision  of  a test  in  which  one  is 
measuring  for  its  reproducibility  only. 

Statistical  devices  are  available  to  convert 
skewed  curves  to  symmetrical,  as,  for  example, 
making  logarithmic  transformations  of  the  labora- 
tory values,  frequently  a successful  maneuver. 

Other  examples  are  probability  plot,  best  fit 
curves,  and  Grand  Charlier  curves.  These  are  men- 
tioned to  demonstrate  the  use  of  statistical  tools 
to  dissect  a range  of  laboratory  values  and  dis- 
tinguish the  normal  from  the  abnormal.  A major 
accomplishment  will  have  been  achieved  when  small 
deviations  from  normal  are  accurately  identified. 

The  improved  definition  of  the  normal  range  of 
laboratory  values  is  important.  Since  it  may  vary 
among  laboratories,  it  behooves  the  physician  to 
know  the  normal  values  of  laboratories  used  by 
him.  Additionally  significant  is  the  evaluation  of 
interfering  substances  which  could  be  listed  in  a 
computer  printout  of  the  chemistry  report. 
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Guest  Editorial 


BIOCHEMICAL  ASPECTS  OF  ASTHMA 


It  is  becoming  increasingly  clear  that  bronchial 
asthma  is  a disease  which  involves  enzymatic  and 
biochemical  lesions  in  many  tissues  and  is  not  a 
condition  the  pathophysiology  of  which  is  isolated 
to  the  respiratory  tree.  For  example,  chronic  asth- 
matics are  unable  to  synthesize  and  excrete  nor- 
mally increased  amounts  of  epinephrine  and  other 
catechols  under  conditions  of  stress.  Furthermore, 
levels  of  free  and  esterified  fatty  acids  and  blood 
sugar  are  abnormally  low  in  asthmatics  under 
stressful  situations.  These  manifestations  appear 
to  be  associated  in  part  with  a failure  in  the  cen- 
tral mobilization  of  epinephrine  in  the  asthmatic. 
However,  the  situation  is  yet  more  complicated 
because,  in  addition  to  a failure  to  mobilize  epine- 
phrine, asthmatics  exhibit  a decreased  peripheral 
response  to  exogenously  administered  epinephrine. 
Thus,  asthmatics  who  have  received  epinephrine 
show  a diminished  hyperglycemia  when  compared 
with  normal  nonatopic  individuals.  It  has  been 
suggested  that  the  degree  of  hyperglycemia  follow- 
ing epinephrine  injection  is  inversely  related  to 
the  severity  of  asthma  aud  to  the  prognostic  out- 
look. 

Some  insights  into  the  possible  molecular  bases 
of  the  biochemical  lesions  associated  with  asthma 
may  be  obtained  from  a consideration  of  the  drugs 
which  are  used  for  treatment  of  this  disease.  Amin- 
ophyllin,  a methyl  xanthine,  is  an  agent  which  has 
been  in  use  for  generations.  It  known  that  amino- 
phyllin  acts  as  an  inhibitor  of  phosphodiesterase, 
an  enzyme  which  catalyzes  the  hydrolysis  of  3’,  5’ 


— cyclic  AMP. 

Recent  interest  in  cyclic  AMP  is  widespread  be- 
cause of  its  role  as  mediator  of  the  action  of  hor- 
mones and  its  participation  in  intracellular  regu- 
latory mechanisms.  Cyclic  AMP  is  synthesized 
from  ATP  in  the  presence  of  the  enzyme,  adenyl 
cyclase.  In  many  mammalian  systems  which  have 
been  studied,  adenyl  cyclase  is  membrane-bound 
and  its  activity  is  stimulated  by  epinephrine.  Epi- 
nephrine is  another  agent  which  has  long  been 
used  in  ithe  treatment  of  asthma.  Thus,  two  drugs 
which  serve  as  the  mainstay  of  treatment  for  bron- 
chial asthma  are  known  to  affect  synthesis  and 
degradation  of  cyclic  AMP.  Cyclic  AMP  produces 
relaxation  of  smooth  muscle  in  isolated  guinea  pig 
trachea. 

As  may  be  inferred  from  the  considerations  de- 
scribed above,  it  may  be  expected  that  the  bio- 
chemical basis  of  bronchial  asthma  and  other 
atopic  diseases  may  reside  in  one  or  more  of  the 
enzymes  involved  in  the  metabolism  of  cyclic 
AMP.  An  elucidation  of  the  basic  mechanisms  in- 
volved in  asthma  should  lead  to  new  therapeutic 
approaches  for  the  treatment  of  itihis  common  dis- 
ease. 

Joel  K.  Weltman,  M.D.,  Ph.D. 

The  Miriam  Hospital, 

Providence,  Rhode  Island 

Reprinted  with  i>ermission  from  the  Rhode  Island 
Thoracic  Society  Newsletter,  Vol.  2,  No.  4,  Janu- 
ary, 1970. 


RIFAMPICIN  — AN  EFFECTIVE  ANTIVIRAL  DRUG 


Louis  Weinstein,  M.D.,  clinical  microbiologist 
par  excellence,  is  a prophet  not  without  honor  even 
in  his  own  country.  He  has  in  two  Providence  ap- 
pearances recently  warned  of  the  real  dangers  of 
unbridled  immunization  programs  both  to  the 
health  of  the  community  and  to  the  individual 
recipient  of  multiple  immunizations.  As  alterna- 
tives, he  hopes  and  calls  for  better  antibiotics  and 
for  the  discovery  of  effective  new  antiviral  drugs. 
The  first  of  the  antiviral  agents  to  arrive  is  rifam- 
picin;  it  is  clinically  effective  against  trachoma 
and  the  pox  virus. 

Rifampicin  is  a semi-synthetic  derivative  of 
rifamycin  which  was  isolated  from  a fungus  grow- 
ing in  the  pine  forests  of  southern  France.  This 
new  antiviral  agent  acts  on  viral  RNA  polymerase. 


The  trachoma  agent  and  the  cow  pox  virus  are 
unusual  viruses  in  that  they  carry  RNA  polyme- 
rase, which  .transcribes  DNA,  in  addition  to  a 
protein  coat  and  naked  DNA.  These  latter  are 
the  only  constituents  of  most  viruses.  After  enter- 
ing a cell,  the  virus  reproduces  itself  by  using  its 
own  RNA  polymerase,  effectively  prevents  the 
multiplication  of  the  viruses  which  in  the  last 
analysis  is  the  phenomenon  we  call  viral  infection. 
Why  the  rifampicin  blocks  only  the  viral  RNA 
polymerase  and  leaves  the  host  RNA  polymerases 
untouched  is  a mystery  at  the  moment;  clinically 
it  works.  The  implications  of  the  discovery  of 
a truly  effective  antiviral  drug  need  not  be  elabo- 
rated. We  are  beginning  a new  era  in  the  control 
of  infectious  diseases  caused  by  viruses. 
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SAFETY  BELTS  USED  30%  OF  TIME 

Safety  belts  are  now  available  to  nearly  75  per 
cent  of  all  passenger  car  occupants,  but  they  are 
being  used  only  about  40  per  cent  of  the  time.  As 
a result,  the  net  usage  figure  is  estimated  to  be 
only  about  30  per  cent. 

Information  on  the  value  of  safety  belts  for 
saving  lives  indicates  that  if  all  passenger  car 
occupants  used  safety  belts  at  all  times,  such  use 
would  save  8,000  to  10,000  lives  annually.  The 
current  use  figures  indicate  that  safety  belts  saved 
about  2,500  to  3,000  lives  in  1968. 

(“Safety  Belts,”  in  Traffic  Safety,  August  1969) 

CANADIAN  SCHOOL  PIONEERS  THREE-YEAR 
MEDICAL  EDUCATION 

The  20  students  admitted  to  the  new  medical 
school  of  MciMaster  University  in  Hamilton,  On- 
tario, will  all  graduate  in  three  years.  By  reducing 
summer  vacations  to  one  month  and  slightly  con- 
densing the  curriculum,  ^McMaster  will  turn  out 
MUs  in  112  weeks  of  study  packed  into  a trien- 
nium,  instead  of  the  usual  120  weeks  spread  over 
four  years. 

Admission  will  be  granted  after  three  years  of 
college,  clearing  the  way  for  high  school  students 
to  become  doctors  in  six  years.  Though  some  U.S. 
medical  schools  now  award  the  MD  degree  to  se- 
lected students  after  a total  of  seven  years  of 
higher  education,  the  predominant  pattern  is  still 
eight  years. 

THE  BETTER  TO  SEE  YOU  . . . 

A recent  survey  b\'  the  Public  Health  Service 
.shows  that  about  half  the  entire  United  States 
population  wears  eyeglasses  or  contact  lenses,  or 
both. 


The  findings,  showing  a total  of  more  than  86 
million  Americans  using  eye  aids,  are  an  estimate 
and  are  based  on  a July  1965-June  1966  interview 
survey  by  the  Census  Bureau.  It  covered  42,000 
households  in  which  134,000  persons  over  age 
three  were  living. 

The  proportion  of  the  population  owning  cor- 
rective lenses  increased  with  age,  ranging  from  15 
per  cent  for  persons  three  to  15  years  of  age  to  88 
per  cent  for  persons  45  and  over. 

A high  proportion  (85  per  cent)  of  those  with 
corrective  lenses  had  prescriptions  for  reading  and 
close  work.  Over  94  per  cent  of  the  population  over 
45  had  this  type  of  lens,  compared  with  72  per 
cent  under  45. 

(“88%  of  All  Americans  0\’er  45  Use  Eye- 
glasses,” in  Aging,  August-September  1969) 

MALNUTRITION  SUGGESTS  SOURCE  OF  SOME 
PERMANENT  MENTAL  DEFICITS 

Current  research  suggests  that  malnutrition  dur- 
ing the  periods  of  rapid  brain  growth  in  the  fetus 
and  infant  may  produce  permanent  mental  deficits, 
reports  Delbert  H.  Dayton,  iM.D.,  in  the  Xovem- 
ber-December  1969  issue  of  CHILDREN,  inter- 
disciplinary journal  now  published  by  the  Office 
of  Child  Development,  Department  of  Health, 
Education,  and  Welfare. 

In  an  article  entitled  “Early  Malnutrition  and  J 
Human  Development,”  Dr.  Dayton,  pediatrician  in  !• 
the  growth  and  development  branch  of  the  Na- 
tional Institute  of  Child  Health  and  Human  De- 
velopment, National  Institutes  of  Health,  also 
cites  studies  suggesting  a possible  relationship  be- 
tween a child's  physical  and  mental  status  and  the 
nutritional  status  of  his  mother  during  pregnancy, 
(Continued  on  Page  109) 
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'here’s  a soup 


PROTEIN  CONTENT/  7 oz.  Serving* 


Bean  with  Bacon 
Beef 

Chicken  Broth 
Chicken  'N  Dumplings 
Chili  Beef 
Green  Pea 


6.8 

8.0 

5.5 

5.8 
6.2 

6.9 


Green  Pea  with  Ham  (Frozen) 

Hot  Dog  Bean 

Pepper  Pot 

Split  Pea  with  Ham 

Vegetable  Beef 

Vegetable  with  Beef  (Frozen) 


When  protein  is  the  focal  point  in  your  patients’ 
special  diets,  Campbell’s  Soups  can  be  a convenient 
supplementary  source  of  that  essential  nutrient. 


♦ From  Nutritive  Composition  of  Campbell’s  Products” 
which  gives  values  of  important  nutritive  constituents  of  all 
Campbell’s  Products.  For  your  copy,  write  to  Campbell  Soup 
Company,  Dept.  365,  Camden,  New  Jersey  08101. 


7.6 

8.4 
6.1 

10.2 

5.0 

5.4 


I 
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I 
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for  almost  every  patient  and  diet 
.for  every  meal 
and,  it’s  made  by 


LOMOTIC 


TABLETS/LIQUID 


Each  Lomotil  tablet  and  each  5 cc.  of  Lomotil 
liquid  contain: 

diphenoxylate  hydrochloride 2.5  mg. 

(Warning:  May  be  habit  forming) 
atropine  sulfate 0.025  mg. 


of  all  travelers 

who  have  traveled  200,000  miles  or  more 
. away  from  home  have  relied  on  Lomotil  • 
to  control  diarrhea. 


When  your  patients  need  a reliable  antidiarrheal 
at  home  or  away  from  home— rely  on  Lomotil. 

In  diarrheas  associated  with: 

• irritable  bowel 


• gastroenteritis 

• acute  infections 

• functional  hypermotility 


• ileostomy 

• drug-induced  diarrhea 


Warnings:  Lomotil  should  be  used  with  caution 
in  patients  taking  barbiturates  and,  if  not  contra- 
indicated, in  patients  with  cirrhosis,  advanced  liver 
disease  or  impaired  liver  function. 

Precautions:  Lomotil  is  a federally  exempt  nar- 
cotic with  theoretically  possible  addictive  poten- 
tial at  high  dosage;  this  is  not  ordinarily  a clinical 
problem.  Use  Lomotil  with  considerable  caution  in 
patients  receiving  addicting  drugs.  Recommended 
dosages  should  not  be  exceeded,  and  medication 
should  be  kept  out  of  reach  of  children.  Signs  of 
accidental  overdosage  may  include  severe  respira- 
tory depression,  flushing,  lethargy  or  coma,  hypo- 
tonic reflexes,  nystagmus,  pinpoint  pupils, 
tachycardia;  continuous  observation  is  necessary. 
The  subtherapeutic  amount  of  atropine  sulfate  is 
added  to  discourage  deliberate  overdosage. 
Adverse  Reactions:  Side  effects  reported  with 
Lomotil  therapy  include  nausea,  sedation,  dizzi- 
ness, vomiting,  pruritus,  restlessness,  abdominal 
discomfort,  headache,  angioneurotic  edema,  giant 
urticaria,  lethargy,  anorexia,  numbness  of  the  ex- 


tremities, atropine  effects,  swelling  of  the  gums, 
euphoria,  depression  and  malaise.  Respiratory  de- 
pression and  coma  may  occur  with  overdosage. 
Dosage:  The  recommended  initial  daily  dosages, 
given  in  divided  doses  until  diarrhea  is  controlled, 
are  as  follows: 

Children: 


3-6  mo Vz  tsp.*  t.i.d.  (3  mg.) 

6-12  mo Vz  tsp.  q.i.d.  (4  mg.) 

1- 2  yr Vz  tsp.  5 times  daily  (5  mg.) 

2- 5  yr 1 tsp.  t.i.d.  (6  mg.) 

5-8  yr 1 tsp.  q.i.d.  (8  mg.) 

8-12  yr 1 tsp.  5 times  daily  (10  mg.) 

Adults: 2 tsp.  5 times  daily  (20  mg.) 

or  2 tablets  q.i.d. 


*Based  on  4 cc.  per  teaspoonful 

Maintenance  dosage  may  be  as  low  as  one-fourth  the 

initial  daily  dosage. 

G.  D.  SEARLE  & CO. 

P.  O..  Box  5110,  Chicago,  Illinois  60680 
Research  in  the  Service  of  Medicine  952 


Nose  clear  as  a whistle 

(THANKS  TO  DIMETAPP  ) 


Dimetapp  Extentabs®  does  an  outstanding  job  of  helping  to 
clear  up  the  stuffiness,  drip  and  congestion  of  colds  and  upper 
respiratory  allergies  and  infections.  Each  Extentab  keeps 
working  up  to  12  hours.  And  for  most  patients  drowsiness  or 
overstimulation  is  unlikely.  Try  Dimetapp.  It  clearly  works. 


FOR  I PPER  RESPIRATORY  ALLERGIES  AND  INFECTIONS 

Dimetapp  Extentabs* 

Dimetane®  (brompheniramine  maleate),  12  mg.;  phenylephrine 
HCl,'  15  mg.;  phenylpropanolamine  HCl,  15  mg. 

UP  TO  12  HOURS  CLEAR  BREATHING  ON  ONE  TABLET 


Indications:  Dimetapp  is  indicated  for  symptomat- 
ic relief  of  the  allergic  manifestations  of  respira- 
tory illnesses,  such  as  the  common  cold  and  bron- 
chial asthma,  seasonal  allergies,  sinusitis,  rhinitis, 
conjunctivitis,  and  otitis. 

Contraindications:  Hypersensitivity  to  antihista- 
mines. Not  recommended  for  use  during  pregnancy. 
Precautions:  Until  patient’s  response  has  been  de- 
termined, he  should  be  cautioned  against  engag- 
ing in  operations  requiring  alertness.  Administer 
with  care  to  patients  with  cardiac  or  peripheral 
vascular  diseases  or  hypertension. 

Side  Effects:  Hypersensitivity  reactions  including 
skin  rashes,  urticaria,  hypotension  and  thrombo- 
cytopenia, have  been  reported  on  rare  occasions. 
Drowsiness,  lassitude,  nausea,  giddiness,  dryness 
of  the  mouth,  mydriasis,  increased  irritability  or 
excitement  may  be  encountered. 

Dosage:  1 Extentab  morning  and  evening. 
Supplied:  Bottles  of  100  and  500. 

A.H.  ROBINS  COMPANY  A-H'DOBINS 
RICHMOND,  VA.  23220 
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and  perhaps  even  before  conception.  Pointing  out 
that  studies  of  malnourished  populations  are  in- 
evitably complicated  by  the  existence  of  many 
other  factors  that  can  inhibit  the  growth  and  de- 
velopment of  children,  Dr.  Dayton  asserts  that  a 
great  deal  remains  to  be  learned  about  the  effects 
of  malnutrition  on  child  development.  He  warns 
that  any  successful  attack  on  malnutrition  must 
include  not  only  appropriate  feeding  programs  and 
nutrition  education,  but  also  an  attack  on  related 
sociocultural  problems,  “especially  the  problems  of 
pstchosocial  deprivation  in  early  life.” 

In  discussing  the  possible  relation  of  nutrition 
to  mental  development,  Dr.  Dayton  points  out  that 
studies  of  animals  have  shown  that  growth  in  all 
organs  occurs  in  three  phases : ( 1 ) a period  in 
which  the  number  of  cells  increases;  (2)  a period 
when  the  number  and  size  of  cells  increase;  (3)  a 
period  when  growth  occurs  only  by  increase  in 
cell  size.  These  studies,  he  says,  suggest  that  if 
malnutrition  occurs  in  the  first  and  second  phase, 
it  can  interfere  \\-ith  cell  division,  resulting  in  fewer 
cells  in  the  brain,  “which  seems  to  be  a permanent 
effect.” 

N.E.  BAPTIST  HOSPITAL  BUILDS  NEW  FACILITIES 

Xew  England  Baptist  Hospital  in  Boston  has 
unveiled  plans  for  construction  of  a low-rise  300- 
bed  hospital  complex  at  a cost  of  523,900,000. 

It  will  be  built  on  the  12-acre  site  of  the  ad- 
joining Robert  B.  Brigham  Hospital  on  Parker 
Hill  Avenue.  The  Robert  Brigham  plans  to  re- 
locate as  one  of  the  institutions  in  the  Joint  Ven- 
ture for  Affiliated  Hospitals  Center. 

Added  to  its  present  270-bed  facility,  the  new 
building  program  will  make  Xew  England  Baptist 
one  of  the  most  modern  in  the  treatment  of  diffi- 
ult  and  acute  cases,  attracted  here  by  a preemi- 
nent surgical  and  medical  staff. 

Basically  the  new  hospital  wall  consist  of  two 
functional  units;  one  for  patients’  rooms,  admin- 
istration and  public  areas,  and  the  other  for  sur- 
gery, clinical  laboratories,  radiologv",  food  service 
and  other  departments.  It  will  include  12  operat- 
ing rooms,  a 28-bed  recovery  suite,  a coronary  in- 
tensive care  unit  and  a general  intensive  care  unit. 

As  now  planned,  surgical  facilities  will  be  ar- 
ranged in  groups  of  four  operating  rooms  around 
a central  "clean  room”  which  will  store  equipment 
and  provide  flash  sterilizers  for  final  quick  steri- 
' lization  before  operating. 

I 

\ 


The  helicopter  pad  atop  the  hospital,  only  five 
minutes  flying  time  from  Logan  International  Air- 
port, will  be  in  keeping  with  the  demands  of  space- 
age  medicine.  Patients  can  be  whisked  to  the  hos- 
pital in  a helicopter  ambulance. 

ARTIFICIAL  LUNG  TEST  FACILITY  AT  BROWN 

While  other  prize  sheep  may  go  to  county  fairs, 
some  150,  carefully  chosen  for  blood  lines  and 
health,  have  traveled  to  Browm  University  as  part 
of  an  Artificial  Lung  Test  and  Evaluation  Facility 
(ALTEF). 

The  test  facility  at  Brown  is  the  onl\'  one  of 
its  kind  knowm  to  exist  in  the  world. 

The  sheep  are  helping  in  the  evaluation  of  a 
new  family  of  blood  oxygenators,  devices  which 
are  basically  membrane  systems  through  which  a 
patient’s  blood  is  passed  to  exchange  vital  oxygen 
and  carbon  dioxide. 

Seven  types  of  artificial  lungs  currently  are 
being  tested  at  Brown.  They  were  built  by  cor- 
porations and  by  educational  research  groups  in 
the  United  States  under  the  sponsorship  of  the 
-Artificial  Heart  Program  of  the  X'ational  Heart 
Institute. 

The  testing  and  evaluation  procedures  involve 
personnel  and  principles  in  the  fields  of  medicine, 
biology',  and  engineering. 

The  principal  investigator  for  the  project  is  Dr. 
Pierre  AI.  Galletti,  chairman  of  the  Brown  Uni- 
versity division  of  biological  and  medical  science 
and  president  of  the  American  Society  for  -Artifi- 
cial Internal  Organs. 

Dr.  Peter  D.  Richardson,  a Brown  professor  of 
engineering  and  a specialist  in  fluid  mechanics, 
operates  the  engineering  aspects  of  the  testing  pro- 
gram. 

-A  comprehensive  report  on  the  efficiency  of  each 
artificial  lung  will  be  released  after  the  study  with 
particular  emphasis  on  the  ability  of  these  instru- 
ments to  exchange  o.xygen  and  carbon  dioxide  with 
blood  and  their  capacity  to  complete  this  function 
without  causing  damage  to  the  blood. 

The  operating  costs  of  the  5230000  Artificial 
Lung  and  Test  Evaluation  Facility  are  assumed  by 
the  X'ational  Institute  of  Health. 

The  sheep  are  ideal  animals  for  use  with  the 
lung  machines.  The  animals  are  similar  to  human 
beings  in  w'eight  and  in  size  of  circulator\'  and 
respiratory  systems.  Furthermore,  lambs  are  born 
with  a weight  similar  to  that  of  a human  baby 

(Continued  on  next  page) 
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which  facilitates  the  evaluation  of  devices  designed 
for  use  with  infant  surgery. 

Because  the  husbandry,  nutrition,  and  physi- 
ology of  sheep  are  well  known,  findings  on  the 
machines  are  expected  to  reasonably  duplicate 
findings  achieved  with  human  subjects. 

PSYCHIATRIC  EDUCATION  PROJECT  DEVELOPED 
IN  RHODE  ISLAND 

-A  new  post  graduate  psychiatric  education  proj- 
ect for  Rhode  Island  physicians  who  are  not  psy- 
chiatrists was  termed  “a  success  thus  far”  accard- 
ing  to  a preliminary'  progress  report. 

Dr.  Joseph  J.  Baker,  superintendent  and  physi- 
cian-in-chief of  Butler  Hospital  and  director  of 
the  project,  told  the  project’s  advisory  committee, 
‘‘the  initial  response  and  the  continued  enthusiasm 
of  the  participants  has  greatly  exceeded  expecta- 
tions.” 

The  two-year  program,  sponsored  jointly  by 
Butler  Hospital  and  Brown  University’s  Institute 
of  Life  Sciences,  is  financed  by  a $52,000  grant 
from  the  National  Institute  of  i'. Cental  Health. 

The  objective  of  the  program  is  to  familiarize 
doctors,  particularly  those  engaged  in  family  prac- 
tice, with  the  handling  of  widely  prevalent  emo- 
tional problems  among  their  patients. 


COMPLETE,  ACCURATE  AND  PROMPT 
ANALYSIS 

HOPKINS  MEDICAL  LABORATORY 

322  Broadway 
Providence,  Rhode  Island 

Tel.  GAspee  1-7244 
Res.:  725-5996 

Angelo  G.  Viticonte,  AB;MT. 

Director 

Asconio  Di  Pippo,  Ph.D. 
Biochemistry 


-According  to  Dr.  Baker,  between  25-30  physi- 
cians were  expected  to  respond  to  the  program. 
Instead,  approximately  60,  or  five  per  cent  of  the 
state’s  physicians  applied  when  the  program  was 
announced  last  April. 

NATIONAL  PARAMEDICAL  GROUP  CHANGES 
NAME 

As  of  January  1,  1970,  it  is  the  “American  Med- 
ical Record  Association  (AMRA),”  instead  of  the 
-American  Association  of  Medical  Record  Librarians 
(AAAIRL). 

The  new  name  was  adopted  unanimously  by  the 
.Association’s  house  of  delegates  at  its  41st  Annual 
Aleeting  and  Exhibit  in  New  A’'ork  City.  The  Ex- 
ecutive Office  of  the  8,500-member  association  is 
headquartered  in  Chicago,  111. 

“.American  Medical  Record  Association”  was 
chosen  principally  because  the  former  name  was 
confusing  and  ambiguous  to  those  not  engaged  in 
hospital  work,  and  because  ‘‘AAAIRL”  was  too 
restrictive  for  the  ever-expanding  scope  of  the  med- 
ical record  profession. 

It  w'as  emphasized  at  the  Annual  Aleeting  that 
heads  of  medical  record  departments  in  hospitals 
and  health  centers  are  not  actually  Webster-defined 
hbrarians,  but  really  record  and  data  administra- 
tors. Few'  medical  record  departments  are  con- 
nected with  libraries,  whereas  the  general  public 
assumes  that  all  librarians  work  exclusively  with 
bound  books. 

For  the  most  part  the  primary  professional  re- 
sponsibilities of  “AMR.A”  members  are  maintain- 
ing and  retrieving  the  medical  records  of  patients. 

.A  patient’s  medical  record  for  a two-day  stay  in 
a hospital  will  average  about  17  pages.  Many  in- 
dividual medical  records  total  100  pages,  and  there 
have  been  cases  in  w'hich  one  patient’s  accumulated 
data  swelled  to  a mass  more  than  two  feet  wide. 

Medical  record  staffs  not  only  organize  such 
patient  data,  but  they  abstract  it,  code  all  ailments, 
and  file  the  information  systematically  for  instant 
retrieval.  Such  data  are  available  for  review  for 
the  guidance  of  physicians  and  surgeons  in  hospi- 
tals, for  statistical  studies,  for  medical  research, 
and  for  accreditation  of  hospitals.  They  are  valu- 
able also  because  about  one-half  of  all  patients 
are  treated  more  than  once  in  a given  hospital. 

Membership  of  the  “.American  Medical  Record 
.Association’’  includes  registered  record  librarians 
(RRLs),  accredited  record  technicians  (ARTs), 
medical  record  students,  medico-legal  authorities, 
(Continued  on  Page  112) 
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(Continued  from  Page  110) 

hospital  administrators,  federal  and  state  health  of- 
ficials, information  scientists,  bio-statisticians,  elec- 
tronic data  processing  experts,  systems  analysts, 
insurance  representatives,  medical  educators,  and 
a number  of  physicians  and  surgeons. 

INFECTIOUS  HEPATITIS  OUTBREAK  AT 
HOLY  CROSS 

Between  September  20  and  October  4,  1969, 
twenty-six  icteric  cases  of  infectious  hepatitis  de- 
veloped among  the  members  and  staff  of  the  var- 
sity football  team  of  the  College  of  the  Holy  Cross 
in  Worcester,  Massachusetts.  The  illnesses  were  of 
abrupt  onset  and  were  characterized  by  malaise, 
weakness,  fever,  nausea,  abdominal  pain,  dark  urine 
and  jaundice.  Appropriate  tests  of  hepatic  function 
were  consistent  with  the  diagnosis  of  infectious  hep- 
atitis. The  jaundiced  patients,  all  males,  were  be- 
tween nineteen  and  twenty-two  years  old,  with  the 
exception  of  the  team  trainer,  who  was  forty.  Liver 
function  studies  were  performed  on  the  remaining 
asymptomatic  varsity  football  players,  coaches  and 
managers  (total  sixty-five).  Of  the  sixty-five,  fifty- 
nine  (ninety-one  per  cent)  were  found  to  have  sig- 
nificantly increased  serum  glutamic  pyruvic  trans- 
aminase (SGPT)  levels  (greater  than  100  units). 
Other  athletes,  including  members  of  the  freshman 
football  and  rugby  teams,  were  symptom-free  and 
had  normal  laboratory  tests.  The  clustering  of  cases 
over  a short  period  of  time,  coupled  with  the  ab- 
sence of  known  exposure  to  other  hepatitis  cases, 
ingestion  of  raw  shell  fish  or  inoculations,  sup- 
ported the  hypothesis  of  a common  source  out- 
break. The  varsity  football  team  reported  for  prac- 
tice on  August  26,  and  the  freshman  team  on  Sep- 
tember 3,  1969.  Both  teams  used  the  same  athletic 
and  dining  facilities  and,  conseqently,  since  no  cases 
occurred  in  freshman  players,  the  exposure  period 
was  presumed  to  be  between  these  two  dates. 

Epidemiologic  investigation  has  failed  to  incrim- 
inate any  events  or  foods  which  could  have  been 
responsible  for  the  outbreak,  but  has  focused  at- 
tention to  the  practice  football  field  at  the  College. 
Several  inadequacies  in  the  field’s  water  system 
were  recognized.  The  faucet  used  to  pro\dde  drink- 
ing water,  is  at  the  end  of  a series  of  five  irrigation 
outlets,  which  are  positioned  six  inches  below 
ground  surface.  The  drinking  water  faucet  lies  in 
the  dependent  portion  of  the  system,  five  and  one- 
half  feet  below  the  level  of  the  irrigation  outlets. 

(Continued  on  Page  113) 
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Dye  studies  conducted  at  the  field  have  shown 
that,  under  certain  circumstances,  surface  water 
may  directly  enter  the  water  line. 

Children  living  adjacent  to  the  practice  field  cus- 
tomarily use  it  as  a playground.  They  frequently 
turn  on  the  irrigation  outlets  and  bathe  in  the 
spray.  The  children  are  reported  to  occasionally 
use  the  area  as  a bathroom  facility,  and  have 
been  seen  urinating  and  acts  of  defecation  are  sus- 
pected. Within  the  six  weeks  prior  to  the  onset  of 
the  outbreak,  five  cases  of  hepatitis  occurred  in  per- 
sons living  in  a deteriorated,  unsanitary  house,  im- 
mediately adjacent  to  the  field.  Four  of  these  indi- 
viduals were  under  fourteen  years  of  age  and  regu- 
larly play  on  the  practice  field.  Continued  investi- 
gation in  is  progress. 

♦Prepared  for  the  National  Communicable  Disease 

Center  Morbidity  and  Alortality  Weekly  Report 

Volume  18,  Number  41,  Pages  357  and  358,  Oct.  11, 

1969 

♦Reprinted  from  the  WORCESTER  (Mass.)  MED- 

IC.\L  NEWS,  November,  1969 

PRIVATE  DUTY  NURSE  RATES  INCREASED 
IN  RHODE  ISLAND 

The  Board  of  Directors  of  the  Rhode  Island 
State  Nurses’  .'Association  has  approved  the  follow- 
ing amended  rates  for  Private  Duty  Nursing  to 
become  effective  as  of  December  IS,  1969: 

A.  All  types  of  cases  per  8 hour  day  $35.00 

B.  12  hour  duty  in  homes  only  $40.00 

C.  20  hour  duty  in  homes  only  50.00 

D.  Multiple  nursing — nursing  care  for  two 
patients  on  an  emergency  basis  until 
another  Private  Duty  nurse  is  available 

— per  8 hour  day  50.00 

E.  Overtime  to  be  paid  at  the  rate  of  time 
an  one-half  for  time  worked  in  excess 
of  eight  hours  in  any  one  day  (in  emer- 
gencies only) 

F.  Hourly  rates  for  other  than  an  8 hour  day: 

1.  First  hour  or  fraction  thereof:  8.00 

2.  Each  successive  or  fraction  thereof, 

but  less  than  eight  consecutive  hours:  4.40 

RHODE  ISLAND  BLUE  PLANS  ABSORB 

MEDICARE  INCREASES 

Rhode  Island  Blue  Cross  and  Blue  Shield  bene- 
fits under  Plan  65  are  broadened  this  year  to  off- 
set increases  in  the  amounts  ^Medicare  patients 
must  pay  toward  their  hospital  bills. 

(Continued  on  next  page) 
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The  decision  to  improve  Plan  65  benefits  at  no 
increase  in  premium  rates  was  made  by  the  Blue 
Cross  and  Blue  Shield  Boards  of  Directors,  accord- 
ing to  Arthur  F.  Hanley,  executive  director  of  the 
local  health  plans. 

The  announcement  marks  the  fourth  time  in  less 
than  three  years  that  Plan  65  benefits  have  been 
improved  without  increasing  premiums.  The  mem- 
bership rate  is  S13.35  every  three  months. 

Specifically,  Plan  65  will  extend  coverage  over: 

— .An  $8  hike  in  the  “deductible”  a hospitalized 
patient  must  pay  before  ^Medicare  coverage  begins. 
The  deductible  last  year  was  S44  and  was  orig- 
inally only  $40.  On  January  1,  the  deductible  went 
to  $52,  which  will  be  covered  in  full  by  Plan  65. 

— A $2  hike  in  the  “co-in.surance”  a ^Medicare 
patient  must  pay  from  the  61st  through  the  90th 
day  of  hospitalization.  Originally  the  amount  was 
$10;  the  Medicare  patient  last  year  paid  $11  per 
day.  On  January  1,  the  co-insurance  factor  went  to 
$13,  also  to  be  paid  in  full  by  Plan  65. 

— A $4  hike  in  co-insurance  for  the  “lifetime” 
reserve  of  60  additional  days  of  hospital  coverage 
patients  can  use  if  hospitalized  for  more  than  90 
days.  The  60-day  reserve  was  added  in  1968,  cov- 
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ering  all  but  $20  per  day  of  the  hospital  bill.  The 
co-insurance  was  increased  to  $22  in  1969,  and  goes 
to  S26  per  day  this  January.  Plan  65  will  pay  the 
$26  for  Blue  Cross  members. 

•Also  effective  January  1,  the  co-insurance  for 
Aledicare  recipients  in  nursing  homes  was  increased 
$1  per  day  to  $6.50.  Plan  65  does  NOT  cover  care 
in  nursing  homes. 

Air.  Hanley  explained  that  Plan  65  has  been  able 
to  steadily  increase  benefits  without  raising  mem- 
bership fees  by  drawing  on  Plan  65  reserve  dollars 
built  up  early  in  the  life  of  the  program.  “These 
reserves  are  declining,”  he  said,  “but  they  should 
be  adequate  to  cover  the  higher  costs  for  our  mem- 
bers through  1970  without  an  increase  in  Plan  65 
membership  fees.” 

Of  the  more  than  100,000  Rhode  Islanders  cov- 
ered under  the  Federal  Aledicare  Program,  slightly 
more  than  half  have  Blue  Cross  and  Blue  Shield 
Plan  65.  To  be  eligible  for  the  program,  created  to 
fill  the  gaps  in  Aledicare,  an  elderly  person  must 
have  both  Part  A and  Part  B of  Aledicare. 


HOSPITALS  CONTINUE  INVOLVEMENT  IN 
NURSING  EDUCATION 

Hospitals  which  have  closed  their  diploma  nurs- 
ing schools  by  and  large  continue  to  be  involved  in 
nursing  education,  according  to  a report  recently 
issued  by  the  National  League  for  Nursing,  New 
York. 

The  League  recently  surv^eyed  221  diploma  nurs- 
ing programs  which  closed  between  1959  and  1968. 
It  found  that  63  per  cent  now  offer  clinical  facili- 
ties for  practical  nursing  programs.  49  per  cent  for 
associate  degree  programs  (usually  in  junior  and 
community  colleges),  31  per  cent  for  baccalaur- 
eate degree  programs  in  senior  colleges  and  univer- 
sities, and  11  per  cent  for  other  diploma  programs. 

The  study  points  out  that  in  1959  there  were 
918  diploma  programs  graduating  59  per  cent  of 
the  basic  nursing  students.  By  1968  the  number  of 
programs  had  dropped  to  728  with  a commensurate 
decline  in  graduations  to  39  per  cent. 

The  study  reflects  the  fact  that,  though  hospi- 
tals continue  to  supply  the  essential  ingredient  of 
nursing  education — that  is,  clinical  contact  with 
patients — the  control  of  nursing  education  is  grad- 
ually shifting  away  from  them  to  institutions  of 
higher  education. 

Hospitals  also  reported  that  they  engaged  in  ed- 
ucational activities  for  paramedical  and  ancillary 
personnel  and  for  students  in  other  disciplines  such 
as  nursing  aides,  ward  clerks,  inhalation  therapists. 
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and  technicians  for  operating  room  and  obstetric 
departments. 

SHARP  RISE  IN  DEATHS  AMONG 
YOUNG  MEN 

Mortality  rates  of  American  males  at  ages  15-29 
have  risen  sharply  since  1961-62,  when  record  low 
death  rates  at  these  ages  were  registered.  .\n  in- 
crease in  fatalities  from  violent  causes — -chiefly 
motor  vehicle  accidents — has  been  the  major  con- 
tributor to  the  rise;  mortality  from  nonviolent  caus- 
es, as  a class,  has  actually  declined  somewhat. 

The  resident  male  death  rate  from  all  causes 
between  1961  and  1968  rose  by  a quarter  at  ages 
15-19  and  by  about  a fifth  in  the  20-24  and  the 
25-29  age  groups.  According  to  available  data,  be- 
tween 1961-62  and  1967  about  three  fourths  of  the 
increase  in  resident  male  mortality  at  ages  15-19 
was  due  to  the  rise  in  death  rate  from  motor  vehi- 
cle accidents.  Increased  vehicular  fatalities  ac- 
counted for  about  two  thirds  of  the  overall  increase 
in  mortality  among  males  aged  20-24  and  about  a 
half  of  the  overall  rise  at  5-29.  At  ages  15-19,  for 
example,  the  overall  mortality  rate  increased  from 
about  13  per  100,000  in  1961-62  to  about  147  in 
1967;  and  the  motor  vehicle  accident  rate  rose 
from  about  50  per  100,000  to  about  67. 


For  all  three  age  groups,  the  relative  rise  in  the 
death  rate  from  homicide  has  been  greater  than 
that  from  motor  vehicle  accidents.  For  instance, 
among  men  aged  20-24  the  death  rate  for  homi- 
cide rose  by  53  per  cent  between  1961-62  and 
1967,  compared  with  an  increase  of  only  20  per 
cent  in  vehicular  mortality.  The  relative  increase 
in  the  homicide  death  rate  was  even  greater  for 
the  younger  and  older  age  groups,  i.e.,  73  per  cent 
at  ages  15-19  and  57  per  cent  at  25-29  years.  For 
suicide,  as  well,  the  relative  advance  in  the  death 
rate  was  somewhat  greater  than  that  for  motor 
vehicle  fatalities,  but  only  among  men  in  their 
twenties. 

Mortality  among  young  men  in  the  Armed  Forces 
overseas  has  also  risen  rapidly  from  the  record  low 
death  rates  of  1961-62.  In  the  peacetime  period 
of  the  early  sixties  the  death  rate  of  males,  includ- 
ing the  Armed  Forces  overseas,  was  generally  lower 
than  that  of  the  resident  population — ow'ing  to  the 
physical  selectivity  of  the  military.  With  the  in- 
volvement in  Vietnam,  however,  the  male  popula- 
tion including  the  .\rmed  Forces  overseas  has  shown 
higher  mortality  than  resident  males. 

Between  1939-41  and  1967  a pronounced  bulge 
appeared  in  the  profile  of  mortality  rates  by  age 
(Continued  on  next  page) 
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for  young  males  in  the  United  States  population. 
The  1939-41  death  rates  increased  continuous!}' 
with  age  after  10.  However,  the  1967  rates  rose 
from  a minimum  at  age  10  to  a peak  at  22,  de- 
clined to  age  27,  and  then  resumed  rising.  The 
appearance  of  a hump  in  young  male  mortality 
rates  during  this  period  can  be  attributed  to  the 
increasing  importance  of  violent  fatalities. 

♦Reprinted  from  the  STATISTICAL  BULLETIN, 

August  1969,  of  the  Metropolitan  Life  Company. 

HEW,  MEDICARE,  and  HIP 

A new  method  of  paying  for  health  care  serv- 
ices designed  to  get  increased  value  for  the  Medi- 
care health  care  dollar  is  being  tested  in  Xew  York 
City  under  a contract  signed  by  Robert  M.  Ball, 
Commissioner  of  Social  Security,  with  the  Health 
Insurance  Plan  of  Greater  Xew  York  (HIP). 

“The  experiment,”  Ball  said,  “provides  strong 
economic  incentives  to  find  the  most  economical 
and  efficient  way  of  providing  a full  range  of 
health  care  services  to  Medicare  beneficiaries.” 

The  incentive  payment  provisions  of  the  experi- 
ment, Ball  said,  are  designed  to  encourage  and 
reward  HIP  for  planning  and  carrying  out  patient 
care  policies  that  wil  make  the  best  use  of  hospi- 
tals, extended  care  facilities,  and  home  health 
agencies. 

One  of  the  major  objectives  of  this  experiment, 
he  noted,  is  to  encourage  the  use  of  alternatives  to 
high  cost  hospital  care  suitable  to  each  patient's 
progressive  condition. 

In  the  three-year  exp>eriment  to  be  conducted  by 
HIP,  Medicare  reimbursement  for  a full  range  of 
health  care  serv'ices,  including  doctor's  care,  hos- 
pital care,  and  all  other  services  will  be  made 
through  a single  capitation  payment.  .\ny  savings, 
representing  the  difference  between  the  health  care 
costs  of  ^Medicare  beneficiaries  who  are  HIP  mem- 
bers and  those  who  are  not,  will  represent  incentive 
payments  to  HIP. 

For  measurement  purposes,  costs  of  a group  of 
HIP  Medicare  beneficiaries  will  be  compared  over 
a one-year  period  with  costs  of  a control  group  of 
non-HIP  Medicare  beneficiaries.  X'ew  measurement 
groups  will  be  formed  for  each  of  the  three  years 
covered  by  the  experiment. 

The  experiment  will  require  HIP  to  broaden  the 
range  of  health  care  seix’ices  it  has  provided  to  its 
members  in  the  past.  Until  now,  HIP  has  received 
from  Medicare  a capitation  payment  for  medical 
ser\-ices  provided  or  arranged  for  by  the  plan  for 
Medicare  beneficiaries.  These  services  include  diag- 


nostic and  therapeutic  care  provided  by  physicians 
and  other  specialists,  but  do  not  include  hospital 
and  other  institutional  care.  Under  the  experiment, 
the  plan  will  have  to  develop  arrangements  for  the 
provision  of  a full  range  of  medical,  home  care 
and  institutional  services  covered  by  ^ledicare. 

ROARING  SIXTIES  PRODUCED  BIG  GAINS  IN 
PRIVATE  HEALTH  INSURANCE  FIELD 

The  Sixties  have  been  years  of  growth  for  private 
health  insurance,  the  Health  Insurance  Institute 
said  recently. 

.'\s  this  decade  began,  some  126  million  persons 
had  hospital  insurance.  The  number  had  climbed 
to  169.5  million  at  the  start  of  1969. 

Other  increases  include  surgical  expense  insur- 
ance, up  from  113  million  to  nearly  156  million; 
major  medical  insurance,  from  22  million  to  almost 
67  million;  and  regular  medical  insurance,  up  from 
82  million  to  129  million  people. 

Short-term  disability  income  insurance,  used  to 
maintain  the  breadwinner's  income  when  it  is  cut 
off  through  disability,  rose  from  44  million  in  1963 
to  55  million  persons  in  1968. 

The  growth  in  health  insurance  benefits  climbed 
even  more  sharply  during  the  decade — from  nearly 
S5.2.  billion  in  1959  to  SI 2.2  billion  last  year. 

Benefits  paid  for  dental  expense  insurance  last 
year — nonexistent  at  the  beginning  of  the  ’60s, 
ere  S83  million. 

PG  COURSE  IN  ALLERGY  AT  BOSTON 
IN  MAY 

The  .American  College  of  Allergists,  in  coopera- 
tion ith  the  Pediatric  Department  of  Tufts  Uni- 
versity School  of  Medicine  and  St.  Elizabeth's 
Hospital  in  Boston  will  sponsor  a postgraduate 
course  in  allergy  with  special  reference  to  pediat- 
ric allergy  on  May  3,  4,  5.  The  courses  will  be 
given  at  St.  Elizabeth’s  hospital. 

For  additional  information  and  the  program  di- 
rect inquiries  to  John  D.  Gillaspie,  M.D.,  Execu- 
tive Secretary  and  Treasurer,  American  College  of 
Allergists.  2141  14th  Street,  Boulder.  Colorado. 
80302. 

THESE  INSURANCE  DON'TS  MAY  SAVE 
YOU  TIME,  MONEY 

Here's  a list  of  “don'ts’'  prepared  by  the  Health 
Insurance  Institute  for  anyone  with  health  insur- 
ance. 

These  “don’ts"  are  intended  to  save  you  time, 
bother  and  money: 
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— Don't  hide  your  policies  in  out-of-the-way 
places.  A mislaid  policy  can  delay  action  when  you 
need  benefits.  So  make  sure  you  have  a list  of  pol- 
icy numbers — and  companies — in  a different  place 
than  the  policies  themselves. 

— Don’t  forget  to  review  your  health  insurance 
needs  at  least  once  a year.  Remember,  your  fam- 
ily’s health  care  requirements  change  from  time  to 
time  just  as  your  other  needs  change. 

— Don’t  neglect  keeping  abreast  of  the  health 
care  costs  in  your  community  and  making  certain 
that  the  benefits  in  your  policy  are  on  a level  with 
these  costs. 

— Don’t  forget  to  pay  your  premiums  on  time. 
Most  policies  feature  a 31 -day  “grace  period”  dur- 
ing which  your  insurance  remains  in  force.  But 
after  that  you  may  lose  it. 

— Don't  expect  to  make  a profit  on  your  insur- 
ance. It’s  illegal.  Health  insurance  is  only  meant 
to  help  you  with  your  medical  bills  If  you  keep 
extra  policies  in  order  to  come  out  “ahead”  on 
health  insurance  benefits,  don’t.  It  won’t  work. 


INSTALLMENT  FEES  TO  MDs  AFFECTED  BY 
NEW  U.S.  LAW 

Physicians  are  directly  affected  by  the  Fed- 
eral “Truth  in  Lending  Act”  which  became 
effective  on  July  1. 

Under  the  law,  a physician  may  be  re- 
quired to  disclose  precise  terms  of  credit  ar- 
rangements in  payment  for  professional  serv- 
ices. 

There  is  a wide  misconception  that  regula- 
tions issued  under  the  Act  apply  only  to 
finance  charges.  .Actually,  the  law  applies  also 
to  agreements  about  payment  of  medical  fees 
in  more  than  four  installments,  either  with 
or  without  finance  charges. 

Physicians  may  obtain  detailed  information 
alout  the  law  and  haw  it  affects  them  by 
writing  for  the  free  30-page  booklet,  “What 
"^'ou  Ought  to  Know  About  Truth  in  Lend- 
ing’’: Consumer  Credit  Cost  Disclosure  (Fed- 
eral Reserve  Regulation  Z).  Address  your 
inquiry  to  Federal  Trade  Commission, 
Washington,  D.C.  20050. 


MONOCLONAL  G.AMMOPATHY, 
THYROID  CRISIS  AND  CONGENITAL 
HEART  DISEASE 

(Concluded  from  Page  104) 
Waldenstrom's  Macroglobulinaemia.  Lancet  1:1170, 
f May  27,  1961 

j February  1970 


-^Houston,  E.  W. ; Ritzmann,  S.  E.,  and  Levin,  W.  C. : 
Common  Chromosomal  .Aberrations  in  Three 
Types  of  Monoclonal  Gammopathies  in  Tenth  Con- 
gress, Europ.  Soc.  Hemat.  Proc.,  Phiebig,  Stras- 
bourg, 1965 

^*Houston,  E.  W.,  Ritzmann,  E.  E.,  and  Levin,  W. 
C. : Chromosomal  .Aberrations  Common  to  Three 
Types  of  Monoclonal  Gammopathies.  Blood,  29:214, 
Feb.  1967 

29Banergee,  .A.  R.,  et  al. : Chroniosomenbefunde  Mak- 
roglobulinamie  Waldenstrom.  Med.  Welt,  11:515, 
March  12,  1966 

30Spengler,  G.  .A. ; Siebner,  H.,  and  Riva,  G. : Chro- 
mosomal .Abnormalities  in  Macroglobulinemia  Wal- 
denstrom: Discordant  Findings  in  Uniovulvar 
Twins.  .Acta  Med.  Scand.  179:Suppl.,  445:132,  1966 

•^•Siebner,  H.,  et  al. : Chromosomenanomalien  bei 
Paraproteinamie.  Schweiz.  Med.  Wschr.,  95:1767, 
Dec.  28,  1965 

^^Houston,  E.  W. ; Ritzman,  S.  E.,  and  Levin,  W. 
C. : Common  Chromosomal  .Aberrations  in  Three 
Types  of  Monoclonal  Gammopathies.  Clin.  Res.,  13 : 
275,  .April  1965  (.Abstr.) 

33Ritzmann,  E.  E.,  et  al : Coexistent  Chronic  Myelo- 
cytic Leukemia,  Monoclonal  Gammopathy  and  Mul- 
tiple Chromosomal  .Abnormalities.  Amer.  J.  Med 
41:981,  Dec.  1966 

The  Miriam  Hospital 
164  Summit  Avenue 
Providence,  R.I.  02906 

J- 


HEALTH  HAVENS 


NURSING  HOME 

A Participating  Extended  Care  Facility 
In  Federal  Medicare 


Registered  Professional  Nurses  On  All  Shifts 
Dietician  Physiotherapist 

Organized  But  Open  Medical  Staff 


Ethically  Managed 

100  Wampanoag  Trail  East  Providence 
Tel.  438-4275 

JCAH  Accredited 
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Special  Acquisitions 

Doctor  Philip  Batchelder,  one  of  the  physicians 
who  rescued  some  of  the  valuable  volumes  dis- 
carded in  a clean-up  campaign  at  the  Rhode  Island 
Hospital  in  the  1930s,  has  given  us  the  following 
titles.  These  books  belonged  originally  to  former 
Fellows  of  the  Society,  to  the  Providence  Medical 
Association,  to  the  Rhode  Island  Medical  Society, 
and  to  interested  laymen  such  as  Moses  Brown. 

THE  MORBID  ANATOMY  OF  SOME  OF 
THE  MOST  niPORTAXT  PARTS  OF  THE 
HU^IAN  BODY,  by  Matthew  Baillie.  First  Amer. 
PM.  Barber  & Southwick,  Albany,  1795. 

LECTURES  OX  THE  THEORY  .AND  PRAC- 
TICE OF  PHYSICS,  by  John  Bell  and  William 
Stokes.  Third  Ed.,  enl.  Yol.  II  only.  Barrington  & 
Haswell,  Philadelphia,  1845. 

A PRACTICAL  INQUIRY  INTO  DISOR- 
DERED RESPIR.ATIOX;  Distinguishing  the 
Species  of  Convulsive  Asthma,  Their  Causes  and 
Indications  of  Cure,  by  Robert  Bree.  From  the 
Fourth  Lond.  Ed.  J.  & A.  Y.  Humphreys,  Phila- 
delphia, 1811. 

DOMESTIC  MEDICINE:  Or,  A Treatise  on 
the  Prevention  and  Cure  of  Diseases,  by  Regimen 
and  Simple  ^Medicines:  With  an  Appendix,  Con- 
taining a Dispensatory  for  the  Use  of  Private 
Practitioners,  by  William  Buchan.  Adapted  to  the 
Climate  and  Diseases  of  America,  by  Isaac  Cath- 
rall.  Richard  Folwell,  Philadelphia,  1797. 

S.AiME.  With  observations  Concerning  Sea- 
Bathing,  and  on  the  Use  of  the  Mineral  Waters. 
With  Considerable  Additions,  and  Various  Notes; 
by  A.  P.  Buchan.  Twenty-First  Ed.  T.  Cadell  & 
W.  Davies  et  al.,  London,  1813. 

A TREATISE  ON  THE  DISEASES  OF  THE 
EYE,  AND  THEIR  RFNIEDIES;  To  Which  Is 
Prefixed,  the  .Anatomy  of  the  Eye;  the  Theon,"  of 
\'ision;  and  the  Several  Species  of  Imperfect  Sight, 
by  George  Chandler.  T.  Cadell,  London,  1780. 

ELEMENTS  OF  THERAPEUTICS  AND 
M.ATERLA  MEDIC.A.  To  Which  .Are  Prefixed 
Two  Discourses  on  the  History  and  Improvement 
of  the  iMateria  Aledica,  Original!}’  Delivered  as 
Introductory  Lectures,  by  N.  Chapman.  2 vols. 
Fourth  Ed.  H.  C.  Carey  and  I.  Lea,  Philadelphia, 
1825. 

THE  ENGLISH  M.AL.ADA':  Or,  A Treatise  of 
.Nervous  Diseases  of  .All  Kinds;  as  Spleen,  Vapours, 


Lowness  of  Spirits.  ...  by  George  Cheyne.  Sixth 
Ed.  G.  Strahan  & J.  Leake,  London,  1735. 

A PRACTICAL  TRE.ATISE  ON  MIDWIFE- 
RA',  Containing  the  Result  of  Sixteen  Thousand 
Six  Hundred  and  Fifty-Four  Births,  Occurring  in 
the  Dublin  Lying-In  Hospital,  During  a Period  of 
Seven  A'ears,  Commencing  November  1826,  by 
Robert  Collins.  Haswell,  Barrington,  and  Haswell, 
Philadelphia,  1838. 

A COAIPE.NDIOUS  SYSTEAI  OF  ANATOMY. 
In  Six  Parts.  . . . .Archibald  Bartram,  Philadelphia, 
1805. 

FIRST  LINES  OF  THE  PRACTICE  OF  PHA^- 
SIC,  For  the  LNe  of  Students  in  the  L’niversity  of 
Edinburgh,  by  William  Cullen.  A"ol.  I only.  Wil- 
liam Creech,  Edinburgh,  1778. 

S.AME.  With  Practical  and  Explanatory  Notes, 
by  John  Rotheram.  2 vols.  in  1.  L.  Nichols,  New 
A’ork,  1805. 

LECTURES  ON  THE  IM.ATERIA  AIEDICA, 
as  Delivered  by  William  Cullen.  . . . With  Alany 
Corrections  from  the  Collation  of  Different  Alanu- 
scripts  by  the  Editors.  Robert  Bell,  Philadelphia, 
1775. 

A SA'NOPSIS,  OR  GE.NER.AL  VIEW  OF  THE 
DIFFERENT  THEORIES  OR  DOCTRINES  OF 
DISE.ASES,  Which  Have  Prevailed  or  Been  Taught 
at  Different  Periods  to  the  Present  Time,  by  Wil- 
liam Currie.  Edward  Parker,  Philadelphia,  1815. 

ZOONOAILA;  or  the  Laws  of  Organic  Life,  by 
Erasmus  Daruin.  \"olume  1 only.  Third  Amer.  Ed. 
Thomas  & Andrews,  Boston,  1809. 

A TRE.ATISE  ON  THE  PHYSICAL  AND 
MEDICAL  TREATAIENT  OF  CHILDREN,  by 
William  P.  Dewees.  H.  C.  Carey  & I.  Lea,  Phila- 
'Fdohia,  1825. 

S.AAIE.  Second  Ed.,  With  Corrections,  etc.  H. 
C,  Carey  & I.  Lea,  Philadelphia,  1826. 

A PR.ACTIC.AL  TRE.ATISE  ON  THE  DIAG- 
NOSIS, PATHOLOGY,  AND  TRE.ATAIENT  OF 
DISE.ASES  OF  THE  HEART,  by  Austin  Flint. 
Second  Ed.  rev.  & enl.  H.  C.  Lea,  Philadelphia, 
1870. 

THE  STUDY  OE  AIEDICINE,  by  John  Alason 
Good.  Vols.  1,  2,  4.  Wells  and  Lilly,  Boston,  1823. 

S.AME.  With  Aluch  .Additional  Alodern  Infor- 
mation. ...  by  Samuel  Cooper.  A'ols.  1,  3,  4,  5. 
Wells  and  Lilly,  Boston,  1829. 
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A POCKET  CONSPECTUS  OF  THE  LON- 
DON AND  EDINBURGH  PHARMACOPEIAS: 

. . by  Robert  Graves.  James  Humphreys,  Phila- 
delphia, 1803. 

PFIYSIOLOGY;  Being  a Course  of  Lectures 
Upon  the  Visceral  Anatomy  and  Vital  Oecorromy 
of  Human  Bodies:  ...  by  Albert  Haller  (Albrecht 
von  Haller).  Vol.  1 only.  W.  Innys  and  J.  Richard- 
son, London,  1754. 

OBSERVATIONS  ON  THE  UTILITY  AND 
ADMINISTRATION  OF  PURGATIVE  MED- 
ICINES IN  SEVERAL  DISEASES  by  James 
Hamilton.  Second  Amer.  Ed.  James  Webster,  Phil- 
adelphia, 1823. 

THE  HOUSE  SURGEON  AND  PHYSICIAN; 
Designed  to  Assist  Heads  of  Families.  ...  by  Wil- 
liam M.  Hand.  Second  Ed.  rev.  S.  Converse,  New 
Haven,  1820. 

DYSPEPSY  FORESTALLED  AND  RE- 
SISTED: Or  Lectures  on  Diet,  Regimen,  and  Em- 
ployment; ...  by  Edward  Hitchcock.  J.  S.  & C. 
Adams,  Amherst,  1831. 

A CO.MPENDIOUS  MEDICAL  DICTION- 
ARY ...  by  R.  Hooper.  Wm.  Sawyer  & Co., 
Newburyport,  1809. 

LEXICON-MEDICUM;  or  Medical  Dictionary 
. . . by  Robert  Hooper.  Fourth  Amer.  Ed.  J.  & J. 
Harper,  New  York,  1826. 

AN  ESSAY  ON  FEVERS.  To  Which  is  Now 
Added,  a Dissertation  on  the  Malignant,  Ulcerous 
Sore-Throat,  by  John  Hu.xham.  Third  Ed.  J.  Hin- 
ton, London,  1757. 

LETTERS  TO  A YOUNG  PHYSICIAN  JUST 
ENTERING  UPON  PRACTICE  by  James  Jack- 
son.  Phillips,  Sampson  and  Company,  New  York, 
1855. 

ANOTHER  LETTER  TO  A YOUNG  PHYSI- 
CIAN: To  Which  are  Appended  Some  Other  Med- 
ical Papers,  by  James  Jackson.  Tichnor  and  Fields, 
Boston,  1861. 

THE  LONDON  PRACTICE  OF  PHYSIC. . . . 
The  Whole  Calculated  for  the  General  Use  of 
Young  Practitioners.  Si.xth  Ed.  William  Gilbert, 
Dublin,  1793. 

THE  SAILOR’S  GUIDE  TO  HEALTH  . . . 
by  A.  T.  Lowe.  Second  Ed.  Boston,  1833. 

A PRACTICAL  TREATISE  ON  THE  DIS- 
E.\SES  OF  THE  EYE,  by  William  Mackenzie. 
Carter,  Hendee  and  Co.,  Boston,  1833. 

(Francois  Magendie)  FORMULARY  FOR  THE 
PREPARATION  AND  MODE  OF  EMPLOY- 
ING SEVERAL  NEW  REMEDIES.  . . . With  an 
Introduction,  and  Copious  Notes  by  the  Late 


Charles  Thomas  Haden.  Translated  from  the 
French.  (Edited  by)  Robley  Dunglison.  James 
Webster,  Philadelphia,  1824. 

MEDICINE  CHESTS,  With  New  and  Ap- 
proved Directions,  Prepared  by  ? Foote  & Browne, 
Salem,  1829. 

A TREATISE  ON  MEDICAL  AND  PHAR- 
MACEUTICAL CHYMISTRY,  AND  THE  MA- 
TERIA MEDICA  ...  by  Donald  Monro.  Vols.  1,2. 
T.  Cadell,  London,  1788. 

MEDICAL  SKETCHES:  in  Two  Parts,  by  John 
Moore.  First  Amer.  Ed.  Carter  and  Wilkinson, 
Providence,  1794.  Two  copies. 

ELEMENTS  OF  CHEMISTRY,  by  J.  Murray. 
Two  V’olumes.  T.  Maccliesh  and  Co.,  Edinburgh, 
1801. 

NOTES  ON  NURSING:  What  It  Is,  and  What 
It  Is  Not,  by  Florence  Nightingale.  D.  Appleton 
and  Company,  New  York,  1861. 

MEDICAL  ADMONITIONS  TO  FAMILIES, 
RESPECTING  THE  PRESERVATION  OF 
HEALTH  AND  THE  TREATMENT  OF  THE 
SICK  ...  by  James  Parkinson.  Charles  Peirce, 
Portsmouth,  1803. 

PHYSICIANS  FOR  SHIPS:  Containing  Med- 
ical Advice  for  Seamen  and  Other  Persons  at  Sea, 
on  the  Treatment  of  Diseases,  and  on  the  Preser- 
vation of  Health  ...  by  Usher  Parsons.  Sixth  Ed. 
Edwin  Dews,  New  Bedford,  1877. 

A TREATISE  ON  SOME  PRACTICAL 
POINTS  RELATING  TO  THE  DISEASES  OF 
THE  EYE,  by  the  late  John  Cunningham  Saun- 
ders ...  To  Which  are  Added  A Short  Account  of 
the  Author’s  Life  . . . by  J.  R.  Farre.  Benamin 
Warner,  Philadelphia,  1821. 

A MANUAL  FOR  THE  STUDENT  OF 
.AN.ATOMY:  Containing  Rules  for  Displaying  the 
Structure  of  the  Body,  so  as  to  Exhibit  the  Ele- 
mentary Views  of  Anatomy  and  Their  Application 
to  Pathologv'  and  Surgery,  by  John  Shaw.  First 
Amer.  Ed.  J.  Disturnell,  Troy,  1825. 

THE  AMERICAN  PHYSICIAN,  AND  FAM- 
ILY ASSISTANT:  IN  FOUR  PARTS,  by  Elias 
Smith.  Third  Ed.  H.  Bowen’s  Print,  Boston,  1832. 

COiVIMENTARIES  UPON  BOERHAAVE’S 
APHORlS^vIS  CONCERNING  THE  KNOWL- 
EDGE AND  CURE  OF  DISEASES,  by  Baron 
(Gerard)  van  Swietan.  Vol.  1 only.  Charles  Elliot, 
Edinburgh,  1776. 

THE  MODERN  PRACTICE  OF  PHYSIC, 
EXHIBITING  THE  CHARACTERS,  CAUSES, 
SYiMPTOiMS,  PROGNOSTIC,  MORBID  AP- 

(Continued  on  next  page) 
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SATURDAY 

APRIL  4,  1970 

♦ ♦ ♦ 

159th  ANNUAL 
SCIENTIFIC 
ASSEMBLY 

of  the 

Rhode  Island 
Medical  Society 

Afternoon: 

At  Harkins  Hall,  Providence  College 

1,  p.m.  to  5 p.m.  . . . 

Chapin  Oration  and  Symposium  on 

Health  Care  Delivery 
In  the  Seventies 

Speakers: 

Gerald  D.  Dorman,  M.D.,  President  of  the 
American  Medical  Association 

Carroll  L.  Witten,  M.D.,  Past  President, 
American  Academy  of  General  Practice 

Thomas  Bryant,  M.D.,  Assistant  Director, 
Office  of  Economic  Opportunity 

Donald  C.  Harrington,  M.D.,  President,  San 
Joaquin  (California)  Medical  Foundation 


PEARAN'CES,  AND  niPROVED  IMETHOD  OF 
TREATING,  THE  DISEASES  OF  ALL  CLI- 
MATES, by  Robert  Thomas.  Second  Amer.  Ed. 
Collins  & Co.,  New  York,  1813. 

ADVICE  TO  THE  PEOPLE  IX  GENERAL, 
WITH  REGARD  TO  THEIR  HE.\LTH  ...  by 
Dr.  (Simon  Andre)  Tissot.  Translated  from  the 
French  by  J.  Kirkpatrick.  To  Which  is  Added, 
The  Art  of  Preserving  Health  ...  by  J.  ^lacken- 
zie.  Vol.  2 only.  London,  1767. 

A TRE-\TISE  OX  THE  DISEASES  OF  CHIL- 
DREN, .AND  AIAXAGEMEXT  OF  INFANTS 
FROM  THE  BIRTH,  by  Michael  Underwood. 
Second  Amer.  Ed.  David  West,  Boston,  1806. 

OBSERVATIONS  ON  THE  NATURE,  CAUS- 
ES, AND  CURE  OF  THOSE  DISORDERS 
WHICH  HAVE  BEEN  COAIMONLY  CALLED 
NER\'OUS,  HYPOCONDRIAC,  OR  HYSTERIC: 
To  Which  are  Prefixed  Some  Remarks  on  the 
SjTTipathy  of  the  Nerves,  by  Robert  Wh3dt.  Third 
Ed.  T.  Becket  et  al.  Edinburgh,  1767. 

LES  VAPEURS  ET  AIALADIES  NERVEUSES, 
HVPOCONDRIAQUES,  OU  HYSTERIQUES  . . . 
Traduction  de  I’Anglois  de  AL  Whytt.  \'ol.  1 only. 
Vincent,  Paris,  1767. 

PERIODICALS: 

-American  Medical  and  Philosophical  Register 
V.  4,  1814. 

Boston  Medical  and  Surgical  Journal  v.  1,  1828- 
29;  1829-30. 

Medical  Essays  and  Observations,  Society  of 
Phj’sicians  of  Edinburgh,  Second  Ed.,  vols.  2-4, 
1937-38. 

Medical  Observations  and  Inquiries,  Society'  of 
Ph\’sicians  of  London,  vols.  2,  1764;  4,  1772. 

Medical  and  Philosophical  Commentaries,  So- 
ciety of  Physicians  of  Edinburgh,  Second  Ed.,  v.  1, 
pt.  1,  1774. 

Medical  Rep>ositor\^  v.  1,  1797;  n.s.  vols.  1-6, 
1813-21. 

New  England  Journal  of  Aledicine  and  Surgery 
V.  2,  1913;  3,  1814;  6,  1817;  10,  1821. 

In  addition  to  these  volumes.  Doctor  Batchelder 
gave  us  a large  number  of  titles  from  his  collection 
of  textbooks  on  radioing}'. 


♦ 


♦ 


Evening:  7 p.m.  . . . 

Dinner  - Dance,  Raymond  Hall,  Providence 
College 


DERMAQUIZ  ANSWER 
(See  Page  94) 

At  left,  striae  distensae  of  adolescence.  Center, 
striae  distensae  of  Cushing  syndrome.  At  right, 
striae  distensae  following  pregnancy. 
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Doctor,  after  all  we’ve 
been  through  together.. . 


abscess 

acne 

amebiasis 

anthrax 

bacillary  dysentery 
bartonellosis 
bronchitis 
bronchopulmonary 
infection 


brucellosis 
chancroid 
diphtheria 
endocarditis 
genitourinary 
infections 
gonorrhea 
granuloma  inguinale 
listeriosis 
lymphogranuloma 


mixed  bacterial 
infection 
osteomyelitis 
otitis 
pertussis 
pharyngitis 
pneumonia 
psittacosis 
pyelonephritis 


Rocky  Mountain 
spotted  fever 
scarlet  fever 
septicemias 
sinusitis 

soft  tissue  infection 
tonsillitis 
tularemia 
typhus  fever 
urethritis 


. . .don’t  you  think  it’s  time 
we  were  on  a first-name  basis? 


call  me“AchrO'V” 


Every  pharmacist  knows  ACHRO®  V stands  for  ACHROMYCIN®  V 


-I  traindications:  Hypersensitivity  to 
e'licycline. 

V ning:  In  renal  impairment,  since 
A toxicity  is  possible,  lower  doses 
r ndicated;  during  prolonged  therapy 
0 ider  serum  level  determinations. 

'1  iodynamic  reaction  to  sunlight  may 
c ir  in  hypersensitive  persons. 

’1  osensitive  individuals  should 
v d exposure;  discontinue  treatment 
in  discomfort  occurs. 

'r  autions:  Nonsusceptible  organisms 


may  overgrow;  treat  superinfection 
appropriately.  Tetracycline  may  form  a 
stable  calcium  complex  in  bone-forming 
tissue  and  may  cause  dental  staining 
during  tooth  development  (last  half  of 
pregnancy,  neonatal  period,  infancy, 
early  childhood). 

Adverse  Reactions:  Gastrointestinal— 
anorexia,  nausea,  vomiting,  diarrhea, 
stomatitis,  glossitis,  enterocolitis, 
pruritus  ani.  maculopapular  and 
erythematous  rashes;  exfoliative 


dermatitis;  photosensitivity; 
onycholysis,  nail  discoloration.  Kidney 
-dose-related  rise  in  BUN. 
Hypersensitivity  reactions— \iT\.\c2.nn, 
angioneurotic  edema,  anaphylaxis. 
Intracranial— hnlgmg  fontanels  in  young 
infants,  reef/i— yellow-brown  staining; 
enamel  hypoplasia.  anemia,  throm- 

bocytopenic purpura,  neutropenia,  eosino- 
philia.  L/ver— choiestasis  at  high  dosage. 
Upon  adverse  reaction,  stop  medication 
and  treat  appropriately. 


Achromycin  V 

Tetracycline 
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484-9 


When  disease  is  ruled  out 
and  psyehie  tension  is  implicated 

\hlllllll*  (diazepam) 

helps  relax  the  patient 
and  relieve  his  somatic  symptoms 


Before  prescribing,  please  consult  complete  product 
information,  a summary  of  which  follows: 

Indications:  Tension  and  anxiety  states;  somatic  com- 
plaints which  are  concomitants  of  emotional  factors; 
psychoneurotic  states  manifested  by  tension,  anxiety, 
apprehension,  fatigue,  depressive  symptoms  or  agita- 
tion; acute  agitation,  tremor,  delirium  tremens  and 
hallucinosis  due  to  acute  alcohol  withdrawal;  adjunc- 
tively  in  skeletal  muscle  spasm  due  to  reflex  spasm  to 
local  pathology,  spasticity  caused  by  upper  motor 
neuron  disorders,  athetosis,  stiff-man  syndrome,  con- 
vulsive disorders  (not  for  sole  therapy). 
Contraindicated : Known  hypersensitivity  to  the  drug. 
Children  under  6 months  of  age.  Acute  narrow  angle 
glaucoma. 

Warnings:  Not  of  value  in  psychotic  patients.  Caution 
against  hazardous  occupations  requiring  complete 
mental  alertness.  When  used  adjunctively  in  convul- 
sive disorders,  possibility  of  increase  in  frequency 
and/or  severity  of  grand  mal  seizures  may  require 
increased  dosage  of  standard  anticonvulsant  medica- 
tion; abrupt  withdrawal  may  be  associated  with  tem- 
porary increase  in  frequency  and/ or  severity  of 
seizures.  Advise  against  simultaneous  ingestion  of 
alcohol  and  other  CNS  depressants.  Withdrawal 
symptoms  have  occurred  following  abrupt  discon- 
tinuance. Keep  addiction-prone  individuals  under 
careful  surveillance  because  of  their  predisposition  to 
habituation  and  dependence.  In  pregnancy,  lactation 


or  women  of  childbearing  age,  weigh  potential  benefit 
against  possible  hazard. 

Precautions:  If  combined  with  other  psychotropics  or 
anticonvulsants,  consider  carefully  pharmacology  of 
agents  employed.  Usual  precautions  indicated  in  pa- 
tients severely  depressed,  or  with  latent  depression, 
or  with  suicidal  tendencies.  Observ'e  usual  precau- 
tions in  impaired  renal  or  hepatic  function.  Limit 
dosage  to  smallest  effective  amount  in  elderly  and 
debilitated  to  preclude  ata.xia  or  oversedation. 

Side  Effects;  Drowsiness,  confusion,  diplopia,  hypo- 
tension, changes  in  libido,  nausea,  fatigue,  depression, 
dysarthria,  jaundice,  skin  rash,  ataxia,  constipation, 
headache,  incontinence,  changes  in  salivation,  slurred 
speech,  tremor,  vertigo,  urinary  retention,  blurred 
vision.  Paradoxical  reactions  such  as  acute  hyperexcited 
states,  anxiety,  hallucinations,  increased  muscle  spas- 
ticity, insomnia,  rage,  sleep  disturbances,  stimulation, 
have  been  reported;  should  these  occur,  discontinue 
drug.  Isolated  reports  of  neutropenia,  jaundice;  peri- 
odic blood  counts  and  liver  function  tests  advisable 
during  long-term  therapy. 


Roche 

L.\BORATORlES 


Division  of  IIoffmann-La  Roche  Inc. 
Nutley,  New  Jersey  07110 


ii. 


AkCONY 


Tepanir 


Ten 

(continuous  release  form) 


(diethylpropion  hydrochloride) 

works  on  the  appetite 
not  on  the ‘nerves’ 


When  girth  gets  out  of  control,  TEPANIL  con  provide  sound 
support  for  the  weight  control  program  you  recommend. 
TEPANIL  reduces  the  appetite  — patients  enjoy  food  but  eat 
less.  Weight  loss  is  significant— gradual— yet  there  is  a rela- 
tively low  incidence  of  CNS  stimulation. 

Contraindications:  Concurrently  with  MAO  Inhibitors,  in  pofients  hypersensitive  to 
this  drug;  in  emotionally  unstoble  patients  susceptible  to  drug  obuse. 

Warning:  Although  generally  sofer  than  the  amphetamines,  use  with  great  caution  in 
patients  with  severe  hypertension  or  severe  cordiovascuior  disease.  Do  not  use  dur- 
ing first  trimester  of  pregnancy  unless  potentlol  benefits  outweigh  potentlol  risks. 
Adverse  Reactions:  Rorely  severe  enough  to  require  discontinuotion  of  therapy,  un- 
pleasont  symptoms  with  diethylpropion  hydrochloride  hove  been  reported  to  occur 
In  relotiveiy  low  incidence.  As  is  charocterlstic  of  sympathomimetic  agents,  it  may 
occasionally  couse  CNS  effects  such  os  insomnia,  nervousness,  dizziness,  anxiety. 


and  jitteriness.  In  contrast.  CNS  depression  has  been  reported.  In  o few  ep  • 
on  increose  in  convulsive  episodes  hos  been  reported.  Sympathomimetic 
voscu/or  effects  reported  include  ones  such  os  tachycardio,  precordlol  ^ 
arrhythmia,  palpitotion,  end  increased  blood  pressure.  One  published 
described  T-wove  changes  In  the  ECG  of  a healthy  young  male  after  Inge 
diethylpropion  hydrochloride;  this  wos  on  isolated  experience,  which  hos  nc  - 
reported  by  others.  Allergic  phenomena  reported  Include  such  conditions  ebs'’ 
urticaria,  ecchymosis,  and  erythema.  Gostrointestinof  e.^fects  such  os  d 
constipotion,  nousea,  vomiting,  ond  obdominai  discomfort  have  been  re 
Specific  reports  on  the  hematopoietic  system  include  two  eoch  of  bone 
depression,  ogranulocytosis,  ond  leukopenio.  A variety  of  miscellaneous  cf- 
reactions  hove  been  reported  by  physicians.  These  include  complaints  such 
mouth,  headache,  dyspnea,  menstruol  upset,  hair  loss,  muscle  pain,  de^  see 
libido,  dysuria,  and  polyuria 

Convenience  of  two  dosage  forms:  TEPANIl  Ten-tab  foblets-  One  75  mg 
doily,  swallowed  whole,  in  midmorning  (10  a m.);  TEPANIL;  One  25  mg.  tobh 
times  doily,  one  hour  before  meals.  If  desired,  on  odditlonal  toblet  moy  be  ' 
midevening  to  overcome  night  hunger.  Use  in  children  under  12  years  of  ag* 
recommended.  t-oo6a  t »/7o  / u s patent  no  *•" 
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THE  NATIONAL  DRUG  COMP  NY 

DIVISION  OF  RICHARDSON  MERREL.V 
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Lactinex 

TABLETS  A GRANULES 

■ to  help  restore  and  stabilize 
the  intestinal  flora 

■ for  fever  blisters  and  canker 
sores  of  herpetic  origin 


Lactinex  contains  both  Lactobacillus  acidophilus  and 
L.  bulgaricus  in  a standardized  viable  culture,  with  the 
naturally  occurring  metabolic  products  produced  by 
these  organisms. 

Lactinex  has  been  shown  to  be  useful  in  the  treat- 
ment of  gastrointestinal  disturbances,  and  for  relieving 
the  painful  oral  lesions  of  fever  blisters  and  canker 
sores  of  herpetic  origin.^*2-®>^-5.6.7.8 

No  untoward  side  effects  have  been  reported  to  date. 

Literature  on  indications  and  dosage  available  on 
request. 

HYNSON,  WESTCOTT  & DUNNING,  INC. 

Baltimore,  Maryland  21201 

(LX-D5) 
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He  is  elderly. 

He  is  on  corticosteroids.  ^ 
When  he  needs  an  antibiotic 
he  may  be  a candidate  for 


DECLOSTATIN  300 


Denielhjichlortetracycline  HCl  300  mg 
and  Nvslalin  oOO.OOO  units 
CAI'Si  LE-SHAPED  TABLETS  Lfderlf 


b.i.d. 


To  guard  susceptible  patients  against  intestinal  monilial  over- 
growth during  broad-spectrum  therapy  — the  protection  of 
nystatin  is  combined  with  demethylchlortetracycline  in 

DECLOSTATIN. 

i For  your  susceptible  candidates,  prescribe  DECLOSTATIN 
--the  broad-spectrum  therapy  that  prevents  monilial 
o\t;rgrowth. 

Effecti\:eness:  Because  its  antibacterial  component  is  DECLOMYCIN 
Demethylchlortetracycline,  DECLOSTATIN  should  he  equally  or  more 
effective  therapeutically  than  other  tetracyclines  in  infections  caused  by 
tetracycline-sensitive  organisms.  The  antifungal  component.  Nystatin, 
protects  against  superinfection  by  antibiotic-resistant  fungal  overgrow  i.h 
(particularly  monilial  in  the  intestinal  tract. 

Contraindication:  History  of  hypersensitivity  to  demethylchlortetracy- 
cline or  nystatin. 

Warning:  In  renal  impairment,  usual  doses  may  lead  to  excessive  accuni- 
ulatiofTand  liver  toxicity.  Under  such  conditions,  lower  than  usual  doses 
are  indicated,  and,  if  therapy  is  prolonged,  serum  level  determinations 
mav  be  advisable.  A photodynamic  reaction  to  natural  or  artificial  sun- 
light has  been  observed.  Small  amounts  of  drug  and  short  exposure  may 
produce  an  exaggerated  sunburn  reaction  which  may  range  from  ery- 
thema to  severe  skin  manifestations.  In  a smaller  proportion,  photo- 
allergic  reactions  have  been  reported.  Patients  should  avoid  direct 
exposure  to  sunlight  and  discontinue  drug  at  the  first  evidence  of  skin 
discomfort.  Necessary  subsequent  courses  of  treatment  with  tetracy- 
clines shoi^  he  carefully  observed. 


Precautions:  Overgrowth  of  nonsusceptible  organisms  may  occur, 
stant  observation  is  essential.  If  new  infections  appear,  approi 
measures  should  be  taken.  In  infants,  increased  intracranial  pre 
with  bulging  fontanels  has  been  observed.  -All  signs  and  symptoms 
disappeared  rapidly  upon  cessation  of  treatment. 

Side  Effects:  Gastrointestinal  system-anorexia,  nausea,  vomiting, 
rhea,  stomatitis,  glossitis,  enterocolitis,  pruritus  ani.  Skin— macul ! 
ular  and  erv'thematous  rashes;  a rare  case  of  exfoliative  dermatiti: 
been  reported.  Photosensitivity;  onycholysis  and  discoloration  .1 
nails  (rare).  Kidney-rise  in  BUN,  apparently  dose  related.  Trai 
increase  in  urinary  output,  sometimes  accompanied  by  thirst  < 
H>'persensitivity  reactions— urticaria,  angioneurotic  edema,  anapln 
Teeth-dental  staining  (yellow-brown)  in  children  of  mothers  give 
drug  during  the  latter  h^f  of  pregnancy,  and  in  children  given  tlt< 
during  the  neonatal  period,  infancy  and  early  childhood.  Enamel 
plasia  has  been  seen  in  a few  children.  If  adverse  reaction  or  id 
crasy  occurs,  discontinue  medication  and  institute  appropriate  tn 
Demethylcldortetracycline  may  form  a stable  calcium  complex  i 
bone-forming  tissue  with  no  serious  harmful  effects  reported  th 
in  humans. 

.Average  Adult  Daily  Dosage:  150  mg  q.i.d.  or  300  mg  b.i.d.  Shoi| 
givenT  hour  before^or  2diours  after  meals,  since  absorption  is  imi 
iiy  the  concomitant  administration  of  high  calcium  content  drugs, 
and  some  dairv  products.  Treatment  of  streptococcal  infections  ■ 
continue  for  10  days,  even  though  symptoms  have  subsided.  ^ 
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24  million  hours 

a day. 

Through  the  day,  every  day, 
ulcer  patients  take 
one  million  doses  of  Mylanta 
for  relief  of  ulcer  pain. 


aluminum  and  magnesium  hydroxides  plus  simethicone 


Good  taste  = patient  acceptance 
Relieves  GJ.  gas  distress* 
Non-constipating 

*with  the  defoaming  action  of  simethicone 
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District  Medical  Society  Meetings 


PROVIDENCE  MEDICAL  ASSOCIATION 

A regular  meeting  of  the  Providence  Medical 
Association  was  held  at  the  Rhode  Island  INIedical 
Society  Library,  Providence,  on  IMonday,  February' 
2,  1970.  The  meeting  w'as  called  to  order  at  8:40 
p.m.  by  the  Secretary,  Dr.  Joseph  E.  Caruolo  who 
reported  that  the  President,  Dr.  Bertram  H.  Bux- 
ton, Jr.  was  delayed  at  the  hospital  by  a medical 
emergency. 

Minutes  of  January  Meeting 
Doctor  Caruolo  noted  that  the  minutes  of  the 
annual  meeting  held  in  January  will  not  be  read; 
however,  they  will  be  published  in  the  Rhode  Is- 
land Medical  Journal  for  the  information  of  all 
members. 

Announcements  by  the  Secretary 
Doctor  Caruolo  informed  the  gathering  that  the 
next  regular  meeting  of  the  Association  would  be 
held  March  2,  1970  when  Dr.  William  Silen  of 
Boston  would  discuss  “Primary  Aldosteronism  — 
Diagnosis  and  Therapy.”  The  Secretary  also  an- 
nounced that  the  State  Society’s  159th  Annual 
Scientific  Assembly  would  be  held  Saturday,  April 
4,  1970  at  Providence  College.  Doctor  Caruolo 
also  related  that  the  state  membership  would  re- 
ceive with  a newsletter  an  announcement  of  a 
meeting  open  to  any  member  of  the  Society  at 
which  he  may  present  any  complaint  or  criticism 
of  the  Physicians  Ser\’ice  Program.  Doctor  Caruolo 
said  that  the  meeting  would  be  held  at  the  Audi- 
torium of  the  Medical  Library  on  Wednesday, 
February  11,  at  2 p.m.,  and  that  complaints  could 
be  made  in  writing  if  a physician  could  not  attend 
the  open  meeting. 

Presentation  of  Membership  Certificates 
Doctor  Caruolo  awarded  Dr.  Vishram  B.  Rege 
and  Dr.  Henry  S.  LTbaniak,  Jr.  a certificate  of 
membership. 

Deceased  Members 

Doctor  Caruolo  stated  that  he  reported  with 


deep  regret  the  loss  by  death  since  the  January’ 
meeting  of  the  following  members:  Dr.  James 
Hamilton,  Dr.  William  P.  Shields,  and  Dr.  John 
T.  ^Monahan.  Doctor  Caruolo  called  for  a minute 
of  silent  prayer  in  memory  of  the  deceased  mem- 
bers. 

Scientific  Program 

The  Secretary  introduced  Roswell  D.  Johnson, 
iM.D.,  Director  of  Health  Services,  Brown  Uni- 
versity; formerly  Chief  of  Pediatrics  at  New  Brit- 
ain (Conn.)  General  Hospital  and  Associate  Clin- 
ical Professor  of  Pediatrics  at  Yale  University 
Medical  School,  who  address  the  membership  on 
the  subject,  ‘‘Changing  Life  Styles  in  the  ‘Under 
Twenty-Five.’  ” 

We  were  fortunate  to  hear  Roswell  D.  Johnson, 
IM.D.  deliver  a talk  entitled:  “Changing  Life  Styles 
in  the  ‘Under  Twenty- Five.’  ” Doctor  Johnson  is 
the  Director  of  Health  Services,  Brown  University 
and  formerly  Chief  of  Pediatrics  at  New  Britain 
(Conn.)  General  Hospital  and  Associate  Clinical 
Professor  of  Pediatrics  at  Yale  L^niversity  Medical 
School.  He  came  to  us  well  qualified,  well  prepared, 
and  lived  up  to  every  expectation. 

It  was  said  that  the  title  of  the  paper  was  a 
euphemism  for  the  subject  matter  of  the  talk  for  it 
dealt  with  the  two  pressing  problems  of  sex  and 
drugs  on  campus. 

Doctor  Johnson  shocked  the  membership  with 
the  opening  statement  concerning  LSD  and  how 
the  equivalent  of  a cigarette  package  full  would 
be  sufficient  to  bring  the  activities  of  the  entire 
population  of  the  City  of  Providence  to  a complete 
halt  for  a period  of  twenty-four  hours. 

We  were  told  about  Woodstock  and  how  among 
its  other  effects  there  was  the  one  which  convinced 
at  least  two  previous  users  of  LSD  that  the  drug 
can  be  harmful  beyond  belief  so  that  as  a result 
they  are  now  activists  in  the  campaign  against  the 
use  of  LSD. 

Added  to  the  descriptions  of  the  effects  of 
(Continued  on  Page  128) 
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Dicarbosil 

ANTACID 

Your  ulcer  patients  and 
others  will  love  it  Specify 
DICARBOSIL  144  S-144  tab- 
lets in  12  rolls. 


iljARCH  LABORATORIES 

y 319  South  Fourth  Street.  St,  Louis,  Missouri  63102 


DOCTORS 

say''ah-h-K' 

No  group  of  professionals  is  more 
dedicated  or  more  deserving  of 
the  good  things  in  life  than  members 
of  the  medieal  profession. 

One  of  these  amenities  is  fine 
wines  in^  whieh  ,we  specialize. 

As  a matter  of  fact,  we  have  more 
than  1600  different  types  of  wines 
from  whieh  to  ehoose.  That's 
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A Participating  Extended  Care  Facility 
In  Federal  Medicare 


Registered  Professional  Nurses  On  All  Shifts 
Dietician  Physiotherapist 

Organized  But  Open  Medical  Staff 
Ethically  Managed 

100  Wampanoag  Trail  East  Providence 
Tel.  438-4275 

JCAH  Accredited 


one-third  more  than  you'll  find 
in  any  wine  store  in  New  York. 

If  you're  not  familiar  with  the  proper 
ehoiee  of  wine,  we'll  be  glad 
to  help  you  seleet  just  the  right 
vintage  for  any  oeeasion. 

Join  our  Vintage  Guild. 

Membership  is  free. 

We're  specialists  in  wine  and  have 
many  doctors  as  customers.  When 
you  sip  one  of  our  fine  wines,  we 
know  you  will  say,  “Ah-h-h.” 
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soft  Dacron-Pima  Cotton.  Easy  to 
ivash  and  dry.  Cushioned  stays. 


ORTHOPEDIC  SERVICES 
OF  R.  I. 

340  Broad  St.,  Providence,  R.  I.  02907 
EL  1-0800 


“speed”  or  amphetamines  all  of  which  were  un- 
complimentary, as  noted  by  Doctor  Johnson,  was 
the  very  real  suspicion  that  the  drug  is  of  very 
questionable  value  in  the  use  for  which  it  was 
chiefly  manufactured,  that  of  weight  reduction. 

Nothing  good  or  even  neutral  about  heroin  could 
be  mentioned  by  Doctor  Johnson. 

When  he  came  to  marihuana,  however,  the  pic- 
ture became  a confused  one.  It  would  be  impos- 
sible to  repeat  all  he  said  here,  but  apparently  all 
that  has  been  put  forth  about  the  use  of  this  drug 
simply  is  not  true.  Doctor  Johnson  emphasized 
that  there  is  no  justification  for  its  total  con- 
demnation. One  ver>^  interesting  and  important 
point  made  by  Doctor  Johnson  was  that  the  “es- 
tablishment” must  be  very  careful  to  separate  M 
from  all  other  drugs  such  as  heroin.  He  told  us 
that  the  youth  of  today  can  easily  see  for  them- 
selves that  the  case  against  M is  overstated  and 
on  this  premise  they  assume  that  the  case  against 
heroin  itoo  is  overstated  and  as  a result  experiment 
with  its  use. 

As  for  sex  on  campus,  suffice  to  say  that  Doctor 
Johnson  observes  the  patterns  are  changing. 

.An  interesting  discussion  followed  with  Doctors 
Coppolino  and  Xirk  leading  the  comments  from 
the  floor. 


COMPLETE  LINE  OF  ORTHOPEDIC 
APPLIANCES  - SURGICAL  SUPPORTS 
HOME  TRACTION 
WALKERS  - CRUTCHES  - CANES 


Certified  Male  and  Female  Fitters 


♦ ♦ ♦ 

House  Calls  Upon  Request 


♦ ♦ 


Ernest  Hill  — Certified  Orthotist 
James  P.  Casperson  — Orthotist 


Adjournment 

The  meeting  was  adjourned  at  10:45  p.m. 

Respectfully  submitted, 
Joseph  E.  Caruolo,  m.d. 
Secretary 

-Attendance  43 
Collation  was  serv'ed 


Curran  & Burton 

DIVISION  OF  TEXACO  INC. 

1120  Eddy  Street 
Providence,  Rhode  Island 
HOpkins  7-8050 

INDUSTRIAL  AND  WHOLESALE 
FUEL  OILS 
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relief  for 
lir-raisingM 
cough 
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enylm 

EXPECTORANT 

Each  fluidounce  contains:  80  mg.  Benadryl^  (diphenhydramine  ’ 
hydrochloride),  Parke-Davis;  12  grains  ammonium  chloride;  5 grains 
sodium  citrate;  2 grains  chloroform;  ll  10  grain  menthol;  and  5%  alcoh 
An  antitussive  and  expectorant  for  control  of  coughs  due  to  colds  or 
of  allergic  origin,  benylin  expectorant  is  the  leading  cough  prepa- 
ration of  its  kind.  BENYLIN  EXPECTORANT  tends  to  inhibit  cough  reH^ 

. . . soothes  irritated  throat  membranes.  And  its  not-too-sw^Qt,  pUsSBann 
raspberry  flavor  makes  benylin  expectorant  easy  to  take. 
PRECAUTIONS;  Persons  who  have  become  drowsy  on  this  or  other 
antihistamine-containing  drugs,  or  whose  tolerance  is  not  known, 
should  not  drive  vehicles  or  engage  in  other  activities  requiring  keen 
response  while  using  this  preparation.  Hypnotics,  sedatives,  or  tran- 
quilizers if  used  with  benylin  expectorant  should  be  prescribed 
with  caution  because  of  possible  additive  effect.  Diphenhydramine 
has  an  atropine-like  action  which  should  be  considered  when  pre- 
scribing BENYLIN  EXPECTORANT. 

ADVERSE  REACTIONS:  Side  reactions  may  affect  the  nervous,  gastro- 
intestinal, and  cardiovascular  systems.  Drowsiness,  dizziness,  dryness . 
of  the  mouth,  nausea,  nervousness,  palpitation,  and  blurring  of 
vision  have  been  reported.  Allergic  reactions  may  occur. 

PACKAGING:  Bottles  of  4 oz.,  16  oz.,  and  1 gal. 

Parke,  Davis  & Company,  Detroit,  Michigan  48232 


PARKE-DAVIS 


lidKidub  InbadtA 

His  heart  telLs  him  he’s  an  invalid. 

You  know  he’s  not. 


Photograph  professionally  posed. 


Contraindications:  History  of  sensitivity  to  meprobamate.  j 

Important  Precautions:  Carefully  supervise  dose  and 
amounts  prescribed,  especially  for  patients  prone  to 
overdose  themselves.  Excessive  prolonged  use  has  been 
reported  to  result  in  dependence  or  habituation  in  suscep-  I 

tible  persons,  as  alcoholics,  ex-addicts,  and  other  severe  ' ' 

psychoneurotics.  After  prolonged  excessive  dosage, 
reduce  dosage  gradually  to  avoid  possibly  severe  withdrawal 
reactions.  Abrupt  discontinuance  of  excessive  doses  has 
sometimes  resulted  in  epileptiform  seizures. 

Warn  patients  of  possible  reduced  alcohol  tolerance,  with  i 

resultant  slowing  of  reaction  time  and  impairment  of  , 

judgment  and  coordination. 

Reduce  dose  if  drowsiness,  ataxia  or  visual  disturbance 

occurs;  if  persistent,  patients  should  not  operate  vehicles 

or  dangerous  machinery,  i 

Side  Effects  include  drowsiness,  usually  transient;  if 
persistent  and  associated  with  ataxia,  usually  responds  to 
dose  reduction;  occasionally  concomitant  CNS  stimulants 
(amphetamine,  mephentermine  sulfate)  are  desirable. 

Allergic  or  idiosyncratic  reactions  are  rare,  but  such 

reacbons,  sometimes  severe,  can  develop  in  patients 

receiving  only  1 to  4 doses  who  have  had  no  previous 

contact  with  meprobamate.  Previous  history  of  allergy  may 

or  may  not  be  related  to  incidence  of  reactions.  Mild  ; li 

reactions  are  characterized  by  itchy  urticarial  or  ; j' 

erythematous  maculopapular  rash,  generalized  or  confined  I 

to  groin.  Acute  nonthrombocytopenic  purpura  with  > 

cutaneous  petechiae,  ecchymoses,  peripheral  edema  and  : , 

fever  have  been  reported.  One  fatal  case  of  bullous 

dermatitis  following  intermittent  use  of  meprobamate  with 

prednisolone  has  been  reported.  If  allergic  reaction 

occurs,  meprobamate  should  be  stopped  and  not  ; 

reinstituted.  Severe  reactions,  observed  very  rarely,  include  I i 

angioneurotic  edema,  bronchial  spasms,  fever,  fainting 

spells,  hypotensive  crises  (1  fatal  case),  anaphylaxis, 


<(iety  is  expected  in  the  cardiovascular  patient, 
ttle  may  even  be  desirable. 

when  anxiety  is  exaggerated  . . . when  it 
I rferes  with  sleep  , . . when  it  aggravates 
ttiovascular  symptoms,  your  help  may 
needed. 

urally,  you'll  want  to  reassure  the  patient. 

. 1 perhaps  prescribe  Equanil  (meprobamate) 
Mdjunctive  therapy.  It  helps  relieve  anxiety 
f:  tension  specifically,  yet  gently. 

l-iost  15  years’  use  has  shown  that  Equanil 
lisually  well  tolerated  as  well  as  effective, 
is  effects  are  generally  limited  to  transient 
fwsiness;  serious,  therapy-interrupting 
i'!  effects  are  rare. 


|: 


stomatitis  and  proctitis  (1  case)  and  hyperthermia.  Treat 
symptomatically  as  with  epinephrine,  antihistamine  and 
possibly  hydrocortisone.  Aplastic  anemia  (1  fatal  case), 
thrombocytopenic  purpura,  agranulocytosis  and  hemolytic 
anemia  have  occurred  rarely,  almost  always  in  presence  of 
known  toxic  agents.  A few  cases  of  leukopenia,  usually 
transient,  have  been  reported  on  continuous  administration. 
Meprobamate  may  sometimes  precipitate  grand  mal ' 
attacks  in  patients  susceptible  to  both  grand  and  petit  mal. 
Extremely  large  doses  can  produce  rhythmic  fast  activity 
in  the  cortical  pattern.  Impairment  of  accommodation  and 
visual  acuity  has  been  reported  rarely.  After  excessive 
dosage  for  weeks  or  months,  withdraw  gradually  (1  or  2 
weeks)  to  avoid  recurrence  of  pretreatment  symptoms 
(insomnia,  severe  anxiety,  anorexia).  Abrupt  discontinuance 
of  excessive  doses  has  sometimes  resulted  in  vomiting, 
ataxia,  tremors,  muscle  twitching  and  epileptiform 
seizures.  Prescribe  very  cautiously  and  in  small  amounts 
for  patients  with  suicidal  tendencies.  Suicidal  attempts 
have  resulted  in  coma,  shock,  vasomotor  and  respiratory 
collapse  and  anuria.  Excessive  doses  have  resulted  in 
prompt  sleep;  reduction  of  blood  pressure,  pulse  and 
respiratory  rates  to  basal  levels;  and  occasionally 
hyperventilation.  Treat  with  immediate  gastric  lavage  and 
appropriate  symptomatic  therapy.  (CNS  stimulants  and 
pressor  amines  as  indicated.)  Doses  above  2400  mg. /day 
are  not  recommended. 

Composition:  Tablets,  200  mg.  and  400  mg.  meprobamate. 
Coated  Tablets,  \A/YSEALS®  EQUANIL  (meprobamate) 

400  mg.  (All  tablets  also  available  in  REDIPAK®  [strip 
pack],  Wyeth.)  Continuous-Release  Capsules, 

EQUANIL  L-A  (meprobamate)  400  mg. 

Wyeth  Laboratories  Philadelphia,  Pa. 

Equanir 

(meprobamate) 


Man  in  space,  now  fait  accompli,  re-emphasizes  the 
importance  of  Uro-Phosphafe  therapy.  Research  into 
the  effect  of  space  travel  on  the  astronaut  reveals 
that  weightlessness  causes  Joss  of  hone  calcium.  As 
the  bones  are  required  to  bear  Jess  and  Jess  of  the 
weight  of  the  body  they  lose  caJcium,  increasing  the 
calcium  content  of  the  urine.  When  physical  activity 
is  reduced,  the  acidity  of  the  urine  should  be  adjusted 
to  keep  increased  calcium  in  solution  ....  a prophy- 
laxis to  prevent  kidney  or  bladder  calculi. 


Ur  o -Phosphate. 

NOW  A SUGAR-COATED  TABLET 

Each  tablet  contains:  METHENAMINE,  300  mg.;  sodium  acid  phosphate,  500  mg. 


Uro-Phosphate  gives  comfort  and  protec- 
tion when  inactivity  causes  discomfort  in 
the  urinary  function.  It  keeps  calcium  in 
solution,  preventing  calculi;  it  maintains 
clear,  acid,  sterile  urine;  it  encourages 


Dosage: 

For  protection  of  the  inactive  patient 

1 or  2 tablets  every  4 to  6 hours  is 
usually  sufficient  to  keep  the  urine 
clear,  acid  and  sterile. 

2 tablets  on  retiring  will  keep  residual 
urine  acid  and  sterile,  contributing  to 
comfort  and  rest. 

A clinical  supply  will  be  sent  to 
physicians  and  hospitals  on  request. 


complete  voiding  and  lessens  frequency 
when  residual  urine  is  present. 

Uro-Phosphate  contains  sodium  acid 
phosphate,  a natural  urinary  acidifier. 
This  component  is  fortified  with  methe- 
namine  which  is  inert  until  it  reaches  the 
acid  urinary  bladder.  In  this  environment 
it  releases  a mild  antiseptic  keeping  the 
urine  sterile. 

Uro-Phosphate  is  safe  for  continuous  use. 
There  are  no  contra-indications  other 
than  acidosis.  It  can  be  given  in  sufficient 
amount  to  keep  the  urine  clear,  acid  and 
sterile.  A heavy  sugar  coating  protects  its 
potency. 


william  P.  POYTHRESS  & company.  INC..  RICHMOND.  VIRGINIA  23217 
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FACT  e.  LEGEND 


WAS  A MILITARY  OFFENSE! 

OVERWEIGHT  ROMAN  HORSEMEN  WERE  MADE  TO 
FORFEIT  THEIR  MOUNTS  AND  BECOME  FOOT  SOLDIERS! 


IS  APPROXIMATELY  ONE 
HALF  THAT  OF  OTHER  LEAD- 
ING APPETITE  SUPPRESSANTS 

AN  IMPORTANT  FACTOR 
IN  LONG  TERM  THERAPY 


CONTROL  FOOD  AND  MOOD  ALL  DAY  LONG  WITH  A SINGLE  MORNING  DOSE 

One  Ambar  Extentab  before  breakfast  can  AMBAR'2  BRIEF  SUMMARY/Indicafions:  Ambar 

help  control  most  patients’  appetite  for  up  j ^ ' Jj^  suppresses  appetite  and  helps  offset  emo- 


to  12  hours.  Methamphetamine,  the  appe- 
tite suppressant,  gently  elevates  mood  and 
helps  overcome  dieting  frustrations.  Pheno- 
barbital,  the  sedative  in  Ambar,  controls  irritability  and 
anxiety. ..  helps  maintain  a state  of  mental  calm  and  equa- 
nimity. Both  work  together  to  ease  the  tensions  that  erode 
the  willpower  during  periods  of  dieting. 

Also  available:  Ambar  #1  Extentabs®— methamphetamine 
hydrochloride  10  mg.,  phenobarbital  64.8  mg.  (1  gr.)  (Wani- 
ng: may  be  habit  forming). 


methamphetamine  HCl  15  mg., 
phenobarbilal  64.8  mg.  (1  gr.) 
(Warning:  may  be  habit  forming). 


tional  reactions  to  dieting.  Contraindica- 
tions: Hypersensitivity  to  barbiturates  or 
sympathomimetics;  patients  with  advanced 
renal  or  hepatic  disease.  Precautions:  Administer  with  cau- 
tion in  the  presence  of  cardiovascular  disease  or  hypertension. 
Side  Effects:  Nervousness  or  excitement  occasionally  noted, 
but  usually  infrequent  at  recommended  dosages.  Slight  drows- 
iness has  been  reported  rarely.  See  package  insert  for  further 
details.  a.  h.  robins  company,  yl-U-OriRIM^ 

RICHMOND.  VA.  23220  ^ '' 
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in  active  stages  of  moderate  to  severe  rheumatoid  arthritis, 


REVISED  PRESCRIBING  INFORMATION 


IMPORTANT  NOTE:  INDOCIN  {Indomethacin,  MSO) 
cannot  be  considered  a simple  analgesic  and 
should  not  be  used  in  conditions  other  than  those 
recommended  under  Indications.  The  drug  should 
not  be  prescribed  for  children  because  safe  con- 
ditions for  use  have  not  been  established. 

General  Adverse  Effects:  Because  of  the  high 
potency  of  the  drug  and  the  variability  of  its 
potential  to  cause  adverse  reactions,  the  follow- 
ing are  strongly  recommended:  1)  the  lowest 
possible  effective  dose  for  the  individual  patient 
should  be  prescribed.  Increased  dosage  tends  to 
increase  adverse  effects,  particularly  in  doses 
over  150-200  mg/'day,  without  corresponding 
clinical  benefits;  and  2)  careful  instructions  to, 
and  observations  of,  the  individual  patients  are 
essential  to  the  prevention  of  serious  and  irre- 
versible, including  fatal,  adverse  reactions, 
especially  in  the  aging  patient. 

Indications:  Symptomatic  relief  of  adult  rheuma- 
toid and  degenerative  joint  disease  unresponsive 
to  adequate  trial  of  salicylates  and  other  mea- 
sures of  established  value,  such  as  appropriate 
rest.  Has  been  found  effective  in  active  stages 
of:  1)  moderate  to  severe  rheumatoid  arthritis 
including  acute  flares  of  chronic  disease,  2)  mod- 
erate to  severe  rheumatoid  (ankylosing)  spondy- 
litis, and  3)  moderate  to  severe  degenerative 
joint  disease  of  the  hip  (osteoarthritis  of  the  hip). 
Has  been  found  effective  in  relieving  pain  and 
reducing  fever,  swelling,  and  tenderness  in  acute 
gouty  arthritis  in  selected  patients.  May  enable 
reduction  of  steroid  dosage  in  patients  receiving 
steroids  for  the  more  severe  forms  of  rheuma- 
toid arthritis;  in  such  instances  the  steroid  dos- 
age should  be  reduced  slowly  and  the  patients 
followed  very  closely  for  any  possible  adverse 
effects. 

Contraindications:  Children  14  years  of  age  and 
under;  pregnant  women  and  nursing  mothers; 
active  gastrointestinal  lesions  or  history  of  re- 
current gastrointestinal  lesions;  allergy  to  as- 
pirin and  indomethacin. 


Warnings:  Gastrointestinal  Effects:  Because  of 
the  occurrence  and,  at  times,  severity  of  gastro- 
intestinal reactions,  be  continuously  alert  for 
any  sign  or  symptom  signaling  a possible  gas- 
trointestinal reaction.  The  risks  of  continuing 
therapy  with  INDOCIN  in  the  face  of  such  symp- 
toms must  be  weighed  against  the  possible  bene- 
fits to  the  individual  patient.  Gastrointestinal 
effects  may  be  reduced  by  giving  the  drug  im- 
mediately after  meals,  with  food,  or  with  ant- 
acids. Use  greater  care  in  aging  patients. 

Ocular  Effects:  Corneal  deposits  and  retinal  dis- 
turbances, including  those  of  the  macula,  have 
been  observed  in  some  patients  on  prolonged 
therapy.  Discontinue  therapy  if  such  changes  are 
observed.  Ophthalmologic  examination  at  peri- 
odic intervals  is  desirable  in  patients  on  pro- 
longed therapy. 

Central  Nervous  System  Effects:  INDOCIN  (Indo- 
methacin, MSD)  may  aggravate  psychiatric  dis- 
turbances, epilepsy,  and  parkinsonism,  and 
should  be  used  with  considerable  caution  in 
patients  with  these  conditions.  If  severe  CNS 
reactions  develop,  discontinue  the  drug. 

Precautions:  Blurred  vision  may  be  a significant 
symptom  that  warrants  a thorough  ophthalmo- 
logic examination.  Patients  should  be  cautioned 
about  engaging  in  activities  requiring  mental 
alertness  and  motor  coordination,  as  driving  a 
car.  Headache  which  persists  despite  dosage  re- 
duction requires  complete  cessation  of  the  drug. 
May  mask  the  usual  signs  and  symptoms  of  in- 
fection; therefore,  the  physician  must  be  con- 
tinually on  the  alert  for  this  and  should  use  the 
drug  with  extra  care  in  the  presence  of  existing 
controlled  infection.  After  the  acute  phase  of 
the  disease  is  under  control,  an  attempt  to  re- 
duce the  daily  dose  should  be  made  repeatedly 
until  the  patient  is  off  entirely. 

Adverse  Reactions:  Gastrointestinal  Reactions: 
Single  or  multiple  ulcerations  of  the  esophagus, 
stomach,  duodenum,  or  small  intestine,  includ- 
ing perforation  and  hemorrhage,  with  fatalities 
in  some  instances;  gastrointestinal  bleeding 


without  obvious  ulcer  formation;  perforation  of 
preexisting  sigmoid  lesions  (diverticulum,  carci- 
noma, etc.);  rarely,  increased  abdominal  pain  in 
ulcerative  colitis  patients  or  development  of  ul- 
cerative colitis  and  regional  ileitis;  gastritis, 
which  may  persist  after  the  cessation  of  the 
drug;  nausea,  vomiting,  anorexia,  epigastric  dis- 
tress, abdominal  pain,  and  diarrhea. 

Eye  Reactions:  Corneal  deposits  and  retinal  dis- 
turbances, including  those  of  the  macula,  have 
been  observed  on  prolonged  therapy;  blurring  of 
vision. 

Hepatic  Reactions:  Rarely,  toxic  hepatitis  and 
jaundice,  including  some  fatal  cases. 
Hematologic  Reactions:  Aplastic  anemia,  hemo- 
lytic anemia,  bone  marrow  depression,  agranulo- 
cytosis, leukopenia,  and  thrombocytopenic  pur- 
pura. Since  some  patients  manifest  anemia  sec- 
ondary to  obvious  or  occult  gastrointestinal 
bleeding,  appropriate  blood  determinations  are 
recommended. 

Hypersensitivity  Reactions:  Acute  respiratory  dis- 
tress, including  dyspnea  and  asthma;  angiitis; 
pruritus;  urticaria;  angioedema;  skin  rashes. 

Ear  Reactions:  Hearing  disturbances,  deafness, 
tinnitus. 

Central  Nervous  System  Reactions:  Psychotic  epi- 
sodes, depersonalization,  depression,  coma,  con- 
vulsions, peripheral  neuropathy,  drowsiness, 
mental  confusion,  lightheadedness,  dizziness, 
headache. 

Cardiovascular-Renal  Reactions:  Edema,  elevation 
of  blood  pressure,  hematuria. 

Dermatologic  Reactions:  Loss  of  hair,  erythema 
nodosum. 

Miscellaneous:  Rarely,  vaginal  bleeding,  hyper- 
glycemia, glycosuria,  ulcerative  stomatitis,  and 
epistaxis. 

Supplied:  Capsules  containing  25  mg  indometh 
acin  each,  in  bottles  of  100  and  1000;  capsules 
containing  50  mg  indomethacin  each,  in  bottles 
of  100. 

For  more  detailed  information,  consult  your  Merc! 
Sharp  & Dohme  representative  or  see  the  packagt 
circular. 


MERCK  SHARP  & DOHME  where  todays  theory  is  tomorrow's  therapy 

Division  of  Merck  & Co.  Inc  West  Point  Pa  19486 


Book  Reviews 


COURTSHIP:  An  Ethiogical  Study,  by  Margaret 
Bastock.  Aldine  Publishing  Company,  Chicago, 
1967.  $6.00 


“There  be  three  things  which  are  too  wonder- 
ful for  me,  yea,  four  which  I know  not:  the 
way  of  an  eagle  on  the  air;  the  way  of  a 
serpent  upon  a rock;  the  way  of  a ship  in  the 
midst  of  the  sea;  and  the  way  oj  a man  with  a 
maid.” 


Proverbs  30:18-19 


INTERESTED 
IN  TAX  FREE  INCOME 
NOW? 


In  the  opinion  of  counsel,  interest  income 
from  Nuveen  Series  23  is  exempt  from 
Federal  Income  Taxes  and  Rhode  Island 
Investment  Tax. 


Ethology  is  not  defined  in  Webster’s  Seventh 
New  Collegiate  Dictionary ; it  is  the  first  omission 
found  in  over  six  years  of  almost  daily  and  con- 
stant use,  for  this  is  one  of  the  most  useful  and 
thoroughly  satisfying  books  in  the  English  lan- 
guage. Ethology  will  be  defined  in  the  next  edition 
of  Webster.  The  past  ten  years  have  witnessed  the 
growth  of  a tremendous  corpus  of  literature  on 
and  interest  in  all  animal  behavior,  especially  of 
primates,  in  the  areas  of  aggression  and  sexual 
behavior.  Of  ethological  interest  and  relevance  to 
our  understanding  of  man’s  social  behavior  are 
many  current  popular  books:  Desmond  Morris’s 
THE  NAKED  APE;  Konrad  Lorenz  ON  AG- 
GRESSION; Robert  Ardrey’s  THE  TERRITO- 
RIAL OIPERATIV’E.  All  are  popularizations  of 
the  newly-known  facts  on  the  social  behavior  of 
animals,  especially  primates. 

Research  has  given  us  new  understanding  of  the 
function  of  the  hypothalmus  and  its  relationship 
with  the  humoral  system.  Electrode  investigation 
of  the  emotional  centers  in  the  brain  and  the  dis- 
covery of  the  importance  of  the  olfactory  bulb 
responsiveness  to  pheromones  (excitatory  and  in- 
hibitory volatile  excretory  substances  put  out  by 
all  species  studied  to  date,  from  the  insects  through 
the  rodent)  have  made  animal  behavior  truly  an 
interdisciplinary  study.  Ethology  in  its  broadest 
concept  is  defined  as  the  zoological  study  of  animal 
behavior;  it  is  much  more  than  that,  for  it  must 
encompass  all  the  interdisciplinary  aspects  already 
alluded  to.  The  availability  of  powerful  biogenic 
amines,  purified  hormones,  and  hormones  of  simi- 
lar or  derived  structure  with  modified  biological 
and  physiological  activity  have  given  the  scientist 
and  physician  tools  to  modify  behavior  dreamed 
of  only  vaguely  by  H.  G.  Wells,  .Aldous  Huxley, 
and  even  contemporary  science  fiction  writers.  It 
(Continued  on  next  page) 
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is  a pleasure,  however,  to  note  that  Julian  Huxley 
early  appreciated  Ethology  — although  it  was 
unnamed  then  — by  publishing  a paper  in  1914  on 
the  courtship  habits  of  the  great  crested  greb. 

We  have  accepted  the  concept  that  ontology  re- 
capitulates phylogeny.  Yet  burdened  as  we  are 
with  the  preconception  of  the  supremacy  of  the 
cerebral  cortex  and  its  attendant  free  will  we  have 
not  truly  appreciated,  or  viewed  objectively,  the 
principle  that  behavior  in  the  human  species  is 
determined  by  evolutionary  and  genetic  mecha- 
nisms mediated  through  the  interplay  of  the  de- 
veloping autonomic  nervous  system  and  hormonal 
balance. 

A purely  neurological  and  chemical  basis  for 
social  behavior,  however,  is  not  enough.  We  must 
appreciate  the  modification  of  behavior  by  the 
play  of  the  environment,  especially  during  periods 
of  neurological  maturation.  It  is  self-evident  and 
taken  for  granted  that  the  acquisition  of  language 
occurs  during  the  first  five  years  of  life.  But  this  is 
not  a happenstance;  this  is  a period  of  maximal 
maturation  for  the  verbal  process.  Deprivation  of 
language  during  this  critical  period  is  never  fully 
compensated.  Likewise,  social  deprivation,  or  con- 
versely the  display  of  tender  emotions  of  love  in 
young  primates  during  their  earl}'  emotional  ma- 
turation, profoundly  affects  adult  behavior.  The 
intense  and  widespread  investigations  of  behavior, 
coming  almost  pari  passu  from  diverse  sources, 
have  been  summarized  and  collated  in  this  concise 
exposition  of  the  behavior  of  courtship. 

As  in  the  study  of  all  biological  phenomena, 
taking  into  consideration  that  ontolog}’  recapitu- 
lates phylogeny,  the  author  has  discussed  in  Part  I 
vertebrates  which  most  clearly  show  the  phenome- 
na of  courtship.  She  has  chosen  fish  and  birds, 
where  elaborate  courting  procedures  are  well  ap- 
preciated by  everyone.  Part  II  concerns  the  evolu- 
tion and  genetics  of  courtship;  ritualization  and 
emancipation  from  basic  mid-brain  reflexes  and 
behavior  networks  occur  as  the  cortex  develops. 
Part  III  is  a succinct  survey  of  the  sexual  control 
system  incorporating  most  of  what  is  pertinent 
concerning  the  investigation  of  the  brain  by  elec- 
trical stimulation,  the  neuro-secretory  control  by 
the  anterior  lobe  of  the  pituitary,  and  the  effect 
of  the  male  and  female  hormones  on  the  modifica- 
tion of  courtship  and  sexual  activity  in  pre-  and 
l)ost-pubertal  castrates.  A discussion  of  the  modi- 
fication by  social  deprivation,  especially  during 
maturation,  of  the  courting  and  sexual  activities 
of  species  completes  the  study.  Cleneral  conclusions 


are  that  androgens  and  estrogens  respectively 
serve  as  energizers  for  the  basic  neurological  pat- 
tern. The  author  described  in  a very  interesting 
section  the  effect  on  the  behavior  in  cattle,  mice, 
and  rabbits  of  the  presence  of  a male,  which  in- 
duces estrus  and  ovulation  in  the  females. 

Though  the  book  is  but  little  over  a year  old, 
the  importance  of  pheromones  excreted  in  the  urine 
of  most  rodents  and  exhaled  through  the  lungs  in 
producing  this  effect  by  the  selectiv’e  stimulation 
of  the  olfactory  bulbs  was  not  described  — so  fast 
is  the  development  of  this  inter-disciplinary  field 
of  behavior  I The  inhibitory  effect  of  repeated  co- 
pulations in  rats  can  be  overcome  immediately  by 
the  introduction  of  a new  mate.  From  the  avail- 
able evidence  these  effects  are  psychological,  not 
even  at  the  level  of  the  rat,  in  the  usual  sense  of 
of  the  word,  but  are  probably  mediated  ov^er  the 
olfactory  system  by  a host  of  variable  pheromones. 

The  importance  in  behav’ior  of  electrical  stimu- 
lation of  the  centers  for  pleasantness  and  unpleants 
ness  can  be  measured  with  any  species,  including 
the  human,  in  a Skinner  operant  behavior  box.  The 
sub.sequent  modification  by  hormones  is  another 
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intriguing,  thought-provoking  problem  in  systems 
design.  The  inhibitory  effect  on  the  sex  center  by 
the  food  center  is  yet  another  example  of  the 
countless  observations  on  human  behavior  and 
physiology.  A hungry  animal  simply  will  not  copu- 
late; a satiated  animal  has  his  level  of  sex  interest 
raised.  There  apparently  is  a reciprocal  relationship 
between  the  two  centers;  electrical  stimulation  of 
one  will  inhibit  the  other.  We  note  that  in  human 
courtship  dining  out,  eating  together,  is  a frequent 
prelude  to  the  initiation  of  romance,  courtship,  or 
coitus. 

Psychophysiological  reactions  and  delicate  bal- 
ances between  the  nervous  system  and  the  hor- 
mones in  courtship  are  complex.  Changes  in  human 
behavior  and  sexual  patterns  are  modified  by  in- 
hibitory hormones.  There  is  increa.sing  evidence  in 
the  literature  of  frigidity  and  failure  to  develop 
satisfactory  sexual  relations  in  young  women  who 
have  been  conditioned  in  their  early  exposures  to 
sexuality  under  the  influence  of  ‘‘the  pill.”  All 
evidence  points  to  some  factor  of  relevance  of  a 
learning  process  in  the  attainment  of  full  sexuality. 
In  man  at  least  there  is  some  control  by  the  cor- 
tex, but  it  is  elemental  and  rudimentary,  and  in  no 
wise  truly  balances  the  activities  of  the  subcor- 
tical levels.  The  cortex  does,  however,  permit  the 
emancipation  of  some  of  the  ritual  of  courtship, 
and  the  short-circuiting  and  short-cutting  of  pre- 
vious patterns  of  courtship  and  mating.  This  is 
readily  seen  in  the  human  species  by  contrasting 
the  courtship  behavior  of  a pair  of  seventeen-year- 
olds  with  more  sophisticated  adults.  However,  this 
short-circuiting  and  short-  cutting  by  the  cortex 
predictably  will  occur  only  when  there  already 
has  been  a healthy  physiological  development  of 
the  evolutionary  derived  pattern  of  courtship. 
Again,  a caution  is  expressed  in  learning  these  be- 
havior patterns,  and  expressing  them  for  the  first 
time  under  the  influence  of  an  artificial  hormonal 
state  reduced  in  the  adolescent  by  the  pill. 

In  the  Bible  we  find  the  reference,  “Thou  slug- 
gard, go  study  the  ant”  is  clear  advice  that,  al- 
though the  best  study  of  man  is  man,  to  under- 
stand him,  one  had  best  gain  an  understanding  of 
his  physiology,  psychology,  and  behavior.  These 
are  dependent  upon  old  brain  structures  and  mid- 
brain functions  from  w'hich  his  cerebral  cortex 
has  tried  to  emancipate  him  but  has  not  com- 
pletely succeeded.  If  man,  then,  is  not  unique  in 
many  of  his  aspects,  he  does  have  a uniqueness  in 


his  conceit  that  he  can  be  truly  emancipated  from 
all  of  his  animal  instincts  and  arise  above  his 
animal  nature  within.  The  value  judgments  of  all 
our  moralists  and  philosophers  have  been  in  the 
direction  of  considering  man  as  a rational  and  ethi- 
cal being.  This  is  not  the  forum  to  dispute  these 
ideals,  or  the  goals  of  our  civilization.  However, 
even  if  this  is  a legitimate  goal,  a thorough  under- 
standing of  man's  animal  nature  will  be  a neces- 
sary prerequisite  to  controlling  some  aspects  of  his 
behavior.  The  possibility  that  behavior  may  in  the 
future  be  controlled  by  new  biochemical  agents 
makes  it  imperative  that  there  be  a firm  basis  of 
understanding  of  man’s  naturally  occurring  be- 
havior. The  naked  ape  we  call  man  is  a fascinating 
animal,  especially  in  his  animal  nature.  Ethology 
is  telling  us  more  about  it. 

Robert  V.  Lewis,  m.d. 

SYMPOSIUM  ON  CANCER  OF  THE  HEAD 
AND  NECK.  Volume  Two.  Total  Treatment 
and  Reconstructive  Rehabilitation.  Edited  by 
John  C.  Gaisford.  The  C.  N.  Mosby  Company, 
Saint  Louis,  1969.  $31.50 

A continuation  of  the  title;  “Total  treatment 
and  reconstructive  rehabilitation.” 

The  book  is  a compilation  of  papers  presented 
in  Pittsburgh,  Penns3dvania  at  the  second  annual 
symposium  of  the  Educational  Foundation  of  the 
American  Society  of  Plastic  and  Reconstructive 
Surgeons.  The  essayists  cover  virtually  all  of  the 
aspects  of  head  and  neck  cancer  in  short  and  con- 
cise presentations,  often  accompanied  by  operative 
techniques,  illustrations,  and  diagrams. 

As  well  as  containing  pajiers  on  cancer  of  the 
various  structures  of  the  head  and  neck  from  the 
larynx  to  the  skull,  the  book  covers  radical  neck 
dissections  and  the  immediate  and  late  reconstruc- 
tion of  the  resulting  defects.  Preoperative  and  post- 
( Continued  on  next  page) 
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operative  problems  are  discussed  and  the  pros  and 
cons  of  x-ray  therapy  ,chemosurgery  of  skin  le- 
sions, and  chemotherapy  are  presented. 

The  authors  are  well  known  in  the  field  of  plas- 
tic surgery,  yet  they  claim  no  corner  on  the  mar- 
ket. They  do  feel  that  there  is  no  substitute  for 
adequate  basic  training  in  general  surgeiy.  This 
book  is  of  value  to  general  surgeons,  plastic  sur- 
geons, otolarj-ngologists,  and  cancer  therapists. 

Incidentally,  this  book  is  noted  to  be  ‘■\’OLUME 
T\\  O.’’  ‘ VOLUME  OXE”  also  published  b\’  C. 
V.  Mosby,  is  entitled  Plastic  and  Maxillofacial 
Trauma  Symposium  and  is  edited  by  Nicholas  G. 
Georgiade  — which  symposium  was  held  at  Walter 
Reed  General  Hospital  in  December  of  1967. 

Richard  P.  Sexton,  m.d. 

PROCEEDIXGS  OF  THE  CENTENXLAL  SYM- 
POSIUM, Manhattan  Eye,  Ear  and  Throat 
Hospital.  Volume  1 — Ophthalmology.  Edited 
by  Arnold  I.  Turtz.  The  C.  V.  iMosby  Company, 
Saint  Louis,  1969.  S27.50 
This  pubilcation  unfortunately  joins  an  ever 
increasing  number  of  books  published  by  C.  \'. 
Mosby  recounting  the  occurrences  at  an  opthal- 
mology  sym[X)sium.  There  is  essentiality  no  new 
material  in  this  book  which  is  not  readily  available 
in  one  of  the  current  journals  or  classic  textbooks. 
While  such  a publication  is  inexpensive  for  the 
company  to  acquire  and  edit,  it  is  equally  unre- 
warding for  the  reviewer  to  read. 

A brief  perusal  of  the  Table  of  Contents  sug- 
gests the  chaotic  grouping  of  subject  material,  the 
lack  of  cohesiveness,  and  the  disregard  for  any 
form  to  the  content.  The  sections  include  ocular 
therapy  ,ocular  surgery,  pediatric  ophthalmologj', 
plastic  surgeiy’,  new  techniques  in  ophthalmology, 
and  complications  in  ocular  surgery.  The  numerous 
authors  are  of  high  regard.  However,  their  pre- 
sentations are  short  and  without  editorial  comment 
or  order.  There  is  a subject  index  which  can  be 
used  for  reference.  However,  when  one  finds  the 
reference  material,  the  notation  is  usually  brief 
and  incomplete. 

An  example  of  the  chaotic  nature  of  the  presen- 
tation can  be  obtained  by  reviewing  the  presenta- 
tions in  ophthalmic  plastic  surgery.  One  is  pre- 
sented with  the  various  techniques  for  lid  recon- 
struction by  Wendell  Hughes,  B>Ton  Smith,  John 
Marquis  Converse,  Alston  Callahan,  and  Sidney 
A.  Fox.  Each  of  the  authors  has  his  own  particular 
preference.  L’pon  reviewing  the  various  presenta- 
tions. one  is  left  at  a loss  for  any  information  re- 
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Conducted  by  FRANCESCO  RONCHESE,  M.D. 


Middle  age  woman  with  multiple,  cutaneous,  peiin- 
less,  non-itching,  nodules  on  the  face. 

The  spot  below  the  eye  is  ring-shaped,  a mixture  of 
black,  reddish,  yellowish  nodules  and  telangectases. 
Duration:  a few  months. 

The  4 nodules  below  have  the  same  color  of  the 
surrounding  skin.  They  are  there  since  the  woman 
can  remember,  viz.,  years. 

Answer  on  Page  149 

garding  the  comparative  merits.  Further,  the  brief- 
ness of  the  statements  which  are  extracted  di- 
rectly from  verbal  presentation,  do  not  allow  one 
to  search  further  into  the  subject. 

In  summary,  this  reviewer  finds  the  proceedings 
of  the  Centennial  Symposium  of  the  Manhattan 
Eye,  Ear  and  Throat  Hospital,  not  worth  the 
$27.50  publication  price,  and  advises  the  inter- 
ested reader  to  seek  the  various  important  ma- 
terials in  this  book  in  the  journals  which  he  may 
acquire  at  a much  reduced  cost. 

.Arthur  I.  Geltzer,  m.d. 

PG  COURSE  IN  PEDIATRIC  ALLERGY  SCHEDULED 

The  -American  College  of  -Allergists,  in  coopera- 
tion with  the  Pediatric  Department  of  Tufts  Uni- 
versity School  of  Aledicine  and  St.  Elizabeth’s  Hos- 
pital of  Boston  are  planning  a postgraduate  course 
in  pediatric  allergy  to  be  held  Alay  3,  4 and  5, 
1970. 

Dr.  Bernard  -A.  Berman,  1714  Beacon  Street, 
Brookline,  ^Massachusetts,  is  the  program  chairman 
and  will  be  in  charge  of  this  course.  Inquiries 
should  be  directed  to  Doctor  Berman  regarding 
details  of  the  program. 
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Hemoglobin  C Trait  and  Glucose-6 -Phosphate 
Dehydrogenase  Deficiency 


Patient  With  Mild  Anemia  Found  to 
Have  Combined  Enzyme  Deficiency  And 
Hemoglobinopathy 


By  Thomas  A.  Johnson,  M.D., 

John  J.  Novosad,  B.S.  and 
Maurice  INI.  Albala,  M.D. 

The  association  of  hemoglobinopathies  and  red 
cell  enzyme  deficiencies  has  been  reported  in  va- 
rious parts  of  the  world.  Most  of  the  cases  reported 
have  been  instances  of  Hemoglobin  SS,  S-C,  or 
S-thalassemia  disease  in  association  with  erythro- 
cyte glucose-6-phosphate  dehydrogenase  (G-6-PD) 
deficiency. The  occurrence  of  homozygous  he- 
moglobin C disease  or  hemoglobin  C trait  with 
erythrocyte  G-6-PD  deficiency  has  been  rarely 
reported. 

The  purpose  of  this  paper  is  to  report  the  oc- 
currence of  Hgb.  C trait  and  erythrocyte  G-6-PD 
deficiency  in  one  negro  patient.  In  addition,  ery- 
throkinetic,  ferrokinetic,  and  family  studies  were 
also  obtained. 

CASE  REPORT 

L.  IMcK.,  a 62  year  old  negro  janitor  was  ad- 
mitted to  Rhode  Island  Hospital  in  April,  1969 
because  of  a weight  loss  of  15  pounds.  He  had 

MAURICE  M.  ALBALA,  M.D.,  Physician-in- 
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been  previously  treated  with  Esimil®  for  hyper- 
tension, and  with  colchicine,  Benemid,®  and  allo- 
purinol  for  episodes  of  acute  gouty  arthritis. 

No  family  history  of  blood  dyscrasia  or  inherited 
disorders  could  be  obtained. 

On  physical  examination  the  patient  was  afebrile 
and  in  no  distress.  Fundi  showed  moderate  arteri- 
olar narrowing.  The  chest  was  emphysematous, 
and  there  was  no  evidence  of  consolidation.  Heart 
was  normal;  no  abdominal  masses  were  palpated. 
The  spleen  was  not  enlarged.  Rectal  and  neuro- 
logical examinations  revealed  no  abnormalities. 
Stool  was  benzidine  negative. 

On  admission,  hemoglobin  was  9.7  gm.  per  cent, 
hematocrit  was  30  per  cent,  red  blood  count  was 
3,700,000/mm.^,  white  blood  cell  count  was  8200/ 
mm.®,  and  the  differential  count  showed  46  per 
cent  polymorphonuclears,  48  per  cent  lymphocytes, 
and  6 per  cent  monocytes.  Red  cells  show'ed  slight 
hypochromia,  and  a moderate  number  of  target 
cells  were  observed.  Platelets  were  described  as 
adequate  on  the  smear.  The  reticulocyte  count  was 
4 per  cent.  Urinalysis  was  within  normal  limits. 
Bone  marrow  aspiration  revealed  moderate  normo- 
blastic hyperplasia;  stainable  iron  was  present. 
Bone  radiographs  were  essentially  normal.  Chest 
x-ray  studies  showed  no  abnormality  except  for 
flattening  of  the  diaphragm.  Serum  protein  elec- 
trophoresis was  normal.  Upper  gastrointestinal 
series  showed  scarring  of  the  duodenum.  Barium 
enema  and  intravenous  pyelogram  were  normal. 

Coomb’s  test  was  negative.  Hemoglobin  electro- 
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phosesis  showed  36  per  cent  hemoglobin  C and 
04  per  cent  hemoglobin  A.  Fetal  hemoglobin  (al- 
kali denaturation  method ) was  < 2 per  cent.  Schil- 
ling test  showed  13  per  cent  excretion  of  Co'®  B12 
in  24  hours.  Serum  creatinine  was  2.3  mgm.  per 
cent.  Serum  acid  was  14.4  mgm.  per  cent  and 
gradually  decreased  to  9.3  mgm.  per  cent  follow- 
ing reinstitution  of  allopurinol  therapy.  Serum 
iron  was  52  ugm.  per  cent  and  total  iron  binding 
capacity  was  179  ugm  per  cent.  Serum  bilirubin 
was  0.7  mgm  per  cent. 

G-6-PD  screening  test*  showed  no  decoloration 
at  two  hours. 

*Signia  Kit  -WO-l,  St.  Louis,  Missouri  63118,  U.S.A. 

A quantitative  determination  of  the  patient’s 
erythrocyte  G-6-PD,  using  a modification  of  the 
method  of  Kornberg  and  Horecker,^  showed  an 
enzyme  activity  of  0.51  uiM/XADPH  gm.  hgb./ 
min.  (Normal  value:  2.23-4.39  u^I/XADPH,  gm. 
hgb. /min.) 

Hemoglobin  determinations  and  hemoglobin 
electrophoresis  on  one  of  the  patient’s  daughters 
and  five  of  her  children  were  normal  ( Fig.  1 ) . 
G-6-PD  activity  of  the  erythrocytes  of  this  group 
of  individuals  was  within  normal  limits  (Fig.  1). 

A survival  study  of  the  patients  erythocytes 
with  Cr’*  showed  a half  life  of  32  days.  A ferro- 
kinetic  study  with  f'e^®  revealed  findings  of  mod- 
erately ineffective  en,-thropoiesis  (Table  1). 

DISCUSSION 

It  has  been  reported  that  erythrocyte  G-6-PD 
deficiency  is  more  frequent  in  cases  of  sickle-cell 
disease  and  sickle-cell  hgb.  C disease.  The  enz^’me 
defect  was  found  in  48  per  cent  of  a group  of  157 
patients  with  sickle-cell  disease,  and  in  39  per 
cent  of  77  cases  of  sickle-cell  hgb.  C disease.® 

It  has  been  suggested  that  the  correlation  be- 
tween G-6-PD  deficiency  and  sickle-cell  disease 


might  reflect  population  segregation  or  superior 
malarial  protection  afforded  by  the  combination 
of  abnormalities.  It  is  interesting  that  no  clinical 
disadvantages  have  been  found  in  patients  w'ith 
this  combination  of  defects,^  and  in  fact  the  en- 
zyme deficiency  may  ha\T  a favorable  effect  on 
the  course  of  sickle-cell  disease.® 


In  other  population  studies,  a marked  variation 
between  the  incidence  of  G-6-PD  deficiency  and 
various  hemoglobinopathies  have  been  found.^'® 
Redetzki  et  al.  reported  two  cases  of  hgb.  C dis- 
ease in  which  red  cell  G-6-PD  deficiency  w^as 
found.® 

Hemoglobin  C trait  associated  with  G-6-PD  de- 
ficiency has  been  reported  by  several  investiga- 
tors."’^ In  a studj"  of  six  patients  Avith  hgb.  C trait, 
Naylor  et  al.  showed  G-6-PD  deficiency  in  three.'* 
In  two  of  them,  enzymatic  activitj^  was  very  low. 
Our  patient  also  showed  marked  decrease  in  ery- 
throcyte G-6-PD  activity.  Low  values  such  as  these 
have  rarely  been  reported  in  the  negro  race.  De- 
spite this  decreased  enzyme  activity,  red  blood  cell 
survival  w'as  normal,  and  there  were  no  clinical 
manifestations  which  might  be  attributed  to  the 


TABLE  1 


Erythrokinetic  & Ferrokinetic  Data  on  L.  McK. 


RBC 

Survival 

RBC  Mass  Time 
( mls./kg.  T/2  (days) 

Plasma 

Iron 

Clearance 

(minutes) 

Plasma 

Iron 

Turnover 
(mg./lOO 
mls./24  hrs. 

Marrow 

Iron 

Turnover 
(mg./lOO 
mls./24  hrs. 

Fe59 

Utilization 

(%) 

Serum 

Iron 

(MCG%) 

Serum 

Iron 

Binding 

Capacity 

(MCG%) 

L.  McK. 

22.2 

32.5 

63 

0.62 

0.29 

46.5 

52 

222 

Normal 

29 

25-32 

40-120 

06-0.71 

0.45-0.48 

64-94 

75-150 

150-280 
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severity  of  the  enzymatic  defect.  These  findings 
are  in  agreement  with  those  of  Naylor  et  al.,'*  who 
found  no  significant  clinical  differences  among 
patients  with  hemoglobinopathies,  with  or  without 
the  enzymatic  defect. 

Family  studies  in  our  patient  showed  no  defi- 
ciency of  the  enzyme  activity  in  the  females 
studied.  These  findings  are  in  agreement  with  pre- 
vious studies  in  which  heterozygotes  ver\"  fre- 
quently appear  normal  in  the  enzyme  assay.*” 

SUMMARY 

A patient  with  hgb.  C trait  and  G-6-PD  defi- 
ciency is  reported.  He  exhibited  only  mild  anemia 
without  further  clinical  or  hematological  manifes- 
tations. Red  cell  survival  was  normal,  and  radio 
iron  studies  showed  moderately  ineffective  ery- 
thropoiesis.  The  lack  of  enzyme  deficiency  in  the 
family  study  reflects  the  variability  of  gene  ex- 
pression in  females. 
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Perfusion  Chemotherapy  in  the  Primary  Treatment 
of  Melanoma  of  the  Extremities 


Efl  iciency  Of  The  Procedure  In  Inva- 
sive Disease  Has  Not  Been  Established 
By  This  Study 


By  Clarence  H.  Soderberg,  Jr.,  M.D. 
George  V.  Coleman,  ]\I.D. 

George  F.  Meissner,  M.D. 
\'ishram  B.  Rege,  M.D.  and 
Stephen  I.  Frater,  INI.D. 


Isolation  perfusion  chemotherapy  was  introduced 
by  Creech  et  al.®  in  1958.  Since  that  time  79  per- 
fusions have  been  performed  at  the  Rhode  Island 
Hospital.  When  used  for  palliation  in  patients  with 
recurrent  melanoma,  definite  objective  signs  of  tu- 
mor regression  were  noted. It  therefore  seemed 
reasonable  to  employ  the  technique  as  an  adjunct 
in  the  primary  treatment  of  patients  so  afflicted. 
Wide  local  excision  and  in  continuity  node  dissec- 
tion appear  to  afford  the  lowest  failure  rate.^  Since 
this  procedure  is  impractical  with  lesions  of  the 
distal  extremities,  the  intervening  lymphatics  be- 
tween the  local  excision  and  regional  node  dissec- 
tion are  usually  left  untreated.  It  is  felt  that  tu- 
mor cells  in  this  area  can  be  affected  by  isolation 
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perfusion,  thus  leading  to  better  results.*^  Our  ex- 
perience with  this  form  of  treatment  is  presented 
in  this  paper. 

PROCEDURE 

Our  general  perfusion  techniques  have  been  pre- 
viously reported.®’®’”’^®  In  patients  with  lower 
extremity  involvement  the  abdominal  portion  of 
the  radical  groin  incision  is  performed  first  and 
the  iliac  vessels  are  exposed.  If  gross  metastatic 
tumor  is  noted  in  this  area  the  procedure  probably 
should  be  abandoned;  however,  this  has  not  oc- 
curred in  any  of  our  patients  treated  to  date.  Fol- 
lowing systemic  anticoagulation,  catheters  are 
introduced  in  the  iliac  vessels  and  extend 
distally  into  the  thigh  to  well  below  the  inguinal 
ligament.  Valves  in  the  venous  system,  which  oc- 
casionally obstruct  the  venous  catheter,  may  be 
broken.  The  inferior  epigastric  and  deep  circum- 
flex iliac  vessels  are  ligated  to  reduce  systemic 
leak  of  the  chemotherapeutic  agent.  The  cathe- 
ters, are  connected  to  a standard  pump  oxy- 
genator. A rubber  tourniquet  is  tightened 
around  the  extremity  at  the  level  of  the  in- 
guinal ligament  to  occlude  collateral  vessels.  The 
perfusate  is  heated  to  38-40°C,  to  enhance  the 
effect  of  the  chemotherapeutic  agent.’^’*  A flow  rate 
of  150-200  ml.  min.  for  the  leg  and  75-100  ml./ 
min.  for  the  arm  are  usual.  After  a period  of  sta- 
bilization systemic  leak  is  determined  by  adding 
radioactive  iodinated  serum  albumin  to  the  per- 
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fusion  circuit  and  measuring  its  activity  in  samples 
of  blood  taJcen  from  a systemic  vein,  as  previously 
reported. Phenylalanine  mustard  has  been  em- 
ployed exclusively  as  the  chemotherapeutic  agent; 
if  the  leak  is  not  excessive,  100  mg.  is  used.  Fifty 
mg.  is  added  at  one-half  hour  intervals  for  two 
doses  during  a perfusion  period  of  one  hour.  At 
the  end  of  this  time  the  extremity  is  flushed  with 
2500  ml.  of  dexbran  70,  and  500  ml.  of  banlc  blood 
is  reinfused  into  the  extremity.  During  the  period 
of  flushing  the  primary  lesion  is  widely  excised 
with  the  underlying  fascia  including  5 cm.  of  sur- 
rounding tissue,  and  a split  thickness  graft  is  ap- 
plied. Systemic  heparin  is  neutralized  with  pro- 
tamine, the  catheters  removed,  and  the  arteriotomy 
and  venotomy  repaired  with  fine  silk.  A radical 
superficial  and  deep  groin  dissection  is  then  per- 
formed. With  upper  extremity  lesions  a vertical 
incision  over  the  pectoral  muscles  is  utilized,  ex- 
tending from  the  clavicle  to  the  base  of  the  axilla, 
curving  laterally  around  the  breast  in  females.  The 
pectoral  muscles  are  divided  and  resutured  follow- 
ing the  axillary  dissection.  The  axillary  vessels  are 
cannulated  as  high  as  possible  and  the  tourniquet 
tightened  above  the  catheter  openings. 

CLINICAL  MATERIAL 

The  procedure  has  been  performed  on  19  pa- 
tients (four  males  and  fifteen  females).  Their  ages 
ranged  from  30  to  67.  The  average  age  was  46; 
one-half  of  the  patients  were  between  44  and  49. 
Many  of  the  patients  had  a fair  complexion  with 
red  or  sandy  blond  hair.  Most  of  the  patients 
were  in  good  general  health  with  associated  dis- 
ease present  in  only  three.  Patient  No.  1 had  dia- 
betes, hypertensive  cardiovascular  disease,  and 
previous  congestive  failure.  Patient  No.  3 had  had 
poliomyelitis  as  a child,  and  the  involved  leg  was 
very  atrophic.  The  oldest  patient  had  hypertension. 
Half  of  the  patients  had  had  either  since  birth  or 
for  many  years  a mole  which  increased  in  size  or 
changed  its  appearance;  several  began  to  bleed. 
Others  reported  a recently  appearing  mole  which 
increased  in  size.  One  lesion  was  described  as  being 
white.  Two  were  considered  by  the  patients  to  be 
“warts.”  Two  lesions  which  appeared  to  arise  de 
novo  were  dark  in  color.  The  location  of  the  le- 
sions is  indicated  in  Figure  I.  Only  one  lesion  was 
above  the  knee  or  elbow. 

SURGERY 

Excisional  biopsy  was  performed  prior  to  ad- 
mission to  the  hospital  in  15  patients.  The  area 
of  excision  was  re-excised  and  grafted  in  all  of 


LOCATION  OF  LESIONS  ( 19  PATIENTS  I 


these.  In  two  patients  the  lesions  had  previously 
been  excised  and  the  area  grafted,  and  in  one  in- 
stance the  area  was  re-excised.  One  patient  had 
an  excisional  biopsy  of  an  Inguinal  lymph  node 
containing  malignant  melanoma  three  years  fol- 
lowing the  excision  of  a “compound  nevus.”  The 
site  of  origin  was  not  re-e.xcised.  One  very  large 
lesion  was  merely  biopsied  prior  to  definitive  sur- 
gery. All  of  the  lower  e.xtremity  lesions  had  super- 
ficial and  deep  groin  dissections.  In  one  patient 
in  whom  the  lesion  was  just  above  the  knee  an  in 
continuity  groin  dissection  was  performed.  The 
three  upper  extremity  lesions  were  treated  as  pre- 
viously outlined.  Amputation  of  digits  was  per- 
formed in  two  patients  with  lesions  of  the  finger 
and  toe.  The  three  upper  extremity  lesions  re- 
ceived 45  mg.,  75  mg.,  and  80  mg.  of  phenylala- 
nine mustard  respectively.  The  average  dose  in 
the  lower  extremity  perfusions  was  82.3  mg. 

COMPLICATIONS  AND  MORBIDITY 

There  were  several  major  complications  in  this 
series.  In  Patient  No.  4 a stress  ulcer  of  the  upper 
gastrointestinal  tract  perforated  on  the  seventh 
postoperative  day.  Seven  days  following  repair  the 
patient  went  into  shock  and  appeared  toxic.  Since 
he  had  developed  a wound  infection,  gram  nega- 
tive sepsis  was  suspected,  for  which  therapy  in- 
cluding steroids  was  instituted.  He  suffered  acute 
renal  tubular  necrosis  and  died  on  the  19th  day 
following  initial  surgery.  At  autopsy  the  patient 
was  found  to  have  a ruptured  spleen.  Old  hemor- 
rhage, probably  the  result  of  trauma  during  sur- 
gery for  the  perforated  ulcer,  and  recent  hemor- 
rhage were  present.  This  series  of  events  was  cer- 
tainly unusual  and  not  likely  to  be  repeated.  How- 
ever, toxicity  to  phenylalanine  mustard  can  be 
(Continued  on  next  page) 


PERFUSION  CHEMOTHERAPY  IN  THE  PRIMARY  TREATMENT  OF  MELANOMA  OF  THE  EXTREMITIES 


143 


manifested  in  the  gastrointestinal  and  hematopoi- 
etic systems. 

An  above-knee  amputation  was  carried  out  in 
Patient  Xo.  3 because  of  complications.  The  le- 
sion and  the  surgery  in  this  patient  were  on  the 
sole  of  the  foot.  The  extremity  was  very  atrophied 
due  to  childhood  poliomyelitis,  and  popliteal  and 
pedal  pulses  were  absent.  Postojieratively  the  sole 
of  the  foot  became  gangrenous.  Histological  ex- 
amination demonstrated  thrombosis  of  the  local 
vessels.  The  popliteal  artery  was  very  narrow  but 
not  occluded  or  atherosclerotic.  This  patient  and 
one  other  were  suspected  of  having  pulmonary 
emboli.  These  were  not  proved,  and  chest  x-ray 
studies  were  negative  in  both. 

One  patient  developed  deep  venous  phlebitis 
with  edema  and  loss  of  the  skin  graft.  In  another 
case  a graft  was  lost  due  to  infection.  The  groin 
incisions  healed  quite  well  Avith  only  superficial 
necrosis  of  the  skin  edges  in  two  patients.  Pro- 
longed serous  drainage  occurred  in  two  patients, 
one  of  whom  was  readmitted  -with  hanphangitis. 
Cystitis  occurred  in  one  instance.  Ten  of  the  pa- 
tients had  no  complications. 

Perfusion  did  not  appear  to  increase  the  prob- 
lem of  postoperative  lymphedema.  Significant 
lymphedema  is  present  in  only  three  patients,  while 
none  have  been  disabled  by  it. 

Significant  drug  toxicity  was  not  apparent.  Some 
decrease  in  the  platelet  count  occurred  in  all  pa- 
tients but  one;  however,  it  fell  below  100,000  in 
only  four  patients,  the  lowest  being  44,000.  The 
depressions,  which  occurred  only  during  the  first 
three  postoperative  days,  apparently  were  related 
to  the  perfusion  procedure  rather  than  to  bone 
TABLE  I. 


• NODE  EICISCO  S TEAMS  MOST  'COMPOUND  NEVUS  ‘*MHLE 

marrow  depression.  Leukocytosis  commonly  oc- 
curred in  the  early  postoperative  period  usually 
with  a prompt  return  to  a normal  count.  The 


lowest  white  blood  count  was  3,450.  All  patients 
showed  some  decline  in  hemoglobin  levels,  and  fac- 
tors other  than  bone  marrow  toxicity  were  deemed 
responsible  for  this,  including  inadequate  blood  re- 
placement at  the  time  of  surgery,  damage  to  red 
cells  by  the  pump  oxygenator,  dextran  flush  with 
inadequate  replacement  of  blood,  and  shorter  life 
span  of  banked  blood  cells. 

RESULTS 

Stage  /:  There  were  13  Stage  I lesions  (no 
metastases)  in  this  series  (Table  I).  The  one 
operative  death  was  unfortunately  in  this  group. 
Ten  of  the  remaining  12  cases  are  alive  without 
evidence  of  disease.  The  longest  follow-up  is  seven 
years  and  the  shortest  nine  months.  There  are 
two  six-year  survival  patients,  one  five-year,  two 
four-year,  and  three  between  35  and  17  months. 

single  local  recurrence  has  appeared  in  the  in- 
volved extremity  in  the  remaining  Stage  I patients. 
In  Patient  X’o.  6 the  recurrence  appeared  four 
years  and  seven  months  following  initial  therapy. 
The  patient  is  now  clinically  free  of  disease  three 
months  following  wide  excision,  grafting,  and  re- 
perfusion. In  Patient  Xo.  16  the  recurrence  ap- 
peared eight  months  following  surgery.  This  was 
excised  and  grafted  but  not  perfused;  seven  months 
later  another  local  recurrence  appeared. 

Stage  II : Two  patients  when  first  seen  had 
recurrences  following  local  excision  of  lesions 
thought  to  be  benign  six  and  two  years  previously. 
These  w-ere  classified  as  Stage  II  lesions  (local 
metastases).  Both  patients  fared  poorly.  In  Pa- 
tient Xo.  8 a local  recurrence  two  years  and  eight 
months  following  the  combined  procedure  was 
treated  by  excision  and  reperfusion.  The  patient 
then  remained  well  for  1 1 months,  at  wLich  time 
multiple  pulmonary  metastases  were  discovered. 
The  patient  is  still  alive,  responding  well  to  sys- 
temic chemotherap}'.  The  second  patient  (Xo.  9) 
had  a local  recurrence  excised  one  year  following 
surgery,  later  developed  widespread  disease,  and 
died  three  years  and  tw’O  months  following  initial 
therapy. 

Stage  III'.  There  were  four  Stage  III  patients 
(regional  metastases)  in  this  series.  Two  are  alive 
and  seemingly  free  of  disease  at  32  and  15  months 
respectively.  The  remaining  two  patients  developed 
local  and  distant  meastases  and  died  15  and  six 
months  respectively  following  the  procedure.  The 
second  patient  appeared  to  have  fewer  skin  recur- 
rences on  the  involved  extremit}^  than  outside  of 
the  perfused  area. 

The  pathology  material  in  all  cases  was  recently 
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reviewed  by  one  of  us  (G.M.).  iMost  of  the  lesions 
were  small,  fourteen  of  them  measuring  1.2  cm.  or 
less  in  width.  All  lesions  showed  some  degree  of 
dermal  invasion.  Without  knowledge  of  the  end 
results  of  therapy  seven  lesions  were  classified  as 
being  superficially  invasive.  In  these  the  involve- 
ment did  not  extend  below  one-third  to  one-half 
the  width  of  the  dermis.  All  of  these  patients  are 
clinically  free  of  disease,  suggesting  that  the  de- 
gree of  dermal  invasion  is  probably  the  most  ac- 
curate guide  to  prognosis  and  probably  more  im- 
portant than  the  surgery  performed. 


Table  II 
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DISCUSSION 

Our  enthusiasm  for  perfusion  chemotherapy  in 
general  has  decreased  during  the  past  few  years, 
although  objective  remissions  and  some  prolonga- 
tion of  life  has  been  obtained.  Only  one  patient 
other  than  those  with  malignant  melanoma  has 
been  perfused  since  1966  (Table  II). 

\\’hen  perfusion  is  utilized  for  reasons  other  than 
palliation,  the  operative  risk  must  be  more  care- 
fully asse.ssed.  The  patient  in  this  series  who  died 
following  surgery  may  possibly  have  been  cured 
by  surgery  of  a lesser  magnitude.  Yet  we  believe 
that  the  mortality  of  the  procedure  will  prove  to 
be  negligible.  Postoperative  morbidity  also  seems 
to  be  acceptable.  However,  careful  evaluation  of 
the  peripheral  circulation  in  lower  extremity  le- 
sions is  necessary  in  order  to  avoid  local  tissue 
toxicity  and  possible  resultant  amputation.  Two 
major  amputations  have  been  necessary  in  our 
overall  experience  of  79  perfusions.  Amputation 
has  been  reported  by  others.®’*^ 

Considerable  experience  with  the  procedure  will 
be  necessary  before  establishing  its  effect  on  the 
cure  rate.  Our  series  is  of  little  help  in  this  regard. 
Extensive  local  recurrences,  which  can  occasionally 


become  disabling,  have  not  occurred  in  this  series. 
This  may  be  a benefit  derived  from  perfusion  as 
suggested  by  Stehlin  and  Clark.’-  In  a small  series 
of  sixteen  patients,  Foster  et  al.‘  report  no  recur- 
rences in  the  perfused  extremity  even  in  patients 
dying  of  widespread  disease. 

Several  authors,’®’’^  conclude  that  perfusion  is 
of  unquestionable  value  in  the  treatment  of  pa- 
tients with  recurrent  melanoma.  In  this  series  the 
few  patients  with  recurrences  who  were  reperfused 
appear  to  be  doing  better  than  those  who  were  not. 

It  is  important  to  know  the  degree  of  dermal  in- 
vasion if  end  results  of  therapy  are  to  be  evaluated. 
It  is  unlikely  that  Stage  I lesions  with  invasion  of 
less  than  one-half  of  the  dermis  will  require  the 
radical  procedure  here  rejwrted.  However,  it  may 
be  indicated  in  Stage  II  and  III  lesions  to  de- 
crease the  incidence  of  local  recurrence  due  to  in- 
transit  metastases.  Rochlin  and  Smart”  recommend 
for  Stage  I lesions  in  the  absence  of  clinically  de- 
monstrable nodes  wide  local  excision  and  perfusion 
without  regional  node  dissection.  In  a four-year 
study  they  report  only  two  recurrences  out  of  68 
Stage  I patients. 

SUMMARY 

The  rationale  for  the  combined  use  of  perfusion 
chemotherapy  and  radical  surgery  in  the  treatment 
of  patients  with  extremity  melanoma  has  been 
presented  and  the  techniques  outlined. 

The  surgery  performed,  complications  experi- 
enced, and  results  obtained  in  our  series  of  19 
patients  are  reported. 

Further  experience  with  the  procedure  wall  be 
necessary  to  establish  its  true  role. 
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Noise  And  The  Conservation  Of  Hearing 


The  Measurement  Of  Hearing  Ability  Is 
The  Most  Important  Part  Of  A Hearing 
Conservation  Program 


By  Mendell  Robinson,  M.D. 


Xoise  is  more  than  an  annoj^ance!  Prolonged 
exposure  to  the  noises  encountered  in  many  indus- 
trial environments  can  produce  a permanent  hear- 
ing loss.  This  hearing  loss  is  not  amenable  to 
treatment.  Once  a noise  induced  loss  has  been 
acquired,  normal  hearing  cannot  be  restored.  For- 
tunately, noise  induced  hearing  loss  can  be  pre- 
vented for  the  large  majority  of  persons  exposed 
to  noise.  The  purpose  of  this  paper  is  to  provide 
information  on  how  hearing  can  be  protected  in 
the  industrial  community. 

.\lthough  there  is  still  much  to  be  learned  about 
the  relationship  of  hearing  loss  to  noise  exposure, 
enough  information  has  been  accumulated  through 
experience  and  research  to  enable  us  to  organize 
and  conduct  hearing  conservation  programs.  The 
basic  information  in  regard  to  hearing  loss  and 
noise  e.xposure  is  as  follows: 

1 )  Many  noise  exposures  can  produce  a per- 
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manent  hearing  loss  that  may  effect  communication 
by  speech. 

2 ) Xoise  induced  hearing  loss  may  be  tempo- 
rary, permanent,  or  a combinatiom  of  temporary 
and  permanent. 

3 ) Permanent  noise  induced  hearing  loss  is  due 
to  destruction  of  nerve  ending  structures  in  the 
inner  ear  which  cannot  be  replaced  or  repaired. 

4)  The  amount  of  hearing  loss  produced  by  a 
given  noise  exposure  varies  from  person  to  person. 

5 ) Xoise  induced  hearing  loss  first  affects  man's 
hearing  of  sounds  in  the  higher  frequencies.  These 
frequencies  are  above  those  essential  for  communi- 
cation by  speech.  Therefore,  most  early  noise  in- 
duced hearing  losses  pass  unnoticed  unless  they  are 
detected  by  suitable  hearing  tests. 

6)  Four  major  factors  characterize  noise  ex- 
posure: (a)  overall  noise  level,  (b)  composition 
of  the  noise,  (c)  duration  and  distribution  of  ex- 
posure during  a U-pical  work  day,  and  (d)  total 
time  of  exposure  during  a work  life. 

7 ) Both  hearing  ability  and  noise  exposure  can 
be  measured  reliably  by  competent  properly  trained 
personnel. 

8)  To  be  effective  a hearing  conservation  pro- 
gram should  include  (a)  a noise  e.xposure  analysis, 
(b)  provision  for  control  of  noise  e.xposure,  (c) 
measurements  of  hearing. 

The  consideration  and  initiation  of  a hearing 
conservation  program  should  be  considered  when- 
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ever  persons  have  difficulty  communicating  by 
speech  while  they  are  in  noise,  or  if  they  have 
head  noises  or  ringing  in  their  ears  after  working 
in  the  noise  for  several  hours,  or  if  they  have  a 
temporary  loss  of  hearing  that  has  the  effect  of 
muffling  speech  and  certain  other  sounds  after 
everal  hours  of  exposure  to  the  noise.  Absence  of 
pain  when  exposed  to  noise  should  not  be  con- 
trued  to  mean  absence  of  hearing  loss.  Pain  felt 
in  the  ear  during  e.xposure  to  noise  levels  occurs 
when  the  noise  is  in  the  range  of  130  decibels. 
Xoise  induced  hearing  loss,  however,  may  be  pro- 
duced at  considerably  lower  noise  levels.  Pain  and 
annoyance  are  not  reliable  indicators  of  a po- 
tential noise  induced  hearing  loss;  therefore  the 
analysis  of  noise  exposure  is  the  only  completely 
satisfactory  way  of  establishing  the  need  for  hear- 
ing conservation. 

ANALYSIS  OF  NOISE  EXPOSURE 
Xoise  exposures  are  analyzed  in  terms  of  the 
overall  noise  level  composition  of  the  noise,  and  the 
total  exposure  time  during  a work  life.  Even 
though  two  different  noises  have  the  same  overall 
level,  their  composition  may  differ  considerably 
so  that  one  may  produce  a permanent  hearing  loss 
while  the  other  may  not.  Also,  the  auditory  effects 
of  continuous  noise  exposure  are  different  from  the 
effects  of  intermittent  exposure  to  the  same  noise. 

CONTROL  OF  NOISE  EXPOSURE 
Xoise  exposure  may  be  reduced  by  environ- 
mental control.  This  can  be  accomplished  by  re- 
ducing the  amount  of  noise  produced  by  the 
source,  or  reducing  the  amount  of  noise  transmitted 
through  air  or  building  structures,  or  actually  re- 
vising operational  procedures.  Xoise  exposure  may 
also  be  reduced  by  personnel  protection. 

The  most  satisfactory  method  of  environment 
control  of  noise  exjwsure  is  to  control  the  noise  at 
the  source.  However,  when  the  amount  of  noise 
produced  by  the  source  cannot  be  sufficiently  re- 
duced, a combination  of  control  methods  may  be 
required  to  conserve  hearing. 

MEASUREMENT  OF  HEARING 
A hearing  conservation  program  should  include 
pre-employment  hearing  tests  and  also  routine  pe- 
riodic follow-up  tests.  These  tests  of  hearing  are 
the  most  important  part  of  a hearing  conservation 
program.  These  hearing  tests  provide  a record  of 
the  initial  status  of  an  employee’s  hearing  and 
make  it  possible  to  follow  any  subsequent  changes 


in  hearing  ability.  Pre-employment  and  follow'-up 
tests  help  to  identify  persons  who  may  be  highly 
susceptible  to  noise  induced  hearing  loss.  Test  and 
re-test  results  will  show'  whether  the  comservation 
program  is  effective  or  not.  Even  when  noise  ex- 
posures are  not  severe  enough  to  warrant  a hearing 
conservation  program,  it  is  desirable  to  test  hearing 
systematically  as  a part  of  routine  physical  ex- 
aminations. Hearing  tests  are  as  important  and  as 
necessary  as  tests  of  vision  or  any  of  the  tests 
which  accompany  a physical  examination. 

The  conservation  of  any  human  function  is  pri- 
marily a medical  responsibility.  Hearing  conser- 
v'ation  is  no  e.xception.  Prevention,  diagnosis,  and 
treatment  of  hearing  loss,  validation  and  approval 
of  audiometric  records,  and  the  final  assessment  of 
measurements  of  hearing  are  medical  responsibil- 
ities. Any  hearing  conservation  program  without 
medical  supervision  must  be  considered  inadequate. 
A physician  should  be  responsible  for  the  organi- 
zation and  administration  of  the  testing  program 
as  well  as  for  checking  and  evaluating  audiometric 
records  (although  the  physician  himself  cannot 
perform  all  of  the  operations  necessary  to  the  con- 
duct of  the  program).  He  can  delegate  responsi- 
bility for  the  many  technical  activities  to  the 
members  of  his  staff.  The  responsibility  for  making 
necessary  noise  measurements  and  for  effecting 
further  environmental  noise  exposure  controls 
should  fall  on  the  industrial  hygienist,  members  of 
the  engineering  or  safety  departments,  or  other 
persons  assigned  to  the  task.  Although  the  actual 
operations  of  measurement  and  protection  are  per- 
formed bv'  both  medical  and  non-medical  person- 
nel the  physician  ultimately  is  responsible  for  the 
health  of  the  employee.  ^ledical  supervision  must 
be  available  if  a hearing  conserv'ation  program  is 
to  serve  its  dual  purpose  of  preventing  hearing  loss 
and  providing  valid  records  for  compensation 
claims.  Many  companies  do  not  hav'e  a full  time 
medical  department  and  cannot  provide  direct 
medical  supervision  for  a conservation  program. 
These  companies  can,  howev’er,  satisfy  the  general 
requirement  of  medical  supervision  by  utilizing 
medical  consultants. 

ASSESSMENT  OF  NOISE  EXPOSURE 
^lost  industrial  noises  can  be  classified  as  either 
impulsive  noise,  such  as  generated  by  drop  ham- 
mers, punch  presses,  and  explosions,  or  steady 
noise.  Steady  noises  are  more  easily  analyzed,  as 
ov'erall  levels  tend  to  stay  the  same,  whereas  im- 
( Continued  on  next  page) 
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pulsive  noises  are  more  difficult  to  analyze  be- 
cause each  burst  begins  to  die  away  before  the 
succeeding  one  is  generated.  The  acoustic  energy 
in  noise  varies  with  the  tjpe  of  noise  created  and 
by  the  source  of  the  noise.  In  piston  engines  and 
furnaces,  the  energy  lies  mostly  in  the  lower  fre- 
quencies. In  pneumatic  hammers  and  high  speed 
cut  off  saws  the  energy-  lies  predominantly  in  the 
middle  and  high  frequency  ranges.  The  frequency 
distribution  of  energy  in  noise  can  be  found  by 
measuring  noise  levels  in  each  of  the  several 
‘‘bands’’  of  frequencies.  These  bands  are  selected 
from  the  overall  noise  by  means  of  filters.  Over- 
all sound  levels  of  steady  noises  can  be  measured 
with  a sound  level  meter.  A series  of  electronic 
filters  can  selectively  measure  each  of  several  oc- 
tave bands  in  the  noise.  Both  the  overall  level  and 
the  octave  band  levels  must  be  measured  when- 
ever noise  exposure  evaluation  of  steady  noise  is 
to  be  made. 

The  sound  level  meter  and  octave  band  analyzer 
do  not  measure  impulsive  noise  levels  accurately. 
If  a noise  exposure  includes  impulsive  noises, 
qualified  acoustical  engineers  should  make  the 
noise  measurements  with  specialized  equipment. 
Xoise  level  measurements  should  always  be  made 
at  the  appro.ximate  position  of  the  employee’s  most 
exposed  ear.  Repeated  measurements  should  be 
made  during  a single  day  to  take  account  of  the 
variations  and  noise  level  produced  by  changes  in 
schedules  or  procedures.  The  measurement  of 
noise  exposure  requires  both  skill  and  experience. 
It  should  be  undertaken  only  by  personnel  with 
training  and  e.xperience  in  making  physical  meas- 
urements with  electronic  equipment. 

The  aim  of  hearing  conservation  is  to  prevent 
loss  of  hearing  for  all  persons  exposed  to  noise, 
but  unfortunately  complete  protection  cannot  al- 
ways be  realized.  Particular  effort  should  be  made 
to  protect  hearing  at  frequencies  most  important 
to  communication  by  speech  (500-2000  cycles  per 
second).  Also  some  people  may  be  highly  suscep- 
tible to  noise  induced  hearing  loss.  As  yet  there 
is  no  predictive  test  that  will  enable  us  to  identify 
persons  with  highly  susceptible  ears.  The  pro- 
tective measures  that  prevent  loss  of  hearing  in 
ears  that  are  normally  susceptible  may  not  be 
effective  for  highR  susceptible  ears. 

Xoise  induced  hearing  loss  depends  upon  the 
noise  levels  and  the  exposure  time.  Early  noise 
induced  hearing  losses  are  usually  confined  to  the 
frequencies  around  4000  cycles  per  second.  As  the 
exposure  lengthens,  the  losses  spread  to  lower  fre- 


quencies the  audability  of  which  is  more  directly 
involved  in  the  understanding  of  speech.  The 
guide-lines  for  establishing  standards  for  prevent- 
ing significant  noise  induced  hearing  loss  in  the 
majority  of  exposed  persons  are  as  follows: 

1 ) When  the  noise  exposure  is  continuous  dur- 
ing the  working  day  (5  or  more  hours)  the  aver- 
age of  the  sound  levels  in  the  500  to  2000  cycle 
range  should  not  exceeds  85  decibels.  If  this  av- 
erage exceeds  85  decibels,  hearing  conservation 
measures  should  be  initiated.  If  the  average  sound 
level  is  100  decibels,  less  than  25  minutes  per  day 
should  be  allowed  for  exposure.  If  the  average 
sound  level  is  120  decibels,  less  than  5 minutes 
per  day  should  be  allowed  for  exposure.  If  the  ex- 
posure to  broad  band  noise  is  intermittent  during 
the  work  day,  the  average  allowable  time  can  be 
increased  somewhat. 

CONTROL  OF  NOISE  EXPOSURE 

The  environmental  control  of  noise  exposure  re- 
quires highly  technical  skills  and  should  be  under- 
taken only  with  the  help  of  acoustical  consultants. 
X'oise  exposure  may  be  controlled  by  one  or  more 
of  the  following  methods:  (1)  reduction  in  amount 
of  noise  produced  by  the  source.  This  reduction  in 
the  amount  of  noise  may  be  accomplished  by  care- 
ful acoustical  design  of  new  machines,  modification 
of  present  machines,  proper  maintenance  of  equip- 
ment, mufflers,  and  changes  in  operational  meth- 
ods. The  reduction  in  the  amount  of  noise  trans- 
mitted through  air  or  building  structures  may  low- 
er the  overall  noise  level  to  which  the  worker  is 
exposed.  This  can  be  accomplished  by  increasing 
the  distance  between  the  work  area  and  the  source 
of  noise,  construction  of  barriers,  sound  treating, 
and  placing  equipment  on  vibration  mounts.  TMien 
necessan.',  revising  operational  procedures  may  re- 
duce noise  exposure.  This  may  be  accomplished  by 
changing  job  schedules,  rotating  personnel,  and 
constructing  observation  booths. 

The  us-e  of  ear  protectors  such  as  ear  plugs  or 
ear  muffs  in  effect  reduces  the  noise  level  at  the 
middle  and  inner  ear.  This  individual  ear  protec- 
tion is  particularly  important  when  noise  exposures 
cannot  be  controlled  adequately  by  environmental 
changes.  Ear  plugs  are  designed  to  occlude  the  ear 
canal.  They  usually  are  made  of  rubber  or  plastic. 
Contrary  to  popular  opinion,  diw'  cotton  affords 
little  or  no  protection.  Ear  muffs  are  designed  to 
cover  the  external  ear  at  frequencies  above  1000 
cycles  per  second.  ]\Iuffs  provide  about  the  same 
protection  as  plugs,  but  at  frequencies  below  1000 
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cycles  per  second  muffs  provide  more  protection 
than  plugs.  An  employee’s  ears  should  be  examined 
and  his  hearing  tested  at  the  time  he  is  fitted  with 
these  ear  protectors.  As  with  other  kinds  of  per- 
sonal protection  such  as  hard  hats,  safety  glasses, 
and  safety  shoes,  it  may  be  difficult  to  convince 
employees  that  they  should  wear  ear  protectors. 
An  employee  must  be  impressed  with  the  impor- 
tance of  ear  protection  and  the  benefits  to  be 
gained  from  its  continued  consistent  use.  ^Most  of 
the  available  ear  protectors,  when  correctly  fitted, 
provide  about  the  same  amount  of  protection.  The 
best  ear  protector,  therefore,  is  the  one  that  is 
accepted  by  the  employee  and  worn  properly. 
Properly  fitted  protectors  can  be  worn  continu- 
ously by  most  persons  and  will  provide  adequate 
protection  against  most  industrial  noise  exposure. 
The  most  effective  way  of  evaluating  the  efficacy 
of  an  ear  protection  program  is  through  follow-up 
hearing  tests. 

THE  HEARING  MEASUREMENT  PROGRAM 

The  measurement  of  hearing  ability  is  the  most 
important  part  of  the  hearing  conservation  pro- 
gram. Both  pre-employment  and  periodic  follow-up 
tests  of  hearing  should  be  part  of  the  program 
routine.  The  primary  purpose  of  the  pre-employ- 
ment test  is  to  establish  an  auditory  baseline. 
Follow-up  tests  are  made  to  provide  a record  of 
subsequent  changes  in  hearing  due  to  accident, 
disease,  age,  and  noise  exposure.  If  a pre-employ- 
ment audiogram  shows  an  average  hearing  loss  of 
more  than  15  decibels  in  the  speech  frequencies, 
the  employees  should  be  referred  to  a physician 
for  otological  examination  and  placement  evalua- 
tion. Such  referral  is  also  recommended  for  em- 
ployees whose  audiograms  shown  any  unusual  ir- 
regularity, particularly  an  abrupt  loss  beginning 
at  2000  cycles  per  second.  iNIost  early  noise  in- 
duced changes  in  hearing  ability  occur  in  the  re- 
gion around  4000  cycles  per  second.  Because  these 
early  losses  do  not  affect  communication  by  speech, 
they  go  unnoticed  unless  they  are  detected  by  the 
follow-up  hearing  test.  The  first  follow-up  test 
should  be  made  approximately  9 to  12  months 
after  job  placement.  Earlier  tests  should  be  made 
if  there  are  any  complaints  of  ringing  of  the  ears, 
temporary  hearing  loss,  or  excessively  prolonged 
recovery  from  temporary  threshold  shifts.  All  fol- 
low-up tests  should  be  made  at  least  16  hours  after 
the  last  exposure  to  noise.  If  changes  are  found  in 
an  individual’s  hearing,  a determination  of  the 
causes  of  these  changes  should  be  attempted  only 


by  a qualified  physician.  The  physician  can  de- 
termine in  the  vast  majority  of  cases  whether  a 
change  in  an  audiogram  is  a consequence  of  dis- 
eases, noise  exposure,  or  artifact.  When  it  has  been 
established  that  a decrease  in  sensitivity  or  hear- 
ing has  resulted  from  noise  exposure  there  are 
three  main  courses  of  action:  (1)  use  of  ear  plugs 
or  muffs,  (2)  control  of  the  time  the  employee 
spends  in  the  noise  environment,  (3)  or  reassign- 
ment to  a job  involving  less  noise  exposure. 

REFERENCES 

Requests  for  references  may  be  directed  to  the 
author. 

130  Waterman  Street 

Providence,  R.l.  02906 

t 

DERMAQUIZ  ANSWER 
(See  Page  136) 

The  4 nodules  below  are  benign  common  moles, 
epithelioma. 

The  lesion  below  the  eye  is  a pigmented  basal  cell 


Desiyners  £ Suppliers  of  Offices 

150  Dorrance  Street  • Providence  3,  R.  I.  • GAspee  1-5228 


March  1970 


149 


Evaluation  of  Visual  Perceptual  Training  for 
Reading  Disabilities 


Author  Is  Skeptical  Of  Role  When  True 
Causes  Have  Siot  Been  Identified 


By  Herman  B.  Marks,  M.D. 


Recently,  the  report  of  a Medical  Consultant  of 
a Head  Start  Program  in  Region  II  contained  a 
description  of  the  participation  of  an  optometrist, 
who  presumably  was  provided  with  funds  to  give 
several  Head  Start  teachers  a training  course  in 
visual  perceptual  exercises. 

From  time  to  time,  descriptions  of  such  opto- 
metric  involvement  in  Head  Start  programs  appear 
in  consultants'  reports.  The  question  has  arisen 
before  (and  it  will  arise  again)  — how  valid 
and  reliable  is  visual  perceptual  training  for  pre- 
school and  grade  school  children?  Does  it  do  any 
good?  .Are  there  any  valid  control  studies  to  prove 
or  to  disprove  its  efficacy? 

The  optometrists  believe  that  visual  perceptual 
exercises  are  worthwhile  and  prevent  of  improve 
reading  disabilities.  Opthalmologists  think  they  are 
worthless.  W’e  pediatricians  really  don't  know  what 
to  think.  The  literature  on  dyslexia  or  specific 
reading  disability  is  of  course  voluminous.  Howe- 

HERM.AX  B.  M.ARKS,  M.D.  The  author  is  Re- 
gional Co-ordinator  for  Medical  Consultation  Serv- 
ice for  Project  Headstart  administered  by  the 
American  Academy  of  Pediatrics. 

This  review  was  originally  prepared  at  the  re- 
quest of  the  .Administrative  Director  for  the  .Amer- 
ican .Academy  of  Pediatrics  of  Project  Head  Start, 
as  a guide  to  medical  consultants. 


ever,  there  are  very  few  studies  in  the  medical 
literature  on  the  value  of  visual  perceptual  training. 

READING  IS  A COMPLEX  PROCESS 

Reading  is  a complex  process  that  requires  the 
integration  of  a number  of  abilities,  of  which  vis- 
ual perception  is  only  one.^  It  requires  auditory 
perceptual  skills,  as  well  as  visual  perceptual  abili- 
ties. It  calls  for  communicative  abilities  (lan- 
guage), cognitive  functions  (thinking),  and  a num- 
ber of  motoric  and  sensory  skills.  It  depends  on 
the  development  of  laterality  and  sequencing.  In 
order  to  be  able  to  read  a child  must  acquire  the 
ability  to  perceive  \isually  a variety  of  symbols 
which  are  arranged  in  a spatial  sequence,  decode 
them  (cognition),  and  at  the  same  time  recall  their 
association  with  another  series  of  auditory  per- 
ceptions which  are  arranged  in  a temporal  se- 
quence. This  process  calls  for  attending,  discrimi- 
nating, recalling,  and  integrating  a variety  of  vis- 
ual and  auditory  clues.  It  is  therefore  quite  ap- 
parent that  visual  perception  is  only  one  of  the 
modalities  through  which  children  learn  to  read. 

There  is  certainly  plenty  of  evidence  which  sug- 
gests that  good  readers  operate  on  a higher  devel- 
opmental level  perceptually,  and  that  impaired 
perceptual  factors  are  involved  in  reading  retar- 
dation.- What  is  also  significant  is  that  poor  read- 
ers are  handicapped  b\'  poor  language  development 
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and  that  a program  designed  to  improve  language 
skills  is  as  logical  a rationale  as  perceptual  train- 
ing. There  are  studies  which  suggest  that  with 
children  who  present  severe  reading  handicaps  spe- 
cial training  in  visual  and  auditory  perception  in 
the  classroom  setting  by  trained  teachers  will  im- 
prove reading  skills.®*’ 

What  has  not  been  satisfactorily  demonstrated 
in  any  study  that  I have  seen  is  that  improvement 
in  perceptual  skills  by  exclusively  optometric 
training  methods  is  automatically  translated  into 
increased  reading  efficiency.  One  of  the  most  sig- 
nificant, carefully  controlled  studies  would  indi- 
cate that  in  normal  children  time  spent  in  per- 
ceptual training  is  less  worthwhile  than  an  equal 
amount  of  time  spent  in  reading  instruction.® 

MEANING  OF  PERCEPTUAL  MOTOR  TRAINING 
One  of  the  variables  in  this  whole  program  is 
exactly  what  is  meant  by  perceptual  motor  train- 
ing. To  the  optometrists  and  the  Optometric  Ex- 
tension Program,  perceptual  training  means  one 
thing.  In  other  reported  studies,  it  involved  a pro- 
gram of  rhythmic  and  sensory  motor  activity®  or 
an  organized  program  of  block  building.^ 

Elkind  and  his  associates  have  taken  some  of 
the  concepts  of  Piaget  that  relate  to  visual  percep- 
tion, devised  tests  to  measure  the  development  of 
the  different  types  of  perceptual  activities  de- 
scribed by  Piaget,  and  subsequently  developed 
lesson  plans  to  teach  children.  On  the  basis  of  a 
controlled  study  it  was  concluded  that  children 
taught  according  to  the  Piagetian  concepts 
achieved  better  performance  than  children  taught 
in  conventional  fashion.  “'Practice  in  visual  explo- 
ration, schematization,  reorganization,  transport, 
and  anticipation  clearly  improved  the  perfor- 
' mance  of  the  experimental  group  on  the  recognition 
, of  words  and  word  forms  to  a significantly  greater 
1 extent  than  was  true  for  the  control  subjects.® 

I These  terms  are  all  derived  from  Piaget,  who  is, 
at  least  for  me,  e.xceedingly  difficult  to  understand. 

; What  they  point  up,  however,  is  the  fact  that 
ii  perceptual  development  and  perceptual  training 
are  complex  processes  which  cannot  be  resolved 
by  .simplistic  theories  or  mechanistic  approaches. 

NATURE  OF  LEARNING 
The  most  complete,  and  in  my  opinion  the  most 
I unbiased  review  of  visual  perception,  motor  skills, 
1 and  related  educational  skills  is  contained  in  a 
p paper  by  Doctor  Richard  Masland,  formerly  Di- 
P rector  of  the  National  Institute  of  Neurological 


Diseases  and  Blindness,  and  presently  Chief  of 
the  Department  of  Neurology,  College  of  Physi- 
cians and  Surgeons,  Columbia  University.  The  fol- 
lowing is  an  e.xcerpt  from  Masland’s  review: 

‘Tn  general,  learning  is  very  specific.  The  more 
closely  related  to  the  ultimate  task  is  the  learning 
experience,  the  more  directly  beneficial  will  be  the 
results. 

“Thus,  although  there  is  no  doubt  that  adequate 
physical  training  programs  will  improve  physical 
fitness  and  even  motor  skills,  it  has  not  been 
proven  that  such  training  in  the  normal  individual 
will  enhance  learning  capabilities  in  the  classroom. 

‘“The  evidence  that  perceptual  motor  training 
for  the  normal  individual  will  enhance  such  spe- 
cific learning  as  reading  and  writing  is  also  equiv- 
ocal. ...  It  is  clear  that  there  is  no  panacea  for 
learning  disabilities.  It  is  equally  clear  that  the 
ultimate  answer  lies  in  the  development  of  educa- 
tional methods  based  on  careful  appraisal  of  the 
child’s  strengths  and  weaknesses.  The  essential 
need  is  to  provide  for  each  child  an  educational 
experience  geared  to  his  particular  levels  of  com- 
petence and  to  extend  this  as  quickly  as  possible 
to  the  specific  tasks  contained  within  the  educa- 
tional curriculum.’’ 

CONCLUSIONS 

In  summary,  one  can  say  that  development  in 
childhood  — physical,  sensory-motor,  and  percep- 
tual — proceeds  at  different  rates  in  different  chil- 
dren and  that  all  children  are  not  ready  to  learn 
to  read  in  the  same  way  at  the  same  time.  It 
should  not  be  assumed  that,  because  a child  of 
normal  intelligence  reaches  the  age  of  seven,  he 
has  acquired  all  the  perceptual  skills,  the  cognitive 
abilities,  and  the  maturational  capacities  to  learn 
to  read  exactly  as  does  every  other  child.  There 
are  children  who  learn  visually,  others  auditorily, 
and  still  others  by  kinaesthetic  and  tactile  clues. 
Most  children  learn  by  combining  all  of  these  skills. 

Children  may  show  peceptual  lags  for  a variety 
of  reasons.  Many  understanding  and  sensitive 
teachers  are  aware  of  and  relate  their  approach 
to  the  special  needs  of  the  “Slow  Bloomer.”  vSome 
very  normal  children  have  maturational  delays  in 
speech,  sphincter  control,  and  also  perceptual  de- 
velopment. The  “disadvantaged  child”  who  has  a 
minimum  of  sensory  stimulation  in  the  first  three 
years  of  life,  the  child  who  has  been  infantilized 
by  neurotic  parents,  and  the  child  who  may  present 
symptoms  of  minimal  cerebral  dysfunction  are  all 
(Continued  on  Page  162) 
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Complications  Of  Chronic  Mastoiditis 


Complications  of  Mastoiditis  Still  Occur 
Despite  Use  of  Siilfonadies  and  Anti- 
hitoics 


By  Andrew  W.  ^Miglets,  Jr.,  ^I.D. 
James  W.  Harrington,  M.D. 


Contrary  to  popular  medical  belief,  infection  of 
the  mastoid  air  cells  is  still  a common  problem. 
Although  the  widespread  use  of  antibiotics  has  re- 
duced the  complications  of  acute  otitis  media,  in- 
cluding mastoiditis,  to  a clinical  rarity,  chronic 
infection  in  the  mastoid  is  still  frequently  seen. 
This  is  because  the  pathogenesis  of  chronic  mas- 
toiditis is  usually  due  to  cholesteatoma,  (a  sac  of 
keratinizing  squamous  epithelium,  which  invades 
the  mastoid)  or  to  the  formation  of  thick  granu- 
lation tissue  within  the  mastoid.  These  conditions 
do  not  respond  to  antibiotic  therapy,  thus  the 
great  majority  of  patients  with  chronic  suppura- 
tive ear  disease  require  mastoidectomy  to  eradicate 
the  infection. 
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is  an  Assistant  Professor  of  Otolaryngology,  The 
Ohio  State  University  College  of  Medicine,  and 
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Reprinted  with  the  permission  of  the  Ohio  State 
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rangement with  the  State  Medical  Journal  Group. 


The  relativel}’  recent  use  of  the  operating  mi- 
croscope for  mastoid  surgert^  has  allowed  technics 
to  be  developed  in  which  reconstruction  of  the 
osicular  chain  and  tympanic  membrane  (tympan- 
oplasty) can  be  combined  with  removal  of  the  in- 
fected tissue.  This  assures  a dry  ear  as  well  as 
hearing  improvement  in  a significant  number  of 
patients.  Antibiotics,  of  course,  are  an  effective 
adjunct  to  otologic  surgical  therapy. 

The  relative  frequency  of  chronic  mastoid  in- 
fection is  illustrated  by  the  fact  that  during  a three 
year  period  (July  1965  to  July  1968),  367  mas- 
toidectomies were  performed  at  The  Ohio  State 
E'niversity  Hospital  and  Children’s  Hospital  in 
Columbus.  Practically  all  of  these  w^ere  done  for 
chronic  mastoiditis.  The  purpose  of  this  paper  is 
to  review-  these  367  patients  as  to  the  pathogenesis 
of  their  mastoiditis  and  to  discuss  the  otogenic 
complications  that  occurred.  The  signs  and  symp- 
toms of  chronic  mastoiditis  will  be  discussed  along 
with  several  warning  signs  that  may  occur  before 
actual  complications  develop.  A short  case  sum- 
mary illustrating  each  type  of  intracranial  com- 
plication will  be  presented. 

COMPLICATIONS:  THE  PATHOGENESIS 

The  potentially  dangerous  nature  of  chronic  sup- 
purative ear  disease  is  illustrated  by  the  fact  that 
10  of  the  367  patients  with  chronic  mastoiditis,  at 
the  time  of  their  admission,  already  had  extension 
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of  infection  from  the  mastoid  air  cells  into  the 
cranial  cavity  or  labyrinth.  Although  cholesteato- 
ma was  the  etiologic  agent  in  only  slightly  over 
half  (190)  of  the  involved  ears,  it  was  present  in 
all  of  the  patients  with  complications.  All  of  the 
patients  but  one  with  intracranial  complications 
were  under  the  age  of  30  years.  Proteus  species  was 
the  commonest  microorganism  cultured  from  the 
ears  of  patients  with  intracranial  complications 
(Table  1). 

Because  of  its  great  tendency  to  erode  the  sur- 
rounding bone,  it  is  not  surprising  that  cholestea- 
toma was  frequently  associated  with  the  spread  of 
infection  to  the  cranial  cavity.  Other  studies,^  how- 
ever, have  shown  that  the  chronic  mastoid  infec- 
tion associated  with  granulation  tissue  may  also 
destroy  bone,  and,  although  not  as  frequently  as 
cholesteatoma,  still  may  produce  intracranial  com- 
plications. The  relatively  young  age  group  in  which 
these  complications  occurred  agrees  with  the 
studies  by  Proctor^  and  Pennebaker,®  who  found 
the  highest  incidence  of  otogenic  intracranial  com- 
plications among  the  10  to  20  year  olds,  although 
no  age  group  was  exempt. 


TABLE  1 

Complications  and  Bacterial  Findings 
(Chronic  Mastoiditis  with  Cholesteatoma) 


Patient  Age  Complications 

Organism 

1. 

8 

Otitic  hydrocephalus 
epidural  abscess 

Proteus  species 

2. 

16 

Meningitis,  thrombosis 
sigmoid  sinus,  cerebellar 
abscess 

Proteus  species 

3. 

50 

Labyrinthitis 

No  growth 

4. 

*27 

Meningitis,  epidural  abscess 
cerebellar  abscess 

Proteus  m. 

5. 

8 

Meningitis,  temporal  lobe 
abscess 

Proteus  species 

6. 

18 

Epidural  abscess 

Klebsiella  p. 

7. 

18 

^Meningitis,  temporal  lobe 
abscess 

Bacteroides 

8. 

24 

Meningitis,  epidural  abscess 
temporal  lobe  abscess 

Proteus  m. 

9. 

27 

Subperiosteal  abscess 

Oram  neg.  rod 
(no  spec, 
organism) 

10. 

75 

Labyrinthitis,  petrositis 
meningitis 

Achromobacter 

♦mortality 


Important  structures  such  as  the  dura  of  the 
posterior  and  middle  cranial  fossa,  the  sigmoid 
venous  sinus  of  the  brain,  facial  nerve,  and  inner 
ear  are  separated  in  some  areas  by  only  millimeters 
of  bone  from  chronic  infection  in  the  mastoid  air 
cells.  When  this  bony  barrier  breaks  down,  intra- 
cranial complications  such  as  meningitis,  epidural 
abscess,  brain  abscess,  septic  thrombosis  of  the 
sigmoid  sinus,  or  otitic  hydrocephalus  may  occur. 
Other  serious  complications  develop  w'hen  infection 
in  the  mastoid  spreads  to  vital  structures  within 
the  temporal  bone.  These  complications  include 
facial  nerve  paralysis,  petrositis,  and  labyrinthitis 
( Fig.  1 ) . Hematogenous  spread  of  infection  to  the 
brain  also  occurs  but  is  less  frequent  than  direct 
extension. 

Multiple  complications  are  not  uncommon  (Ta- 
ble 2).  The  10  patients  in  this  series  had  a total 
of  20  complications,  most  of  them  intracranial. 
Although  the  mortality  raJte  was  low  (one  patient 
died  with  an  epidural  abscess,  cerebellar  abscess, 
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PATHOGENESIS  OF  COMPLICATIONS 
{Hortzonlol  Section) 


Fig.  1.  Cholesteatoma  (CH)  may  erode  the  bony 
walls  of  the  mastoid  in  several  locations,  producing 
various  complications.  (I)  Subperiosteal  abscess,  (2) 
Perisinus  abscess  which  may  lead  to  septic  throm- 
bosis of  the  lateral  venous  sinus,  and  juguleu*  vein. 
(3)  Epidural  absecess  which  may  break  through  the 
dura  producing  subdural  abscess  or  meningitis,  (4) 
Labyrinthitis  results  when  the  horizontal  semicircular 
canal  is  eroded,  (5)  Brain  abscess  may  occur  in  the 
cerebellum  when  the  posterior  wail  breaks  down,  or 
in  the  temporal  lobe  when  the  infection  extends 
through  the  roof  of  the  mastoid. 

(Continued  on  next  page) 
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TABLE  2 

Complications  in  Patients  with  Chronic  Mastoiditis 

Patients  requiring  mastoidectomy 


(July  1965-1968)  367 

For  Cholesteatoma  190 

For  granulation  mastoiditis  177 

Patients  with  complications  10  (3.7%) 

(all  with  cholesteatoma) 

Total  Complications  20 

Meningitis  6 

Epidural  Abscess  4 

Temporal  Lobe  Abscess  2 

Cerebellar  Abscess  2 

Otitic  Hydrocephalus  1 

Lateral  Sinus  Thrombosi  1 

Subperiosteal  Abscess  1 

Labyrinthitis  2 

Petrositis  1 

Deaths  1 


and  meningitis),  the  morbidity  was  high.  Long 
convalescence  was  the  rule,  with  residual  neuro- 
logic defects  in  four  patients. 

SIGNS  AND  SYMPTOMS 
Physicians  and  patients  alike  may  be  lulled  into 
a false  sense  of  security  by  the  insidious  nature  of 
chronic  mastoiditis.  A long  history  of  chronic  drain- 
age from  the  ear  associated  with  a hearing  loss 
usually  are  the  only  symptoms.  Physical  exami- 
nation will  show'  a defect  in  the  tympanic  mem- 
brane, w'hich  may  vary  considerably  in  size  and 
location.  The  perforation  most  frequently  seen  in 
patients  who  have  a cholesteatoma  is  in  the  pos- 
terior superior  quadrant  extending  to  tihe  margin 
or  edge  of  the  drumhead.  Through  this  marginal 
perforation,  squamous  epithelium  of  the  ear  canal 
grows  into  the  m'astoid  and  middle  ear  to  form  a 
cholesteatoma.  The  size  of  the  defect  in  this  area 
does  not  necessarily  reflect  the  amount  of  middle 
ear  and  mastoid  disease  present  behind  it.  Small 
perforations  here  may  be  associated  wth  a large 
cholesteatoma  invading  the  mastoid.  Small  per- 
forations, if  not  actively  draining,  may  be  covered 
w’ith  a crust  and  are  easily  overlooked  unless  the 
drumhead  is  meticulously  cleansed  and  its  entire 
circumference  inspected.  Although  large  central 
perforations  are  usually  associated  with  the  granu- 
lation tissue  t\'pe  of  chronic  mastoiditis,  or  with 
malfunction  of  the  eustachian  tube,  cholesteatoma 
may  occasionally  be  seen  with  this  type.^  The  mid- 
dle ear  mucosa  frequently  can  be  observed  through 
large  perforations  and  may  be  thickened,  red,  or 
replaced  by  granulation  tissue.  When  a cholestea- 
toma is  present,  its  white  matrix  can  often  be  seen 


after  the  epithelial  debris  is  suctioned  from  the 
ear.  The  tenderness  to  palpation  over  the  mastoid, 
common  in  acute  mastoiditis,  is  'not  present  in  un- 
complicated chronic  mastoiditis. 

The  discharge  from  chronic  mastoiditis  may  be 
of  tw'o  tj’pes.  When  associated  w-ith  eustachian  tube 
dysfunction  (usually  seen  w'ith  central  or  anterior 
tympanic  membrane  perforations),  it  is  largely 
mucoid  in  nature.  Drainage  through  this  type  of 
perforation  may  be  intermittent,  frequently  in- 
creasing w'hen  the  patient  dev'elops  an  upper  res- 
piratory infection  or  gets  w'ater  in  his  ear.  The 
second  type  of  drainage  is  seen  with  patients  with 
cholesteatoma.  It  is  thick,  scanty,  and  e.xtremely 
foul.  The  bacterial  flora  present  in  chronic  mas- 
toiditis v\ill  show  a shift  tow'ard  the  gram  negative 
spectrum  (as  opposed  to  the  predominantly  gram 
positive  organisms  seen  in  acute  infections).  Pro- 
teus, Pseudomonas,  and  Escherichia  Coli  are  com- 
monly cultured  from  chronic  draining  ears.^ 

The  majority  of  patients  with  chronic  mastoid- 
itis manifest  some  degree  of  a conductive,  or  mid- 
dle ear,  type  hearing  loss.  This  may  be  due  to 
fixation  of  the  ossicular  chain  by  granulation  tis- 
sue, edematous  mucosa,  or  a hyaline-like  deposit 
called  tympanosclerosis.  Erosion  of  the  ossicles  by 
the  disease  may  also  occur.  The  most  common  de- 
fect is  destruction  of  the  joint  between  the  incus 
and  stapes,  although  loss  of  the  entire  ossicular 
chain  is  not  rare. 

WARNING  SIGNS 

Chronic  infection  of  the  mastoid  may  be  present 
for  many  years  before  complications  develop. 
These  may  be  heralded  with  several  warning  signs, 
or  may  present  suddently  with  the  picture  of  a 
full-blown  intracranial  infection.  Warning  signs 
include  vertigo,  pain  in  the  ear,  and  facial  w'eak- 
ness. 

VERTIGO 

Patients  with  chronic  aural  discharge  who  com- 
plain of  vertigo  should  be  suspected  of  having  a 
fistula  into  the  inner  ear  or  labyrinth.  The  bony 
covering  of  the  horizontal  semicircular  canal  pro- 
jects into  the  mastoid  antrum  just  at  the  spot  where 
cholesteatoma  forms  most  abundantly.  When  the 
cholesteatoma  becomes  adherent  to  a semicircular 
canal,  the  bone  of  the  canal  is  slowly  eroded.  The 
mechanism  of  bone  destruction  by  cholesteatoma 
is  not  fully  understood  but  may  be  due  to  a pres- 
sure phenomenon  or  to  enzymatic  activity  of  the 
fibroblasts  within  the  cholesteatoma  matrix.®’® 
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When  this  bone  is  destroyed,  and  the  endosteum 
of  the  inner  ear  exposed,  a conditio<n  known  as 
perilabyrinthitis  ensues.  Next,  serous  labyrinthitis 
or  inflammation  of  the  inner  ear  develops  which 
may  cause  the  patient  to  complain  of  vertigo.  The 
patient  then  may  exhibit  spontaneous  nystagmus, 
a neurosensory-type  hearing  loss  and  decrease  in 
the  caloric  response.  If  the  infected  cholesteatoma 
is  not  surgically  removed  immediately,  a bacterial 
labyrinthitis  ensues  with  the  sequelae  of  total  deaf- 
ness. Intracranial  extension  from  the  labyrinth 
also  may  occur  through  several  preformed  path- 
ways (vestibular  and  cochlear  aqueducts  and  along 
the  course  of  the  cochlear  and  vestibular  nerves). 

The  most  important  method  of  evaluating  pa- 
tients with  chronic  suppurative  ear  disease  that 
develop  vertigo  is  the  “fistula  test.”  This  consists 
of  sealing  off  the  external  ear  canal  with  a Siegle 
otoscope  and  using  the  bulb  attachment  to  change 
the  pressure  within  the  ear  canal.  In  patients  with 
a labyrinthine  fistula,  the  fluctuation  in  pressure 
is  transmitted  from  the  external  canal  through  the 
cholesteatoma  to  the  fluid  in  the  horizontal  semi- 
circular canal.  This  causes  a flow  of  endolymph 
with  stimulation  of  the  inner  ear  causing  the  sub- 
jective sensation  of  vertigo  and  the  production  of 
nystagmus.  When  these  signs  are  present,  it  is 
said  the  “fistula  test”  is  positive.  Spontaneous 
vertigo  coupled  with  a positive  “fistula  test”  is  an 
indication  for  immediate  mastoidectomy  to  prevent 
bacterial  labyrinthitis  from  occurring. 

PAIN 

The  onset  of  pain  in  a chronically  draining  ear 
is  perhaps  the  most  ominous  warning  sign  of  an 
impending  complication.  Patients  with  chronic  sup- 
purative ear  disease,  as  opposed  to  those  with 
acute  otitis  media,  rarely  complain  of  pain  unless 
cholesteatoma  or  granulation  tissue  has  eroded  the 
thin  bone  over  the  dura  of  the  posterior  or  middle 
cranial  fossa  or  the  sigmoid  sinus,  producing  an 
epidural  or  perisinus  abscess.  This  dural  irritation, 
usually  associated  with  pus  under  pressure,  pro- 
duces the  pain.  Pain  or  headache  may  also  be  due 
to  brain  abscess,  and  this  must  be  ruled  out  by 
neurologic  evaluation  including  brain  scan,  electro- 
encephalogram, or  arteriography.  Proctor,^  in  his 
study,  found  pain  to  be  the  initial  symptom  in  all 
patients  with  otogenic  brain  abscesses.  Immediate 
surgical  intervention  is  mandatory  to  prevent  in- 
tracranial extension  of  the  infection  either  through 
erosion  of  the  dura  or  by  retrograde  thrombophle- 
bitis of  the  communicating  veins. 


FACIAL  WEAKNESS 

Facial  weakness  in  patients  with  chronic  mas- 
toiditis indicates  erosion  of  the  bony  covering  of 
the  facial  nerve  within  the  mastoid  or  middle  ear. 
Surgical  intervention  is  indicated  to  remove  the 
source  of  infection  and  prevent  progression  of  the 
paralysis.  If  the  paralysis  is  complete,  electrical 
stimulation  of  the  nerve  (nerve  excitability  and 
conduction  velocity  testing)  is  helpful  in  deter- 
mining if  the  Ices  of  function  is  due  to  a reversible 
physiologic  block  or  if  actual  degeneration  of  the 
nerve  fibers  has  occurred.  If  the  former  is  present, 
simple  removal  of  the  cholesteatoma  from  the 
nerve  should  suffice.  When  neural  degeneration  has 
occurred,  removal  of  the  cholesteatoma  and  decom- 
pression of  the  nerve  throughout  its  entire  tem- 
poral course  is  indicated.  While  Cholesteatoma 
frequently  erodes  the  bone  of  the  facial  canal  and 
exposes  the  facial  nerve,  fortunately,  actual  facial 
weakness  occurs  only  in  a small  number  of  patients. 

CASE  REPORTS 

The  following  case  reports  illustrate  the  intra- 
cranial and  labyrinthine  complications  that  may 
occur  with  chronic  mastoiditis.  Note  that  in  sev- 
eral cases,  there  were  warning  signs  while  other 
presented  with  the  picture  of  a full-blown  intra- 
cranial infection. 

EPIDURAL  ABSCESS  AND  OTITIC 
HYDROCEPHALUS 

Case  No.  1.  This  8 year  old  boy  was  admitted 
to  the  Children’s  Hospital  with  a two  week  history 
of  headaches  and  vomiting.  His  right  ear  had  been 
draining  for  three  years.  Stiff  neck,  fever,  and 
blurred  vision  were  noted  three  days  prior  to  ad- 
mission. A lumbar  puncture  at  this  time  was  nor- 
mal. The  boy  was  irritable,  febrile  (99.2P’),  and 
had  a perforated  right  tympanic  membrane  with 
foul  discharge.  He  was  noted  to  have  loss  of  lateral 
gaze  in  both  eyes  (weakness  of  cranial  nerve  VI). 
Lumbar  puncture  showed  an  increased  pressure 
but  normal  cell  count  and  protein.  The  white  blood 
cell  count  was  elevated  (14,700  per  cu.  mm.). 
Roentgenograms  demonstrated  a large  lytic  defect 
in  the  region  of  the  mastoid  which  had  the  typical 
appearance  of  cholesteatoma  ( Fig.  2 ) . Brain  scan 
revealed  increased  uptake  ov^er  the  right  mastoid. 
Cultures  of  the  discharge  were  obtained,  treatment 
with  antibiotics  was  started,  and  a mastoidectomy 
was  performed.  A large  cholesteatoma  was  found, 
vVhich  had  exposed  the  sigmoid  venous  sinus  and 
had  formed  a perisinus  abscess. 

(Continued  on  next  page) 
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His  postoperative  course  was  uneventful  except 
for  the  bilateral  papilledema  and  sixth  nerve  palsy. 
Three  weeks  after  surgery,  repeated  lumbar  punc- 
ture demonstrated  the  pressure  still  to  be  elevated 
with  normal  protein  and  cell  count.  A ventriculo- 
gram was  attempted;  however,  no  air  entered  the 
ventricle,  suggesting  a small  ventricle  secondary- 
to  increased  intracranial  pressure.  These  findings 
supported  the  diagnosis  of  otitic  hydrocephalus. 
After  one  month  the  papilledema  and  sixth  nerve 
palsy  improved,  and  the  patient  was  discharged. 

COMMENT  ON  CASE  No.  1 
Otitic  hydrocephalus  or  otogenic  intracranial  hy- 
pertension is  thought  to  originate  from  a blockage 
of  the  superior  longitudinal  sinus  secondary'  to 
lateral  sinus  involvement.  This  obstruction  of  the 
venous  outflow  interferes  wth  the  arachnoid  gran- 
ulations decreasing  cerebrospinal  fluid  absorption 
and  creating  an  increase  in  the  intracranial  pres- 
sure. The  symptoms  and  signs  are  related  to  this 
increase  in  pressure.  Characteristically,  there  is  no 
evidence  of  intracranial  sepsis  or  localizing  signs. 
This  case  demonstrates  the  class’C  findings  of 
headache,  nausea,  vomiting,  papilledema,  and  bi- 
lateral sixth  nerve  palsy.  The  high  spinal  fluid 
pressure,  with  a normal  cell  count  and  protein, 
and  lack  of  localizing  signs,  support  the  diagnosis. 
The  abnormal  brain  scan  was  due  to  the  epidural 
(perisinus)  abscess  that  was  present. 

Host  patients  improve  spontaneously  as  recaniliza- 
tion  and  collateral  flow  develop;  however,  occa- 
sionally the  papilledema  may  remain  for  over  a 
year,  and  optic  atrophy  has  been  reported. 


Fig.  2.  Radiographic  studies  revealed  a lytic  defect 
in  the  mastoid  due  to  a cholesteatoma  (Case  1). 


EPIDURAL  AND  TEMPORAL  LOBE  ABSCESS 
WITH  MENINGITIS 

Case  Xo.  2.  This  24  year  old  white  woman  was 
admitted  \Hth  a histon,-  of  chronic  draining  ears 
since  childhood.  One  week  prior  to  admission  the 
patient  complained  of  a right-sided  earache  and 
dizziness.  She  became  febrile,  developed  nausea 
and  vomiting,  and  was  started  on  treatment  with 
penicillin.  She  failed  to  respond  to  this  therapy 
and  was  transferred  to  the  Ohio  State  University 
Hospital.  On  admission,  the  patient  was  lethargic, 
febrile  (102F),  and  had  a stiff  neck.  Both  ears 
had  large  perforations  filled  \vith  granulation  tissue 
and  foul  drainage.  There  were  no  localizing  neuro- 
logic signs.  Her  spinal  fluid  contained  291  white 
blcod  cells  per  cu.  mm.  and  elevated  protein.  Brain 
scan  showed  an  increased  uptake  over  the  right 
mastoid  ( Fig.  3 ) . On  the  third  hospital  day  fol- 
lowing improvement  of  her  meningitis,  a right  mas- 
toidectomy and  tympanoplasty  type  I\’  was  done. 
An  epidural  abscess  containing  10  milliliters  of 
purulent  material  was  drained  following  the  re- 
moval of  a large  cholesteatoma.  She  did  well  until 
the  fifth  postoperative  day  when  she  suddenly 
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Fig.  3.  This  brain  scan  shows  an  area  of  increased 
uptake  (A)  over  the  right  mastoid  and  temporal 
areas.  (Case  2). 
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Fig.  4.  The  temporal  lobe  abscess  cavity  (AB)  is 
outlined  following  the  injection  of  Thorotrast^  (Case 


2).  Note  the  burr  hole  through  which  the  abscess  was 
drained. 


became  semicomatose  and  developed  left  hemi- 
paresis.  .A.n  angiogram  was  done  which  suggested 
a right  temporal  lobe  abscess.  This  abscess  cavity 
was  drained  of  15  milliliters  of  purulent  material 
through  a temporal  approach.  Thorotrast  was  in- 
jected into  the  cavity  so  the  resolution  or  progres- 
sion of  the  abscess  could  be  followed  radiographi- 
cally ( Fig.  4 ) . The  patient  required  additional 
surgery  three  days  later  for  drainage  of  a subdural 
empyema  and  removal  of  necrotic  brain  tissue.  Fol- 
lowing the  second  procedure,  she  improved  slowly 
and  was  subsequent!}’  discharged.  She  returned 
four  months  later  for  a mastoidectomy-tympano- 
plasty on  the  opposite  ear,  which  was  done  without 
incident.  At  present,  both  ears  are  dry,  and  she  is 
hearing  within  normal  limits.  Her  hemiparesis  has 
cleared  completely. 

COMMENT  ON  CASE  No.  2 
The  thin  bony  roof  of  the  mastoid  and  middle 
ear  forms  the  floor  of  the  temporal  fossa.  When 
infection  extends  through  this  barrier,  temporal 
lobe  abscess  or  meningitis  may  occur.  An  abscess 


in  the  nondominant  hemisphere  may  reach  con- 
siderable size  before  obvious  localizing  signs  oc- 
cur. When  present  in  the  dominant  hemisphere, 
asphasia  or  slurred  speech  is  the  commonest  symp- 
tom. The  next  most  common  neurologic  finding  is 
a defect  in  the  visual  fields  (upper  quadrant  he- 
mianopsia). Large  lesions  may  produce  weakness 
of  the  opposite  face  and  body.^ 

This  temporal  lobe  abscess  was  undoubtedly 
present  upon  admission  but  was  not  discovered 
until  later  for  several  reasons:  (1)  initially,  there 
were  no  localizing  signs  or  symptoms,  indicating 
that  the  lesion  was  in  the  latent  stage;  (2)  the 
meningitis  and  epidural  abscess  that  were  present 
were  cause  enough  for  the  fever,  stiff  neck,  and 
earache,  and  (3)  the  usual  screening  laboratory 
tests  used  in  the  diagnosis  of  brain  abscess  were 
masked  by  the  other  infections.  The  meningitis 
elevated  the  spinal  fluid  protein  while  the  large 
epidural  abscess  was  reason  enough  for  the  brain 
scan  to  show  an  increased  uptake  over  the  tem- 
poral bone. 

(Continued  on  next  page) 
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Cody’  recently  rep>orted  17  patients  in  whom 
latent  otogenic  brain  abscesses  were  present  at  the 
time  of  mastoidectomy  but  who  did  not  develop 
symptoms  until  the  postoperative  period.  This  case 
illustrates  the  importance  of  having  a high  index 
of  suspicion  for  masked  complications  that  may  be 
present  in  a patient  with  the  intracranial  spread 
of  an  otologic  infection. 

LABYRINTHITIS 

Case  Xo.  3.  This  50  year  old  man  had  inter- 
mittent drainage  and  a severe  loss  in  the  left  ear 
for  40  years.  Fourteen  days  prior  to  admission  he 
developed  intermittent  whirling  vertigo,  which  had 
progressed  to  the  point  of  incapacitation.  On  ex- 
amination, the  left  tympanic  membrane  had  a 
large  central  perforation  from  which  epithelial  de- 
bris was  suctioned.  The  neurologic  examination 
revealed  severe  ataxia  with  a tendency  to  fall  to 
the  left,  spontaneous  and  positional  nystagmus,  and 
an  absence  of  cerebellar  signs.  The  ‘‘fistula  test” 
was  positive.  A mastoidectomy  was  done,  which 
revealed  erosion  of  the  lateral  semicircular  canal 
by  a large  cholesteatoma  that  had  also  destroyed 
the  ossicular  chain.  Following  mastoidectomy- 
tympanosplasty,  the  v’ertigo  subsided  and  the  pa- 
tient's hearing  returned  to  a serviceable  lev‘el. 

COMMENT  ON  CASE  No.  3 

The  symptoms  of  true  vertigo  in  the  presence 
of  a draining  ear  suggests  the  possibility  of  a fis- 
tula into  the  vestibular  labyrinth,  usually  in  the 
area  of  the  lateral  semicircular  canal.  If  corrected 
immediately,  the  condition  is  usually  reversible. 
However,  if  the  inner  ear  becomes  invaded  by  bac- 
teria, suppurative  labyrinthitis  results  with  total 
loss  of  hearing  and  v^estibular  function  plus  the 
danger  of  extension  into  the  cranial  cavity  by  way 
of  the  various  performed  pathways. 

MENINGITIS,  SINUS  THROMBOSIS,  AND 
CEREBELLAR  ABSCESS 

Case  Xo.  4.  This  16  year  old  girl  had  chronic 
drainage  from  her  right  ear  since  early  childhood. 
iMastoid  surgery  was  done  six  years  prior  to  admis- 
sion; however,  the  ear  continued  to  drain.  She  was 
admitted  following  a ten  day  history  of  headache 
vomiting,  fever,  chills,  and  a stiff  neck.  On  admis- 
sion she  was  lethargic  and  confused. 

Examination  revealed  bilateral  papilledema,  left 
abducens  nerve  palsy,  and  foul  discharge  from  the 
right  ear.  There  were  no  other  localizing  signs  at 
this  time.  IMastoid  x-rays  were  compatible  with 


mastoiditis.  Brain  scan  showed  an  increased  uptake 
over  the  right  mastoid.  Cultures  were  obtained 
from  the  ear  and  spinal  fluid.  The  spinal  fluid 
contained  260  white  blood  cells  per  cu.  mm.  Anti- 
biotics were  begun  and  a mastoidectomy  was  per- 
formed the  day  after  admission.  A cholesteatoma 
was  found  which  had  eroded  the  bone  over  the 
sigmoid  venous  sinus.  The  sinus  was  filled  with  a 
septic  clot  which  was  removed.  Following  surgery, 
the  patient  was  stable  except  for  intermittent  spik- 
ing fever.  Her  right  pupil  suddenly  became  dilated, 
and  she  dev'eloped  right  sided  ataxia  on  the  12th 
postoperative  day.  A retrograde  brachioangiogram 
revealed  a cerebellar  abscess.  A craniotomy  was 
done  and  8 to  10  ml.  of  pus  drained  from  the  right 
cerebellar  hemisphere.  The  patient  had  postopera- 
tive cardiac  arrest  but  was  resuscitated  success- 
fully. The  abscess  was  aspirated  several  times  dur- 
ing the  next  few  days.  She  was  eventually  dis- 
charged three  months  after  admission,  with  the 
sequelae  of  moderate  residual  aphasia  and  signifi- 
cant cerebellar  ataxia. 

COMMENT  ON  CASE  No.  4 

The  clinical  signs  of  sigmoid  sinus  thrombosis 
consisting  of  spiking  fever  and  septicemia  are 
masked  in  this  case  by  the  obvious  meningitis.  The 
patient  was  admitted  with  headache,  nuchal  ri- 
gidity, lethargy,  temperature  elevaition,  and  con- 
fusion; signs  and  symptoms  of  meningitis.  The 
diagnosis  of  sinus  thrombosis  was  made  when  at 
surgery,  a perisinus  abscess  was  found.  Aspiration 
of  the  sigmoid  .sinus  failed  to  return  blood,  so  the 
sinus  was  opened  and  septic  clot  was  found  and 
evacuated.  Ligation  of  the  jugular  vein  was  not 
done,  since  there  was  no  evidence  of  septic  emboli 
or  palpable  thrombosis  of  the  vein  in  the  neck. 

Brain  abscess,  the  most  serious  complication  of 
ear  disease,  classically  has  a silent,  inconspicuous 
prodrome.  This  case  was  typical  for  a cerebellar 
abscess  with  minimal  initial  symptomatology.^ 
^^’hen  an  abscess  in  the  cerebellum  becomes  mani- 
fest, vertigo,  ataxia,  and  coarse  nystagmus  are 
seen.  This  patient  was  recovering  from  the  menin- 
gitis and  mastoid  surgery  when  the  abscess  sud- 
denly became  manifest.  Although  the  patient  sur- 
vived, she  had  considerable  morbidity. 

MENINGITIS,  EPIDURAL  ABSCESS,  AND 
CEREBELLAR  ABSCESS 

Case  Xo.  5.  This  27  year  old  white  woman  was 
admitted  following  a six  week  history  of  severe 
left  temporal  headaches.  She  had  chronic  drainage 
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from  both  ears,  and  several  days  prior  to  admis- 
sion, she  had  developed  pain  in  the  left  ear.  On 
admission,  she  had  fever  (lOlF),  vomiting,  nuchal 
rigidity,  early  papilledema,  and  tenderness  over 
the  left  mastoid.  A lumbar  puncture  revealed  460 
white  blood  cells  per  cu.  mm.  and  a pressure  in- 
crease to  330  mm.  of  cerebrospinal  fluid.  On  the 
day  of  admission  she  was  taken  to  surgery  and  a 
mastoidectomy  was  performed.  A large  cholestea- 
toma was  present  which  had  eroded  the  posterior 
bony  plate  exposing  the  posterior  fossa  dura.  There 
was  thickening  of  dura  and  8 to  10  milliliters  of 
purulent  material  was  released  from  the  epidural 
space.  The  patient  tolerated  surgery  well;  however, 
in  the  recovery  room  three  hours  after  surgery  she 
had  respiratory  and  cardiac  arrest.  Resuscitation 
was  initially  successful  but  the  patient  died  two 
days  later,  never  regaining  consciousness.  Autopsy 
examination  demonstrated  the  presence  of  a cere- 
bellar abscess  and  diffuse  meningitis.  The  respira- 
tory arrest  was  felt  to  be  secondary  to  herniation 
of  the  brain  stem  through  the  foramen  magnum. 
Histologic  examination  of  her  temporal  bones  re- 
vealed the  presence  of  an  identical  cholesteatoma 
in  the  opposite,  unoperated  ear  (Fig.  5). 

COMMENT  ON  CASE  No.  5 

This  case  demonstrated  the  silent  progression  of 
a cerebellar  abscess  to  an  advanced  stage  with 
only  minimal  initial  symptomatology.  The  patient 
was  not  incapacitated  until  the  development  of 
meningitis.  Vertigo  and  nystagmus,  commonly  seen 
with  cerebellar  lesions,  were  not  present.  The  lat- 
eralizing  signs  of  weakness  or  ataxia  were  not 
present.  Proctor  mentions  that  cerebellar  abscesses 
may  attain  an  enormous  size  with  few  signs  and 
symptoms.  The  classic  signs  and  symptoms  of  a 
cerebellar  abscess  are  vertigo,  ataxia,  adiadocho- 
kinesis,  and  coarse  nystagmus. 

SUMMARY 

The  widespread  use  of  sulfonamides  and  anti- 
biotics has  decreased  the  complications  of  acute 
otitic  infections  considerably.  However,  intracra- 
nial complications  still  occur,  chiefly  as  the  result 
of  neglected  chronic  mastoiditis.  With  modem 
anesthesia  and  otologic  technics,  mastoidectomy 
is  a safe  procedure.  In  the  majority  of  patients, 
this  is  the  only  effective  way  to  prevent  these  com- 
plications from  occurring.  We  have  discussed  the 
pathogenesis,  signs  and  symptoms,  and  complica- 
tions of  chronic  mastoiditis. 


Fig.  5.  Temporal  bone  section  of  the  unoperated 
ear  in  Case  5.  Note  the  proximity  of  the  Cholesteato- 
ma (CH)  to  the  horizontal  semicircular  canal  (HC) 
and  facial  nerve  (FN).  Other  structures  seen  are  the 
basal  turn  of  the  cochlea  (C),  vestibule  (V)  and 
cochlear  and  vestibular  nerves  (N). 

Generic  and  Trade  Name  of  Drug 

Thorium  Dio.xide — Thorotrast  (Fellows-Testagar) 
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Editorials 


-MORE  ON  FEES 


According  to  U.S.  News  & W orld  Report  for 
January  19,  1970,  physicians’  fees  for  office  \isits 
have  increased  during  the  past  five  j'ears  by  37.8 
per  cent.  This  was  a period  of  rapid  inflation  and 
also  the  period  of  readjustment  of  fees  in  antici- 
pation of  Medicare.  It  is  pointed  out  that  this 
increase  was  exactly  1.3  per  cent  more  than  the 
increase  in  babysitters’  fees.  Among  other  interest- 
ing comparisons  for  the  same  period  were  the  fol- 
lowing: Dentists’  fees  for  filling  a tooth  have 
risen  30.4  per  cent,  men's  haircuts  32.9  per  cent, 
and  lawyers’  fees  33.4  per  cent.  Increases  greater 
than  those  for  physicians’  office  visits  were:  Auto 
insurance  38.1  per  cent,  mortgage  interest  39.2 
per  cent,  plumber's  charge  for  replacing  a sink 
40.2  per  cent,  household  workers  44.7  per  cent,  re- 
painting a room  50.4  per  cent,  hospital  operating 
room  67.4  per  cent,  and  semiprivat“  hospital  room 
charge  86  per  cent.  It  is  clear  from  these  data  that 
changes  in  physicians'  fees  should  be  compared 
with  other  service  components  of  the  Consumer 
Price  Index  rather  than  with  the  CPI  as  a whole. 

Of  related  interest  is  the  announcement  which 
appeared  in  the  Federal  Register  of  December  31 
that  effective  next  July  1 the  enrollee’s  fee  for 


Part  B of  Medicare  will  increase  from  S4.00  for 
the  fiscal  year  to  S5.30.  This  anticipated  increase 
of  SI. 30  has  been  broken  down  as  follows: 

1.  Benefit  costs  will  exceed  government  pay- 
ments and  enrollees’  fees  by  64  cents; 

2.  Utilization  will  increase  by  12  cents; 

3.  The  $50  deductible  will  cov'er  a proportion- 
ally smaller  part  of  the  whole  by  6 cents;  and 

4.  A contingenc}'  allowance  bill  mil  be  needed 
for  unexpected  costs,  such  as  the  1968  influ- 
enza epidemic,  22  cents. 

The  remaining  26  cents  is  attributed  to  an 
expected  increase  in  physicians'  fees  and  charges 
for  other  services. 

It  should  be  emphasized  that  no  part  of  increased 
costs  to  date  can  be  attributed  to  increases  in 
physicians'  fees,  since  they  were  categorically  froz- 
en at  initial  levels  by  former  Health,  Education, 
and  Welfare  Secretary,  Doctor  Wilbur  Cohen.  Per- 
haps this  is  a tip-off  that  increases  mil  be  toler- 
ated for  the  next  fiscal  year.  At  any  rate,  modest 
increases  by  doctors  mil  certainly  be  in  order 
when  on  considers  that  the  Consumer  Price  Index 
for  1969  alone  rose  by  more  than  6 per  cent. 


N.  B.  HEALTH  DEPARTMENT 


We  are  reasonably  certain  that  the  Rhode  Island 
Department  of  Health  regulations  concerning  pub- 
lic eating  places  properly  protect  the  citizenr\-  of 
our  state  against  illness  due  to  fault}'  sanitation. 
A complaint  which  we  msh  to  register,  therefore, 
is  probably  more  relevant  to  good  taste  and  fas- 
tidiousness than  to  an  actual  health  hazard. 

Restaurant  in  Rhode  Island,  in  general,  use 
three  methods  of  table  top  preparation:  1.  Table 
cloths  (not  common  these  days);  2.  Paper  place 
mats;  and  3.  Soggy  clog  method  (quite  general). 
One,  of  course,  finds  table  cloths  (if  changed  mth 
each  serving)  and  j^aper  place  mats  unexception- 
able. It  is  the  soggy  cloth  method  which  we  find 
objectionable. 

The  ubiquitous  sogg}'  cloth  rests  on  some  con- 
venient hook.  It  is  slopped  from  one  soiled  table 
to  another.  It  is  rinsed  out  when  the  spirit  moves. 


^^'hether  soap  or  detergent  are  used  is  obscure  to 
this  observer. 

Following  a swipe  with  this  disreputable  rag, 
the  eating  utensils  are  placed  directly  on  the  bare 
table.  In  the  more  elegant  emporia,  a fork  is  some- 
times placed  on  a paper  napkin  intended  for  im- 
mediate use. 

Recentl}-  we  saw  a baby  being  dressed  on  a table 
top  on  which  a customer  was  promptly  fed.  It  is 
also  common  practice  to  place  chairs  on  these  same 
table  tops  during  off-hour  cleaning  of  the  estab- 
lishments. These  ma}’  not  be  real  and  present  dan- 
gers, but  they  do  cause  this  writer  to  flinch. 

We  recommend  Health  Department  regulations 
requiring  fresh  table  or  counter  covers  for  each 
new  customer  in  every  eating  establishment  in  the 
state.  Health  Department,  please  take  note! 
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NEW  AMA  DEPARTMENT 


The  American  Medical  Association  has  estab- 
lished a new  headquarters  staff  department  to 
strengthen  liaison  and  services  to  related  medical 
organizations.  It  is  designated  the  Department  of 
Specialty  Society  Services.  It  will  report  directly 
to  Richard  S.  Wilbur,  iVI.D.,  assistant  executive 
vice  president.  Department  Director  is  Theodore 
R.  Chilcoat,  Jr.,  a five-year  staff  member  formerly 
assigned  to  the  AMA  Washington  Office.  He  was 
at  one  time  field  representative  covering  the  Rhode 
Island  area.  The  Department  will  serve  and  imple- 
ment the  directives  of  the  Interspecialty  Commit- 
tee which  was  created  in  1966. 

.\ccording  to  Doctor  Ernest  B.  Howard,  execu- 
tive vice  president  of  the  AiMA,  establishment  of 
this  special  department  is  an  important  step  in 
strengthening  AMA’s  relationship  with  the  special- 
ty societies,  and  it  is  the  culmination  of  a long 
range  program  undertaken  to  upgrade  the  services 
of  the  AiMA  to  the  specialty  societies. 

“After  the  founding  of  the  Interspecialty  Com- 
mittee, the  House  of  Delegates  appointed  an  Ad 
Hoc  Committee  to  Study  the  iModus  Operandi  of 
the  Sections  of  the  House  of  Delegates.  Its  report, 
prepared  under  the  direction  of  its  chairman,  Wil- 
liam F.  Quinn,  IM.D.,  a Los  Angeles  surgeon, 
called  for  the  creation  of  a group  of  section  coun- 
cils to  provide  specialty  societies  with  direct  rep- 
resentations in  the  AMA  House  of  Delegates.  The 
report  which  was  highly  regarded  in  both  AMA 
and  specialty  circles  was  adopted  in  July,  1969. 

Its  specific  recommendations  were  to: 

1.  “Establish  a mechanism  for  stimulating  in- 


creased cooperation  between  the  specialty  medical 
societies  and  the  AiMA,  thus  forging  a relationship 
that  will  bind  specialty  societies  and  the  AiMA 
closer  together,  generating  a singleness  of  purpose 
which  will  benefit  all  of  medicine; 

2.  “Give  more  satisfactory  representation  in  the 
House  of  Delegates  to  the  specialty  organization; 

3.  “Provide  for  an  increase  in  experience  and 
competent  manpower  to  assist  the  Council  on  Sci- 
entific Assembly  in  developing  the  Association’s 
Annual  Convention  scientific  program; 

4.  “Generate  stimulating  and  engaging  interdis- 
ciplinary and  specialty-oriented  programs  which 
mil  command  the  interest  of  greater  numbers  of 
practicing  physicians; 

5.  “Provide  a direct  and  continuing  liaison  be- 
tween a section  and  its  corresponding  specialty 
societies; 

6.  “Permit  specialty  societies  direct  access  ♦o 
the  House  of  Delegates  through  their  appointed 
delegates,  and 

7.  "Give  AMA  specialty  sections  recognized 
status  by  identifying  them  directly  with  the  spe- 
cialty societies.’’ 

It  will  be  the  department’s  responsibilities  to 
further  liai.son  with  specialty  groups  and  advance 
the  development  of  the  section  councils  of  the 
House  of  Delegates.  It  will  be  a component  of  the 
AiM.A  Office  of  the  Executive  Vice  President. 

This  is  a well  conceived  and  welcome  effort  to 
strengthen  relations  with  the  specialty  societies. 
Its  success  will  bring  benefit  both  to  these  groups 
and  to  the  AMA. 


MAXICOAT 


Women’s  clothing  styles  are  wild,  unpredictable, 
transient,  and  incomprehensible.  From  miniskirt  to 
maxicoat  in  less  than  a year. 

We  have  seen  one  patient  who  tripped  on  her 


maxicoat,  falling  on  her  face,  and  sustained  a frac- 
ture of  the  zygoma,  possibly  the  first  maxicoat 
casualty. 

Perhaps  women  should  stick  with  the  miniskirt  1 
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r\ederve  . . . 

SATURDAY 

APRIL  4,  1970 

♦ ♦ ♦ 

159th  ANNUAL 
SCIENTIFIC 
ASSEMBLY 

of  the 

Rhode  Island 
Medical  Society 

Afternoon: 

At  Harkins  Hall,  Providence  College 
1.  p.m.  to  5 p.m.  . . . 

Chapin  Oration  and  Symposium  on 

Health  Care  Delivery 
in  the  Seventies 

Speakers: 

Gerald  D.  Dorman,  M.D.,  President  of  the 
American  Medical  Association 

Carroll  L.  Witten,  M.D.,  Past  President, 
American  Academy  of  General  Practice 

Thomas  Bryant,  M.D.,  Assistant  Director, 
Office  of  Economic  Opportunity 

Donald  C.  Harrington,  M.D.,  President,  San 
Joaquin  (California)  Medical  Foundation 

♦ ♦ ♦ 

Evenings:  7:30  p.m.  . . . 

Dinner  - Dance,  Raymond  Hall,  Providence 
College 


VISUAL  PERCEPTUAL  TRAINING 

(jConcluded  from  Page  151) 

examples  of  children  whose  educational  needs  re- 
quire special  consultation  and  earh'  identification. 

In  individual  cases  the  special  education  teacher 
may  need  the  help  of  other  professionals,  such  as 
the  psychologist,  to  help  in  identifying  the  cogni- 
tive, perceptual,  and  emotional  weaknesses  and 
strengths  of  some  children.  The  pediatrician,  of 
course,  has  a significant  contribution  to  make  in 
the  assessment  of  indi\idual  problems.  The  child 
who  is  chronically  ill  or  chronically  fatigued  or 
has  mild  but  chronic  hearing  loss  is  of  course  an 
educational  risk.  Children  who  are  hyperactive  and 
distractable  and  cannot  concentrate  present  a 
problem  to  themselves,  their  teachers,  and  their 
peers  (and  also  their  parents.)  In  selected  cases 
the  judicious  and  careful  use  of  appropriate  psy- 
chotropic drug  therapy  under  medical  supervision 
can  convert  a child  with  an  apparent  reading  dis- 
ability into  one  that  learns. 

It  is  true  that  in  many  of  these  children,  if  one 
searches  assiduously,  one  can  find  evidence  of 
poorly  developed  fine  motor  skills,  or  an  equivocal 
Babinski,  or  other  ‘‘soft  neurological  signs.”  It  is 
equally  true  that  frequently  the  clinical  psycholo- 
gist can  demonstrate  rotations  in  their  Bender- 
Gestalt  drawings  or  discrepancies  between  the 
verbal  and  performance  scores  in  their  WISCS.* 
It  is  also  true  that  in  a playroom  setting  many  of 
these  children  seem  emotionally  immature  when 
compared  to  their  peers.  But  their  treatment  is 
neither  neurological  nor  psychological;  neither  is 
it  optometric.  For  the  vast  majority  of  these  chil- 
dren it  is  educational  and  best  left  in  the  hands  of 
the  educators.  It  is  the  obligation,  the  responsi- 
bility. the  business  of  the  educational  establish- 
ment to  identify  these  children  early  and  to  pro- 
vide them  with  the  specific  educational  sendees 
that  they  vdll  need. 

*\\TSCS-Wechsler  intelligence  scale  for  children. 
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NUTRITION  SEMINAR  AT  BOSTON  ON  APRIL  1 

The  Postgraduate  Medical  Institute,  in  collabo- 
ration with  the  New  England  Dairy  and  Food 
Council  is  sponsoring  a seminar  on  “Practical  Ap- 
plication of  Nutrition  Principles  to  Patient  Care” 
at  the  Boston  Sheraton  Plaza  Hotel  on  Wednesday, 
April  1. 

Dr.  Samuel  H.  Proger,  professor  of  medicine  at 
Tufts  School  of  Medicine  will  be  moderator  of  the 
program  which  will  start  at  1 p.m.  with  a presen- 
tation on  “Blood  Lipid  Response  to  Diet  and 
Drugs  in  Coronary  Heart  Disease”  by  Dr.  Robert 
S.  Lees  of  M.I.T. 

Then  follow  lectures  on  “Lipid  Profile  and  the 
Potential  Coronary  Victim”  by  Dr.  William  B. 
Kannel  of  the  Heart  Disease  Study  project  at 
Framingham  National  Heart  Institute;  “Nutrition, 
Exercise  and  Heart  Disease”  by  Dr.  Warren  Guild, 
senior  Association  at  Harvard  Medical  School ; 
and  “The  Place  of  Diet  in  Modern  Treatment  of 
Diabetes”  by  Leo  J.  Krall,  director  of  the  Educa- 
tional Division  of  the  Joslin  Clinic  Diabetic  Foun- 
dation. 

In  the  evening  two  lectures  will  be  given.  Dr. 
George  Bray,  associate  professor  of  medicine  at 
Tufts,  will  speak  on  “The  Myth  of  Diet  in  the 
Management  of  Obesity,”  and  Dr.  Jean  Meyer, 
professor  of  nutrition  at  the  Harvard  School  of 
Public  Health,  will  discuss  “Nutrition  and  Public 
Policy.” 

The  registration  fee  is  $3.00.  For  additional  in- 
formation contact  the  Postgraduate  Medical  In- 
stitute at  30  Fenway,  Boston. 


Arthur  F.  Hanley,  executive  director,  said  the 
Plans  now  serve  782,000  Rhode  Islanders,  approx- 
imately 85  per  cent  of  the  population,  including 
those  covered  by  Federal  Government  programs 
administered  by  Blue  Cross  and  Blue  Shield. 

The  greatest  gain  in  new  membership  was  regis- 
tered by  Blue  Shield,  which  added  14,000  mem- 
bers. The  surgical-medical  plan  enrollment  now 
totals  more  than  706,000. 

IMembership  under  the  basic  Blue  Cross  pro- 
grams reached  718,700  last  year,  11,000  more  than 
in  1968. 

Among  the  nation’s  Blue  Cross  and  Blue  Shield 
organizations,  the  Rhode  Island  Plans  continue  to 
have  the  largest  percentage  of  a state’s  population 
enrolled,  Mr.  Hanley  said. 

(Continued  on  next  page) 

Only  one 
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free. 


RHODE  ISLAND  BLUE  PLANS  SET  NEW 
ENROLLMENT  RECORDS 
Rhode  Island  Blue  Cross  and  Blue  Shield  set 
new  membership  records  once  again  in  1969,  and 
more  people  in  the  state  have  comprehensive  cov- 
erage against  rising  health  care  costs  than  ever 
before,  according  to  statistics  released  by  the  local 
Plans. 


Old  Stone  Savings  Bank  / Old  Stone  Trust  Company 
Members  Federal  Deposit  Insurance  Corporation 


March  1970 


163 


ONE  MILLION  R.N.'s  NEEDED  BY  1975 

In  1969  more  than  1,800,000  persons  were  in  the 
Nation’s  active  nursing  personnel  force,  but  only 
680,000  were  registered  nurses.  Some  345,000  were 
licensed  practical  nurses.  The  most  numerous 
group  consisted  of  800,000  nurses’  aides,  orderlies, 
attendants,  and  homemakers-home  health  aides. 

These  facts  are  from  ‘‘Nursing  Personnel  (Re- 
vised 1969),”  a new  Section  2 in  the  20-section 
Health  Manpower  Source  Book  series.  It  is  a pub- 
lication of  the  Division  of  Nursing,  the  nursing 
arm  of  the  Bureau  of  Health  Professions  Educa- 
tion and  Manpower  Training,  National  Institutes 
of  Health. 

This  new  publication  contains  the  projection 
that  by  1975  this  country  will  need  1,000,000  re- 
gistered nurses  in  practice.  It  presents  figures  to 
show  that  the  professional  nurse  supply  has  growm 
steadily  in  the  past  15  years,  but  not  in  proportion 
to  the  population  growth.  It  further  notes  that  the 
increase  in  numbers  is  counteracted  by  a trend  to 
ward  part-time  emplo\Tnent  for  nurses. 

According  to  "Nursing  Personnel,”  25  per  cent 
of  the  nurses  in  professional  practice  are  employed 
part-time;  64  per  cent  are  married;  33  per  cent 
have  reached  45,  and  the  age  level  is  steadily 
rising;  men  constitute  only  one  per  cent  of  the 
supply.  More  nurses  than  ever  before  have  college 
degrees,  but  there  is  still  a scarcity  of  nurses  with 
the  education  to  servT  as  nursing  faculty;  adminis- 
ter nursing  services;  sup)ervise  staff  nurses  and 
large  numbers  of  ancillary  employees;  and  plan 
and  provide  nursing  care  that  gives  patients  the 
benefit  of  advances  in  medical  science  and  tech- 
nology. 

BROWN  MEDICAL  EDUCATION  PROGRAM 
GAINS  PERMANENT  ACCREDITATION 

Brown  University’s  medical  education  program 
has  been  accredited  by  the  Association  of  American 
Medical  Colleges  and  the  university  elected  to  full 
institutional  membership  in  the  association. 

The  accreditation,  announced  by  John  A.  D. 
Cooper,  M.D.,  president  of  the  Association  of 
American  Medical  Colleges,  followed  a study  made 
last  April  of  Brown's  medical  science  program  by 
an  .\.A.M.C.  review  board. 

Brown  has  a six-year  medical  science  program 
which  unites  undergraduate  and  graduate  medical 
teaching  and  involves  the  Brown  faculty,  Rhode 
Island  physicians,  the  staffs  of  five  hospitals  in 


the  community  in  the  curriculum  which  leads  to 
a master’s  degree  in  medical  science.  Following 
graduation,  students  transfer  to  other  institutions 
for  the  last  two  years  before  the  M.D.  degree. 

The  survey  team  reported  it  was  impressed  with 
the  density  and  rigidity  of  the  Brown  medical 
education  program,  particularly  during  the  first 
three  years  which  allow  a minimum  of  electiv'e 
work  and  the  opportunity  for  informal,  extra-cur- 
ricula and  educational  opportunities  on  the  part 
of  the  students. 

MANY  OF  WORLD'S  LITERARY  GIANTS 
REMAINED  UPRIGHT  WHILE  WRITING 

Can  the  art  of  writing  be  harmful  to  your 
health? 

The  sitting  involved  in  long  hours  of  writing 
puts  a stress  on  both  mind  and  body,  mosrt:  med- 
ical men  agree.  And  your  journalists  have  one  of 
the  highest  mortality  rates  of  any  profession. 

But  many  professional  writers  have  instinctively 
found  a solution  to  the  problem,  the  Health  In- 
surance Institute  relates.  A large  number  of  them 
manage  not  to  sit  when  they  write. 

A leading  medical  magazine  reports  that  many 
literary  giants  stood  while  writing.  Others  man- 
aged to  write  lying  down. 

Among  the  vertical  writers: 

Ernset  Hemingway,  Victor  Hugo,  E.  C.  Bentley, 
Thomas  Wolfe,  Albert  Camus,  Jules  Romains  and 
"My  Fair  Lady'’  stage  and  screen  lyricist  Alan 
Ja\'  Lerner. 

The  magazine  also  pointed  out  that  Dr.  Ben- 
jamin Spock  dictated  the  first  draft  of  his  world- 
famous  ‘‘Baby  and  Child  Care”  while  standing. 

Some  writers  neither  sit  nor  stand  while  work- 
ing: they  stay  in  bed. 

Included  among  history’s  noted  horizontal 
writers  are: 

Marcel  Proust,  Elizabeth  Barrett  Browning,  Jack 
London,  and  in  their  later  years,  both  Mark  Twain 
and  Frank  Stockton. 

Other  famous  horizontal  writers  had  no  choice. 

For  instance,  John  Buchan  wTote  while  seriously 
ill.  Heinrich  Heine  wrote  while  partially  paralyzed 
for  eight  years,  and  D.  H.  Lawrence  wrote  steadily 
through  flare-ups  of  tuberculosis. 

The  Irish  poet  Thomas  Moore,  a confirmed  “ho- 
rizontal” writer,  wrote  in  his  memoirs:  “I  is  sin- 
gular, the  difference  that  bed  makes,  not  only  in 
the  facility  but  in  the  fancy  of  what  I write.” 

( Continued  on  Page  166) 
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Campbell’s  Soups . . . 

wide  variety... for  limited  appetites 


Many  people  lose  interest  in  food  as  they  grow 
older.  Some  of  them  are  fussy  eaters — with  only 
a few  favorite  foods.  Others  become  indifferent 
to  foods — because  planning  and  preparing  meals 
becomes  a chore.  Here  Campbell’s  Soups  can  help 
— for  these  four  very  good  reasons: 

Appeal  With  a variety  of  tastes,  textures, 
aromas,  and  colors,  Campbell’s  Soups  can 
add  interest  and  appetite  appeal.  And  they’re 
easy  to  eat — ingredients  are  tender,  bite-size. 

Even  patients  on  special  diets  will  find  soups 
they  can  enjoy  among  the  more  than  50  dif- 
ferent varieties  available. 


Nourishment  Campbell’s  Soups  contain  selected 
meats  and  sea  foods,  best  garden  vegetables — 
carefully  processed  to  help  retain  their  natural 
flavors  and  nutritive  values. 

Convenience  Within  4 minutes  a bowl  of  deli- 
cious soup  is  heated  and  ready  to  eat. 

Economy  Campbell’s  Soups  are  inexpen- 
sive— an  important  consideration  to  those 
whose  budgets  are  limited. 

Recommend  Campbell’s  Soups  . . . and, 
of  course,  enjoy  them  yourself.  Remember, 
there’s  a soup  for  almost  every  patient  and 
diet  . . . and  for  every  meal. 


The  new  mother  needs  time . . . 
to  adjust  to  motherhood, 
to  give  her  new  baby  all  the  love 
and  attention  he  requires. 

She  needs  time  for  her  husband 
and  for  herself  as  well . . . 
so  that  she  can  come  to  terms 
with  the  increased  cares 
and  responsibilities  now  facing  her:i 
She  needs  time  to  decide 
when  she  will  have  additional  children 
and  how  many  she  will  have. 


Your  prescription  for  Ovulen-21  gives  the  new  mother  time  to 
meet  her  family's  present  needs ...  to  plan  for  her  family's  future. 

She  can  take  Ovulen-21  confidently  and  comfortably  month 
after  month.  Its  dependability  is  enhanced  by  its  simplicity  of 
use.  A woman  needs  little  or  no  time  to  learn  the  simple  Ovulen- 
21  regimen:  three  weeks  on— one  week  off.  And  the  automatic 
record-keeping  of  the  petite,  virtually  "patient-proof”  Ovulen- 
21  Compack®  helps  to  maintain  her  schedule ...  helps  put  time 
on  her  side. 


Discontinue  medication  pending  examination  if  there  is  sudden  partial 
or  complete  loss  of  vision,  or  if  there  is  a sudden  onset  of  proptosis, 
diplopia  or  migraine.  If  examination  reveals  papilledema  or  retinal 
vascular  lesions,  medication  should  be  withdrawn. 

Since  the  safety  of  Ovulen  in  pregnancy  has  not  been  demonstrated,  it 
is  recommended  that  for  any  patient  who  has  missed  two  consecutive 
periods  pregnancy  should  be  ruled  out  before  continuing  the  contracep- 
tive regimen.  If  the  patient  has  not  adhered  to  the  prescribed  schedule 
the  possibility  of  pregnancy  should  be  considered  at  the  time  of  the  first 
missed  period. 

A small  fraction  of  the  hormonal  agents  in  oral  contraceptives  has 
been  identified  in  the  milk  of  mothers  receiving  these  drugs.  The  long- 
range  effect  to  the  nursing  infant  cannot  be  determined  at  this  time. 


Immediately  post  partum  is  the  time 

It  is  the  time  when  motivation  is  highest— when  a new  mother 
needs  expert  advice  for  the  future,  so  she  can  space  her  chil- 
dren and  limit  her  family. 

It  is  also  the  most  opportune  time,  since  she  is  conveniently 
present  in  the  hospital,  for  her  to  be  given  both  instructions 
and  a prescription. 

Non-nursing  mothers  may  begin  Ovulen-21  immediately  after 
delivery,  on  the  day  of  departure  from  the  hospital  or  at  the 
first  postpartum  visit,  as  desired.  It  is  recommended  that  nurs- 
ing mothers  begin  Ovulen-21  four  weeks  after  delivery. 

A small  fraction  of  the  hormonal  agents  in  oral  contracep- 
tive pills  has  been  identified  in  the  milk  of  mothers  receiving 
these  drugs.  The  long-range  effect  on  the  nursing  infant  cannot 
be  determined  at  this  time. 


Actions— Ovulen  acts  to  prevent  ovulation  by  inhibiting  the  output  of 
gonadotropins  from  the  pituitary  gland.  Ovulen  depresses  the  output  of  both 
the  follicle-stimulating  hormone  (FSH)  and  the  lutenizing  hormone  (LH). 

Special  note:  Oral  contraceptives  have  been  marketed  in  the  United 
States  since  1960.  Reported  pregnancy  rates  vary  from  product  to  product 
The  effectiveness  of  the  sequential  products  appears  to  be  somewhat 
lower  than  that  of  the  combination  products.  Both  types  provide  almost 
completely  effective  contraception. 

An  increased  risk  of  thromboembolic  disease  associated  with  the  use 
of  hormonal  contraceptives  has  now  been  shown  in  studies  in  both  Great 
Britain  and  the  United  States.  Other  risks,  such  as  those  of  elevated 
blood  pressure,  liver  disease  and  reduced  tolerance  to  carbohydrates, 
have  not  been  quantitated  with  precision. 

Long-term  administration  of  both  natural  and  synthetic  estrogens  in 
subprimate  animal  species  in  multiples  of  the  human  dose  increases  the 
frequency  of  some  animal  carcinomas.  These  data  cannot  be  transposed 
directly  to  man.  The  possible  carcinogenicity  due  to  the  estrogens  can 
be  neither  affirmed  nor  refuted  at  this  time.  Close  clinical  surveillance  of 
all  women  taking  oral  contraceptives  must  be  continued. 

Indication— Ovulen  is  indicated  for  oral  contraception. 

Contraindications- Patients  with  thrombophlebitis,  thromboembolic 
disorders,  cerebral  apoplexy  or  a past  history  of  these  conditions,  mark- 
edly impaired  liver  function,  known  or  suspected  carcinoma  of  the 
breast,  known  or  suspected  estrogen-dependent  neoplasia,  and  undiag- 
nosed abnormal  genital  bleeding. 

Warnings— The  physician  should  be  alert  to  the  earliest  manifestations 
of  thrombotic  disorders  (thrombophlebitis,  cerebrovascular  disorders,  pul- 
monary embolism,  and  retinal  thrombosis).  Should  any  of  these  occur 
or  be  suspected  the  drug  should  be  discontinued  immediately. 

Retrospective  studies  of  morbidity  and  mortality  in 
Great  Britain  and  studies  of  morbidity  in  the  United 
States  have  shown  a statistically  significant  association 
between  thrombophlebitis  and  pulmonary  embolism 
and  the  use  of  oral  contraceptives.  There  have  been 
three  principal  studies  in  Britain'-^  leading  to  this 
conclusion,  and  one*  in  this  country.  The  estimate 
of  the  relative  risk  of  thromboembolism  in  the  study 
by  Vessey  and  DoIR  was  about  sevenfold,  while 
Sartwell  and  associates  in  the  United  States  found 
relative  risk  of  4.4,  meaning  that  the  users  are  sev- 
eral times  as  likely  to  undergo  thromboembolic 
disease  without  evident  cause  as  nonusers.  The 
American  study  also  indicated  that  the  risk  did  not 
peisist  after  discontinuation  of  administration,  and 
that  it  was  not  enhanced  by  long-continued  admin- 
istration. The  American  study  was  not  designed  to 
evaluate  a difference  between  products.  However, 
the  study  suggested  that  there  might  be  an  increased 
risk  of  thromboembolic  disease  in  users  of  sequential 
products.  This  risk  cannot  be  quantitated,  and  further 
studies  to  confirm  this  finding  are  desirable.  Retrospec- 
tive studies  in  Great  Britain  have  shown  a statistically 
significant  association  between  cerebral  thrombosis  and 
embolism  and  the  use  of  oral  contraceptives. 

This  has  not  been  confirmed  in  the  United  States. 
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Precautions— The  pretreatment  and  periodic  physical  examinations 
should  include  special  reference  to  the  breasts  and  pelvic  organs,  includ- 
ing a Papanicolaou  smear  since  estrogens  have  been  known  to  produce 
tumors,  some  of  them  malignant,  in  five  species  of  subprimate  animals. 
Endocrine  and  possibly  liver  function  tests  may  be  affected  by  treatment 
with  Ovulen.  Therefore,  if  such  tests  are  abnormal  in  a patient  taking 
Ovulen,  it  is  recommended  that  they  be  repeated  after  the  drug  has  been 
withdrawn  for  2 months.  Under  the  influence  of  progestogen-estrogen  prep- 
arations preexisting  uterine  fibromyomas  may  increase  in  size.  Bec.^use 
these  agents  may  cause  some  degree  of  fluid  retention,  conditions  which 
might  be  influenced  by  this  factor,  such  as  epilepsy,  migraine,  asthrpa, 
cardiac  or  renal  dysfunction,  require  careful  observation.  In  breakthrough 
bleeding,  and  in  all  cases  of  irregular  bleeding  per  vaginam,  nonfunc- 
tional causes  should  be  borne  in  mind.  In  undiagnosed  bleeding  per 
vaginam  adequate  diagnostic  measures  are  indicated.  Patients  with  a 
history  of  psychic  depression  should  be  carefully  observed  and  the  drug 
discontinued  if  the  depression  recurs  to  a serious  degree.  Any  possible 
influence  of  prolonged  Ovulen  therapy  on  pituitary,  ovarian,  adrenal, 
hepatic  or  uterine  function  awaits  further  study.  A decrease  in  glucose 
tolerance  has  been  observed  in  a significant  percentage  of  patients  on 
oral  contraceptives.  The  mechanism  of  this  decrease  is  obscure.  For  this 
reason,  diabetic  patients  should  be  carefully  observed  while  receiving 
Ovulen  therapy.  The  age  of  the  patient  constitutes  no  absolute  limiting 
factor,  although  treatment  with  Ovulen  may  mask  the  onset  of  the  climac- 
teric. The  pathologist  should  be  advised  of  Ovulen  therapy  when  relevant 
specimens  are  submitted.  Susceptible  women  may  experience  an  increase 
in  blood  pressure  following  administration  of  contraceptive  steroids. 

Adverse  reactions  observed  in  patients  receiving  oral  contraceptives 

—A  statistically  significant  association  has  been  demonstrated  between 
use  of  oral  contraceptives  and  the  following  serious  adverse  reactions: 
thrombophlebitis,  pulmonary  embolism  and  cerebral  thrombosis. 

Although  available  evidence  is  suggestive  of  an  association,  such  a 
relationship  has  been  neither  confirmed  nor  refuted  for  the  following 
serious  adverse  reactions:  neuro-ocular  lesions,  e g.,  retinal  thrombosis 
and  optic  neuritis. 

The  following  adverse  reactions  are  known  to  occur  in  patients  receiv- 
ing oral  contraceptives:  nausea,  vomiting,  gastrointestinal  symptoms 
(such  as  abdominal  cramps  and  bloating),  breakthrough  bleeding,  spot- 
ting, change  in  menstrual  flow,  amenorrhea  during  and  after  treatment, 
edema,  chloasma  or  melasma,  breast  changes  (tenderness,  enlargement 
and  secretion),  change  in  weight  (increase  or  decrease),  changes  in 
cervical  erosion  and  cervical  secretions,  suppression  of  lactation  when 
given  immediately  post  partum,  cholestatic  jaundice,  migraine,  rash  (al- 
lergic), rise  in  blood  pressure  in  susceptible  individuals  and  mental  de- 
pression. 

Although  the  following  adverse  reactions  have  been  reported  in  users 
of  oral  contraceptives,  an  association  has  been  neither  confirmed  nor 
refuted:  anovulation  post  treatment,  premenstrual-like  syndrome,  changes 
in  libido,  changes  in  appetite,  cystitis-like  syndrome,  headache,  nervous- 
ness, dizziness,  fatigue,  backache,  hirsutism,  loss  of  scalp  hair,  ery- 
thema multiforme,  erythema  nodosum,  hemorrhagic 
eruption  and  itching. 

The  following  laboratory  results  may  be  altered  by 
, the  use  of  oral  contraceptives:  hepatic  function:  In- 

/ creased  sulfobromophthalein  retention  and  other  tests: 

' coagulation  tests:  increase  in  prothrombin  factors  VII, 
VIII.  IX  and  X;  thyroid  function:  increase  in  PBI  and 
butanol  extractable  protein  bound  iodine,  and  decrease  in 
T>  uptake  values:  metyrapone  test  and  pregnanediol 
determination. 
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Where  “The  Pill”  Began 
G.  D.  SEARLE  & CO.,  P.O.  Box  5110,  Chicago,  III.  60680 


SEARLE 


972R 


for  the  vitamin 
deficiency 
that  diet  alone 
doesn’t  satisfy... 


Thera-Combex  H-F 


This  high-potency  vitamin  C and  B-compIex 
combination  starts  where  diet  stops 


Kapseals' 


Each  Kapseal  contains:  ascorbic  acid,  500  mg.;  thiamine  , 
mononitrate,  25  mg.;  riboflavin,  15  mg.;  pyridoxine  hydro- 
chloride,  10  mg.;  cyanocobalamin,  5 meg.;  niacinamide,  J 
100  mg.;  cf/-panthenol,  20  mg.;  Taka-Diastase®  (Aspergillus 
oryzae  enzymes),  2V2  gr.  ■ 

The  Brown  capsule  with  Green  band  a 

is  a Parke-Davis  trademark.  # 

Parke,  Davis  & Company,  Detroit,  Michigan  48232  K 


PARKE-DAVIS 


33SR4 


I 


for  nutritional 
support  in 

G.I.disorders 


TABLETS 


high  potency  B-complex  and  C 
for  nutritional  support 

AVAILABLE  ONLY  ON  Rx 

contains  water-soluble  vitamins  only 

b.i.d.  dosage  provides  full 
therapeutic  amounts 

good  patient  acceptance 

no  odor,  and  virtually  no  aftertaste 


Each  Berocca  Tablet  contains: 


Thiamine  mononitrate  15  mg 

Riboflavin  15  mg 

Pyridoxine  HCI 5 mg 

Niacinamide 100  mg 

Calcium  pantothenate  20  mg 

Cyanocobalamin  5 meg 

Folic  acid 0.5  mg 

Ascorbic  acid 500  mg 


Usual  dosage  is  one  tablet  b.i.d. 

Indications:  Nutritional  supplementation  in  conditions  in 
which  water-soluble  vitamins  are  required  prophylactically 
or  therapeutically. 

Warning:  Not  intended  for  treatment  of  pernicious  anemia 
or  other  primary  or  secondary  anemias.  Neurologic  involve- 
ment may  develop  or  progress,  despite  temporary  remission 
of  anemia,  in  patients  with  pernicious  anemia  who  receive 
more  than  0.1  mg  of  folic  acid  per  day  and  who  are  in- 
adequately treated  with  vitamin  Bjs. 

Dosage:  1 or  2 tablets  daily,  as  indicated  by  clinical  need. 
Available:  In  bottles  of  100. 
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IlPOCHEj^ 


Roche 

LABORATORIES 


Division  of  Hoffmann-La  Roche  lnc» 
Nutley.  New  Jersey  07110 


Malpractice 
protection 
is  serious 
business! 


Talk  only  to  the  experts! 


And  let  them  speak  for  you.  By  all 

means,  discuss  your  treatment  with  your 
patients  during  treatment.  But  should  a 
patient’s  lawyer  want  to  speak  to  you 
about  your  treatment,  don’t  put  yourself 
at  a disadvantage.  Let  lawyers  talk  to 
lawyers.  Refer  him  to  the  legal  counsel 
for  your  professional  liability  insurance 
company. 

And  when  it  comes  to  malpractice  liabil- 
ity insurance,  talk  to  the  Man  from 
Starkweather  & Shepley.  As  a leading 
agency  for  the  St.  Paul  Insurance  Com- 
pany, he  can  provide  you  coverage  up  to 
$1  million.  In  fact,  he  can  provide  you 
with  a total  insurance  program  covering 
all  your  professional  and  personal  needs. 

Yes,  talk  to  your  patients  about  medicine, 
let  the  Man  from  S & S talk  to  you  about 
insurance  and  let  the  insurance  company 
lawyers  talk  about  law. 


Contact  Gardner  C.  Borden,  C.P.C.U. 


Starkweather  & Shepley,  Inc. 

155  South  Main  Street 
Providence,  R.  I.  421-6900 

ONE  SOURCE / TOTAL  INSURANCE 
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C.  R.  BARD,  INC.  REPORTS  ON  VOLUNTARY 
RECALL  OF  TRAYS  AND  KITS 

\\'e  want  to  lake  this  opportunity  to  bring  you 
up-to-date  completely  on  the  two  voluntary  recalls 
C.  R.  Bard  has  made  recently  on  selected  products. 
On  September  19  we  issued  a voluntary  recall  re- 
questing immediate  return  of  49  types  of  out 
sterile  trays  and  kits  containing  a cleansing  solu- 
tion suspected  of  contamination.  On  December  19 
a second  recall  was  instituted  by  Bard  because  of 
suspected  contamination  of  lubricating  jelly  con- 
tained in  a limited  quantity  of  sterile  trays  and 
kits.  X one  of  the  other  4,000  Bard  items  were  in- 
volved in  these  recalls.  Because  our  products  are 
used  widely  by  hospitals,  nursing  homes,  clinics 
and  individual  doctors,  the  FDA,  through  Dr. 
Ley’s  office,  requested  by  telegram  that  State 
Health  Offices  and  County  Medical  Societies  give 
full  publicity  and  coverage  to  the  need  to  remove 
these  specified  items  from  use. 

W’e  are  concerned  that  during  this  time  much 
confusion  and  rumor  has  resulted.  We  have  had 
continuing  liaison  with  FDA  and  are  writing  you 
now,  after  having  reviewed  this  with  them,  to  clear 
the  record.  Attached  is  a statement  from  FDA 
which  they  were  kind  enough  to  supply  us,  which 
further  clarified  details  in  connection  with  some 
of  the  inform.ation  in  Commissioner  Ley’s  tele- 
gram. 

We  believe  that  the  September  recall  is  now 
effective  and  these  products  have  been  removed 
from  the  marketplace.  The  December  recall  was 
for  a very  limited  number  of  products.  We  have 
contacted  hospitals,  nursing  homes  and  dealers  to 
be  sure  these  products  are  being  returned  to  us. 

Bard  has  been  shipping  replacement  products 
now  for  several  weeks.  We  have  had  extra  crews 
and  extra  personnel  working  to  replace  and  supply 
acceptable  merchandise.  All  items  intended  to  re- 
place those  subject  to  the  original  recall  can  be 
obtained  through  Bard  dealers  and  will  be  identi- 
fied for  the  next  several  months  by  the  bright  yel- 
lo7v  tape  which  is  visible  from  all  sides  on  the 
corners  of  the  shipping  case. 

C.  R.  Bard  has  been  in  business  now  for  63 
years.  This  is  the  first  major  recall  that  our  Com- 
pany has  ever  experienced.  It  has  been  a difficult 
period  for  us,  as  well  as  our  dealers  and  our  cus- 
tomers, and  we  appreciate  your  patience  during 
this  trying  time.  We  wish  to  reassure  you  of  our 
continuing  application  of  new  and  advanced  tech- 
nology throughout  all  of  our  areas  of  research, 
development,  manufacturing,  quality  control  and 
sterilization.  (Continued  on  Page  168) 
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PERIPATETICS 

By  Robert  V.  Lewis,  M.D. 

The  Commanding  Officer,  Xaval  Hospital,  Quon- 
set  Point,  Rhode  Island,  CAPTAIN  SIDNEY  I. 
BRODY,  MC,  USN,  has  announced  that  the  Sur- 
geon General  of  the  Navy  has  designated  the  fol- 
lowing physicians  as  Consultant-Lecturers  to  Naval 
Hospital,  Quonset  Point: 

BANICE  FEINBERG,  Pediatrics; 

IMILTON  W.  HAMOLSKY,  IMedical  Science; 
CHARLES  POTTER,  Obstetrics  & Gynecology; 
GUY  A.  SETTIPANE,  Allergy; 

STANLEY  D.  SIMON,  Orthopedic  Surgery; 
FRAX'K  W.  SULLIVAN^,  Psychiatry; 

LESTER  L.  VARGAS,  Surgery. 

* * 

ELIOT  B.  BARRON'  has  been  named  Clinical 
Director  at  the  Butler  Hospital  in  Providence.  He 
will  take  his  post  June  1 succeeding  WILLIAM 
V.  VAN  DUYNE.  The  new  director  will  be  com- 
ing back  to  Providence  from  New  Britain,  Con- 
necticut, having  graduated  from  Classical  High 
School  and  Brown  University.  After  his  medical 
degree  from  Tufts  Medical  School,  he  interned  at 
the  Beth  Israel,  and  later  was  a resident  at  the 
Institute  for  Living  in  Hartford. 

^ ^ 

A new  slate  of  officers  at  the  Memorial  Hospital 
in  Pawtucket  has  been  elected  with  ROBERT  W. 
RIEMER  as  President  of  the  Staff,  HENRY  E. 
TURNER,  Vice-President,  BLAS  MORENO,  Sec- 
retary, and  PHILIP  LAPPIN,  Treasurer. 

VISUAL  PERCEPTUAL  TRAINING 

(iCoucluded  from  Page  162) 
deficit  perceptual  areas.  Amer.  J.  Orthopsychiat. 
■‘Silver,  A.  A. ; Hagin,  R.  A.,  and  Hersh,  M.  F. : 
Reading  disability : teaching  through  stimulation  of 
37:744-52,  July  1967 

5Rosen,  C.  L. : An  experimental  study  of  visual  per- 
ceptual training  and  reading  achievement  in  first 
grade.  Percept.  Motor  Skills  22:979-86,  June  1966 
“Painter,  G. : The  effect  of  rhythmic  and  sensory 
motor  activity  program  on  perceptual  motor  spatial 
abilities  of  kindergarten  children.  Exceptional  Child. 
33:113-6,  October  1966 

^Chansky,  N.  M. : Perceptual  training  with  young 
mental  retardates.  Amer.  J.  Ment.  Defic.  68:460-8, 
January  1964 

“Masland,  R.  L. : Presentation  at  the  11th  National 
Conference  on  Physicians  and  Schools,  (AMA, 
Dept.  Health  Educ.),  Chicago,  Illinois,  October  6, 
1967 

“Elkind,  D.,  and  Deblinger,  J.  A. : Perceptual  train- 
ing and  reading  achievement  in  disadvantaged  chil- 
dren. Child  Develop.  40:11-9,  March  1969 


PERFUSION  CHEMOTHERAPY 

(Concluded  from  Page  145) 
fusion  with  Nitrogen  Mustard  under  General  Hypo- 
thermia. Cancer  Chemother.  Rep.  20:127,  July  1962 

'Mahaley,  M.  S.,  Jr.,  and  Woodhall,  B. : Effect  of 
Temperature  upon  in  Vitro  Action  of  Anticancer 
Agents  on  Xx2  Carcinoma.  J.  Neurosurg.  18:269, 
May  1961 

“Rochlin,  D.  B. ; Thaxter,  T.  H. ; Dickerson,  A.  G., 
et  al. : The  Effect  of  Tissue  Temperature  on  the 
Binding  of  Alkylating  Agents  in  the  Isolation  Per- 
fusion Treatment  of  Cancer.  Surg.  Gynec.  Obst. 
113:555,  November  1961 

“Rochlin,  D.  B.,  and  Smart,  C.  R. : Isolating  Perfu- 
sion: Evaluation  of  249  Cases.  Surgery  56:834,  Oc- 
tober 1964 

'“Shingleton,  W.  W. : Perfusion  Chemotherapy  for 
Recurrent  Melanoma  of  Extremity:  A Progress 
Report.  Ann.  Surg.  169:969,  June  1969 

“Soderberg,  C.  H.,  Jr.,  and  Vargas,  L.  L. : Surgical 
Considerations  in  Regional  Pelvic  and  Abdominal 
Perfusions.  Rhode  Island  Med.  J.  46:477  September 
1963 

‘^Stehlin,  J.  S.,  Jr.,  and  Clark,  R.  L. : Melanoma  of 
the  Extremities.  Amer.  J.  Surg.  110:366,  September 
1965 

‘“Vargar,  L.  L. ; Corvese,  W.  P. ; Soderberg,  C.  H., 
Jr.,  et  al. : Isolating  Perfusion  of  Body  Regions  in 
the  Treatment  of  Cancer.  Rhode  Island  Med.  J. 
43:449,  July  1960 
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THROUGH  THE  MICROSCOPE 

(Continued  from  Page  166) 

HALF  OF  U.S.  YOUNGSTERS  NEVER  SEE  A 
DENTIST 

Americans  are  visiting  their  dentists  today  at  a 
slightly  lower  rate  than  they  did  a decade  ago. 

They  are  seeing  them  on  an  average  of  1.4  times 
per  year  — about  0.2  visits  less  than  the\'  did  in 
1958. 

At  the  same  time,  Dr.  \'iron  L.  Diefenbach,  U.S. 
Assistant  Surgeon  General,  reports  that  ‘‘only  48 
per  cent  of  the  nation's  population  visited  dentists 
at  least  once  last  year.” 

-According  to  Dr.  Diefenbach,  Director  of  the 
Public  Health  Service’s  Division  of  Dental  Health, 
probably  the  saddest  statistic  is  that  “half  our 
youngsters  (under  15  years  of  age)  have  never 
visited  a dentist.” 

-And  it  is  all  part  of  a national  j^attern. 

-A  Health  Insurance  Institute  analysis  of  gov'ern- 
ment  figures  shows  that  age,  se.x,  location  and 
family  income  all  play  a role  in  determining  how 
often  a person  goes  to  a dentist. 

Women,  for  e.xample,  go  more  often  than  men; 
children  less  than  adults;  rich  people  more  than 
poor  people;  northeasterners  more  than  south- 
erners. 

For  instance,  women  visit  about  1.5  times  per 
year,  while  the  average  male  gets  around  to  it 
only  1.2  times  each  year. 

Put  these  statistics  all  together  and  . . . 

-A  female  between  15  and  24  years  with  a family 
income  of  $15,000  or  more  and  living  in  the  north- 
east section  of  the  country,  is  the  type  of  person 
who  will  probably  go  more  often  to  a dentist. 

-At  the  other  extreme,  male  children  under  five 
years  of  age  and  belonging  to  a family  with  an 
income  of  $3,000  or  less  per  year  while  living  in 
the  south,  are  our  least  likely  dental  visit  candi- 
dates. 

Government  figures  indicate  that  people  in  the 
western  and  north  central  part  of  the  nation  make 
1.4  visits  a year. 

In  the  northeast  it’s  1.8  times,  and  in  the  south, 
1.0  times. 

Meanwhile,  [people  with  family  incomes  of  less 
than  $3,000  per  year  or  between  $3,000  and  $4,999 
made  0.9  visits  annually.  Those  earning  $5,000  to 
$6,999,  1.0  visits;  from  $7,000  to  $9,999,  1.4  visits; 
from  $10,000  to  $14,999,  1.8  visits;  and  $15,000 
and  over  2.4  visits. 

-Any  visit  to  a dentist's  office  for  treatment  or 
advice  is  considered  a dental  visit,  even  if  the 


service  was  provided  by  a professional  under  his 
supervision. 

Insurance  companies  report  that  the  most  criti- 
cal time  for  dental  treatment  is  between  the  ages 
of  25  and  45.  In  the  later  v'ears,  after  55,  the  need 
lessens,  often  due  to  loss  of  teeth. 

BLACKS  MAKE  UP  TWO  PERCENT  OF  OUR 
DOCTORS 

There  are  approximately  6,000  black  physicians 
in  the  United  States  today  — about  2 per  cent 
of  the  nation’s  doctors  — and  two  medical  schools 
graduate  about  83  per  cent  of  them. 

These  figures  are  part  of  a study  compiled  by 
the  National  Aledical  Association  Foundation  in 
cooperation  with  the  .American  Aledical  Associa- 
tion. 

Other  aspects  of  the  study: 

• The  highest  concentrations  of  black  physicians 
in  the  United  States  are  in  California,  New  A^ork 
and  the  District  of  Columbia. 

• The  highest  proportions  of  black  physicians 
(39  per  cent)  are  involved  in  general  practice;  the 
remainder  are  specialists  in  various  medical  fields. 

Over  73  per  cent  of  the  black  physicians  (com- 
pared with  65  per  cent  of  all  physicians)  are  in- 
volved in  patient  care. 

Some  16  per  cent  of  all  physicians  are  in  ad- 
vanced medical  training  compared  with  9 per  cent 
of  black  physicians. 

The  studv^  also  showed  that  black  physicians  are 
less  likely  to  practice  in  groups  than  physicians  in 
general.  Only  2 per  cent  of  the  black  physicians 
practice  in  groups,  but  9.5  per  cent  of  all  physi- 
cians have  group  practices. 

Of  the  4,805  black  medical  students  who  grad- 
uated in  1967  (the  latest  year  for  which  figures 
are  available),  2,186  (45.5  per  cent)  were  gradu- 
ated from  Howard  F’niv'ersity  College  of  Medicine 
and  1,822  (37.9  per  cent)  from  Meharry  Medical 
College.  — Health  Insurance  Institute 


(Continued  on  Page  169) 
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Doctor,  after  all  we’ve 
been  through  together. . . 


abscess 

acne 

amebiasis 

anthrax 

bacillary  dysentery 
bartonellosis 
bronchitis 
bronchopulmonary 
infection 


brucellosis 

chancroid 

diphtheria 

endocarditis 

genitourinary 

infections 

gonorrhea 

granuloma  inguinale 

listeriosis 

lymphogranuloma 


mixed  bacterial 
infection 
osteomyelitis 
otitis 
pertussis 
pharyngitis 
pneumonia 
psittacosis 
pyelonephritis 


Rocky  Mountain 
spotted  fever 
scarlet  fever 
septicemias 
sinusitis 

soft  tissue  infection 
tonsillitis 
tularemia 
typhus  fever 
urethritis 


. . .don’t  you  think  it’s  time 
we  were  on  a first-name  basis? 


call  ine“AchroV 


Every  pharmacist  knows  ACHRO®  V stands  for  ACHROMYCIN®  V 


Contraindications:  Hypersensitivity  to 
tetracycline. 

Warning:  In  renal  impairment,  since 
liver  toxicity  is  possible,  lower  doses 
are  indicated;  during  prolonged  therapy 
consider  serum  level  determinations. 
Photodynamic  reaction  to  sunlight  may 
occur  in  hypersensitive  persons. 
Photosensitive  individuals  should 
avoid  exposure;  discontinue  treatment 
if  skin  discomfort  occurs. 

Precautions:  Nonsusceptible  organisms 


may  overgrow;  treat  superinfection 
appropriately.  Tetracycline  may  form  a 
stable  calcium  complex  in  bone-forming 
tissue  and  may  cause  dental  staining 
during  tooth  development  (last  half  of 
pregnancy,  neonatal  period,  infancy, 
early  childhood). 

Adverse  Reactions:  Gastrointestinal— 
anorexia,  nausea,  vomiting,  diarrhea, 
stomatitis,  glossitis,  enterocolitis, 
pruritus  ani.  maculopapular  and 
erythematous  rashes;  exfoliative 


dermatitis;  photosensitivity; 
onycholysis,  nail  discoloration.  Kidney 
-dose-related  rise  in  BUN. 
Hypersensitivity  reac/Zons'— urticaria, 
angioneurotic  edema,  anaphylaxis. 
Intracranial— hnXgmg  fontanels  in  young 
infants.  Teet/i— yellow-brown  staining; 
enamel  hypoplasia.  anemia,  thron 

bocytopenic  purpura,  neutropenia,  eosinc 
philia.  L/ver— cholestasis  at  high  dosage. 
Upon  adverse  reaction,  stop  medication 
and  treat  appropriately. 


AchromyciifV 

Tetracycline 


LEDERLE  LABORATORIES  • A Division  of  American  Cyanamid  Company,  Pearl  River,  New  York  10965 
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A once-popular  treatment  for  back  pains 
was  to  have  the  seventh  son  of  a seventh  son 
stand  or  walk  on  the  patient's  back. 


For  headache,  a sovereign  remedy  was 
! to  wear  a snakeskin  round  one's  head. 


The  pain  of  earache  was  allegedly  relieved 
by  holding  a hot  roasted  onion  to  the  ear. 


A realistic 
approach 

to  pain 
relief 


Empirin’* 

Compound  with  Codeine 
Phosphate  gr.  1/2  No.  3 

Each  tablet  contains: 

Codeine  Phosphate  gr.  1/2  (Warning- 
May  be  habit  forming),  Phenacetin  gr.  2 1 / 2, 

Aspirin  gr.  3 1 / 2,  Caffeine  gr.  1 / 2. 

keeps  the  promise 
of  pain  relief 

B.W.  & Co.'  narcotic  products  are 
Class  "B",  and  as  such  are  available  on  oral 
prescription,  where  State  law  permits. 

r BURROUGHS  WELLCOME  & CO.  (U.S.A.)  INC. 

^ "Rickahoe.  N.Y. 
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APPENDICITIS  IN  RECENT  YEARS 

More  than  1,500  people  died  from  appendicitis 
in  the  United  States  during  1967.  Although  the 
mortality  rate  from  this  cause  — 0.8  per  100,000 
population  — is  relatively  low,  appendicitis  still 
presents  medical  problems  in  a sizable  proportion 
of  cases.  According  to  the  American  Society  of 
.■\bdominal  Surgeons,  about  one  in  five  patients 
develops  gangrene  and  perforation. 

Data  gathered  in  the  National  Health  Survey* 
for  the  period  July  1963-June  1964  reported  some 
355,000  operations  for  appendicitis.  The  patients 
having  appendectomies  constituted  nearly  90  per 
cent  of  the  404,000  patients  hospitalized  for  ap- 
pendicitis in  short-stay  hospitals.  The  average 
length  of  hospital  stay  was  6.5  days  — 7.2  for 
males  and  5.8  days  for  females. 

The  experience  among  employees  of  the  Metro- 
politan Life  Insurance  Company  treated  for  appen- 
dicities  during  1965-67  shows  that  over  the  entire 
age  range  (17-64)  the  incidence  of  surgery  for 
appendicitis  was  higher  for  females  than  for  males: 
1.9  per  1,000  females,  as  against  1.5  per  1,000 
males.  For  both  sexes  the  incidence  of  surgery  for 
appendicitis  was  highest  among  those  at  ages  17-24 
and  decreased  with  age.  The  average  duration  of 
hospitalization  was  7.7  days  for  males  and  8.6  for 
females.  Males  at  ages  45-64  recorded  the  longest 
average  hospital  stay.  Among  females  those  at  ages 
17-24  and  45-64  were  hospitalized  longest  on  the 
average.  The  average  duration  of  illness  — com- 
bining the  time  of  both  hospitalization  and  conva- 
lescence — was  34.0  days  for  males  and  37.9  for 
females.  This  loss  of  time  was  highest  at  ages 
45-64. 

In  the  general  population  of  the  United  States 
mortality  from  appendicitis  has  been  at  a low  level 
during  the  past  decade.  Over  this  period,  mortality 
rates  from  appendicitis  have  been  consistently 
higher  among  males  than  among  females.  The 
nonwhite  population  experienced  materially  higher 
mortality  from  this  cause  than  did  white  persons. 
Death  rates  from  appendicitis  are  distinctly  higher 
at  the  older  ages  than  at  the  younger,  reflecting 
the  greater  frequency  among  older  people  of  com- 
plications resulting  from  chronic  carvascular,  res- 
piratory, or  digestive  system  disorders. 

The  importance  of  early  diagnosis  and  surgery 
is  borne  out  by  hospital  experience.  Fatalities  from 
appendicitis  are  generally  low  when  the  patient 
is  treated  before  development  of  complications 
such  as  peritonitis;  the  risk  of  death  increases 
rapidly  with  delay  in  seeking  treatment.  For  ex- 


ample a study**  of  appendicitis  admissions  to 
everal  Virginia  hospitals  from  1956  to  1960  shows 
that  in  28  per  cent  of  the  cases  perforation  had 
already  occurred.  In  this  group  of  329  patients 
there  were  18  deaths.  In  837  admissions  not  in- 
volving perforation,  there  was  one  death  in  the 
five-year  period. 

The  low  level  of  death  rates  from  appendicitis 
in  recent  years  has  been  due  in  large  measure  to 
earlier  recognition,  improvements  in  surgical  tech- 
niques and  anesthesia,  the  use  of  antibiotics,  and 
postoperative  intensive  care  units. 


*Xational  Center  for  Health  Statistics,  Hospital 
Discharges  and  Length  of  Stay:  Short-Stay  Hos- 
pitals United  States  July  1963-June  1964,  Pub- 
lic Health  Service  Publication  No.  1000,  Series 
10,  No.  30,  June  1966. 

**Egdahl,  R.  H.,  Current  Mortality  in  Appencitis, 
American  Journal  of  Surgery,  107:757-59  (May) 
1964. 

— Statistical  Bulletin,  Metropolitan  Life, 
September,  1969 

COMPUTER  MAKES  BREATHING  EASIER 
A Dartmouth  Medical  School  researcher  has  pro- 
grammed a computer  to  ‘‘breathe’’  like  a lung.  The 
electric  “organ”  is  part  of  a project  to  discover 
respirator^’  habits  which  can  make  the  job  of 
breathing  easier  for  patients  with  lung  disorders, 
including  emphysema  and  certain  inborn  heart 
defects. 

In  studies  supported  by  the  American  Heart 
•Association,  Dr.  Robert  Xye,  Jr.,  is  examining 
computerized  “breaths”  taken  under  varjing  stress- 
ful conditions,  such  as  strenuous  exercise  or  respi- 
ratory diseases. 

Doctor  Xye  has  discovered  that  how  one  takes 
a breath  is  important,  as  well  as  the  amount  of 
breathing.  Computer  analysis  suggests  that  under 
stressful  conditions  a quick  intake,  prolonged  hold- 
ing of  breath,  then  quick  exhalation  will  enhance 
the  o.xygen-carbon  dioxide  exchange. 

However,  this  breath-holding  pattern  requires 
more  muscular  energy  to  keep  lungs  expanded. 
Whether  the  gas-e.xchange  enhancement  is  worth 
this  extra  labor  must  be  tested  on  humans.  If  it 
proves  worthwhile,  ailing  persons  and  athletes 
might  be  trained  to  adopt  the  breathing  pattern. 
— (‘‘Toward  Easier  Breathing,”  in  Today’s 
Health,  November  1969) 

(Continued  on  next  page) 
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PAYROLL  TAX  INCREASE  PROBLEM  FOR 
INDEPENDENT  BUSINESSMEN 

It  is  doubtful  that  the  nation's  independent  bus- 
iness proprietors  will  support  the  current  proposal 
to  raise  Social  Security  taxes  on  payrolls  by  the 
de\ace  of  increasing  the  taxable  base  from  the  cur- 
rent first  $7,800  of  earnings  to  $9,000. 

This  is  the  opinion  of  the  researchers  of  the  Na- 
tional Federation  of  Independent  Business  who 
point  to  the  repeated  votes  against  raising  payroll 
taxes  in  nationwide  polls  conducted  by  the  organi- 
zation. 

The  viewpoint  of  the  nation’s  5,100,000  inde- 
pendent businessmen  is  that  while  the  big  manu- 
facturers of  steel,  autos,  and  other  items  pass  their 
increased  taxes  along  to  the  consumer,  they  are 
unable  to  do  so. 

Further  aggravating  the  situation  is  the  fact 
that  some  35  per  cent  of  these  enterprises,  or  al- 
most 2,000,000,  employ  from  one  to  three  persons. 
It  is  on  this  group  that  the  payroll  taxes  fall  the 
hardest.  In  practically  all  instances  the}^  are  op- 
erating as  a proprietorship,  thus  making  the  own- 
er’s income  subject  to  the  extra  high  rate  for  self- 
employed  persons. 

Next  January,  the  maximum  Social  Security  tax 
jumps  to  $405.60  on  both  the  employee  and  em- 
ployer, while  the  self-employed  tax  will  go  up  to 
$585.  The  proposed  increase  in  the  tax  base  w’ould 
boost  this  maximum  to  $468  on  both  the  employee 
and  the  emplo3'er,  and  raise  the  emplo\'er’s  self- 
employed  tax  to  $675  i>er  \'ear. 

RELUCTANCE  TO  USE  BANK  CARDS  REPORTED 

Consumers  are  apparently  continuing  their  re- 
luctance to  use  bank  credit  cards. 

This  seems  to  be  borne  out  bj'  the  data  col- 
lected during  December  by  the  continuous  field 
survey  of  the  National  Federation  of  Independent 
Business. 

Despite  the  assumption  that  the  use  of  the  cards 
would  reflect  a bigger  play  during  the  Christmas 
shopping  season,  independent  retailers  who  accept 
the  credit  cards  report  only  17  per  cent  of  their 
volume  was  done  on  them,  reflecting  no  change 
from  November  and  down  from  the  high  of  19 
per  cent  reported  in  the  midj^ear. 

In  addition,  the  percentage  of  independent  re- 
tailers honoring  credit  cards  dropped  from  35  per 
cent  to  34  per  cent. 

Congress  at  this  time  is  considering  legislation 
that  would  prohibit  the  mailing  of  unsolicited 
credit  cards.  This  legislation  was  found  to  have 


heavy  support  from  independent  businessmen  in 
a nationwide  poll  conducted  by  the  Federation. 

Federation  researchers  are  puzzled  ov'er  why 
there  has  been  no  gain,  and  in  fact,  a decline,  in 
the  volume  of  business  reported  transacted  by  in- 
dependent retailers  who  honor  the  cards. 

Reports  coming  in  from  the  field  force  indicate 
that  there  is  a new  t\'pe  of  ‘‘consumerism”  grow- 
ing in  the  nation  whereby  people  holding  bank 
credit  cards  offer  to  either  have  a purchase  written 
up  on  their  bank  credit  card,  or  offer  the  retailer 
cash  for  a discount  comparable  to  the  discount 
the  banks  assess  the  retailer  for  handling  the 
charges. 

$ 

ONE  SENTENCE  ESSAY 

[Murphy’s  Law.  If  an\'thing  can  go  wrong  it  will. 

ONE  SENTENCE  ESSAY 

Gordon’s  Law.  If  a research  project  is  not  worth 
doing  at  all,  its  not  worth  doing  well. 


DOCTORS  SUITE  FOR  RENT 

295  Angell  Street,  Providence;  modern,  air 
conditioned  established  doctor's  location; 
heat,  electricity  and  parking  facility  in- 
cluded in  rent. 

Apply  to  Nathan  Newburger,  telephone 
941-1542  between  8 and  10  a.m.  or  6 to 
8 p.m.  or  write  to  174  Porter  Street, 
Providence,  R.  I.  02905. 


X-RAY:  200  MA,  100  KV,  radiographic 
fluoroscopic  unit.  Cable  transformer  and 
dark  room  equipment.  Like  new;  must 
sacrifice. 

CONTACT  MRS.  ADAMS 
Wellesley  Hills,  Mass. 

617-235-2648 
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during  and  after  infection 


TABLETS 

high  potency  B-complex  and  C 
for  nutritional  support 

AVAILABLE  ONLY  ON  Rx 
contains  water-soluble  vitamins  only 
b.i.d.  dosage 
good  patient  acceptance 
no  odor,  and  virtually  no  aftertaste 


Each  Berocca  Tablet  contains: 


Thiamine  mononitrate  15  mg 

Riboflavin  15  mg 

Pyridoxins  HCI 5 mg 

Niacinamide 1 00  mg 

Calcium  pantothenate  20  mg 

Cyanocobalamin  5 meg 

Folic  acid 0.5  mg 

Ascorbic  acid 500  mg 


Usual  dosage  is  one  tablet  b.i.d. 

Indications:  Nutritional  supplementation  in  conditions  in 
which  water-soluble  vitamins  are  required  prophylactically 
or  therapeutically. 

Warning:  Not  intended  for  treatment  of  pernicious  anemia 
or  other  primary  or  secondary  anemias.  Neurologic  involve- 
ment may  develop  or  progress,  despite  temporary  remission 
of  anemia,  in  patients  with  pernicious  anemia  who  receive 
more  than  0.1  mg  of  folic  acid  per  day  and  who  are  in- 
adequately treated  with  vitamin  Biq. 

Dosage:  1 or  2 tablets  daily,  as  indicated  by  clinical  need. 
Available:  In  bottles  of  100. 


j^ROCHE^ 


Roche 

LABORATORIES 


Division  of  Hoffmann-La  Roche  Inc. 
Nutley.  New  Jersey  07110 


APR  2 1 WO 

Ifsr  YOTW'  ACA0?My 

QiMEDICIN&- 


from  the  discord  of  anxiety . . . 


to  emotional  harmony 


Before  prescribing,  please  consult  complete  product  information,  a 
summary  of  which  follows: 

INDICATIONS;  Indicated  when  anxiety,  tension  and  apprehension  are 
significant  components  of  the  clinical  profile. 

CONTRAINDICATIONS;  Patients  with  known  hypersensitivity  to  the  drug. 
WARNINGS:  Caution  patients  about  possible  combined  effects  with 
alcohol  and  other  CNS  depressants.  As  with  all  CNS-acting  drugs,  caution 
patients  against  hazordous  occupations  requiring  complete  mental 
alertness  (e  g.,  operating  machinery,  driving).  Though  physical  and 
psychological  dependence  have  rarely  been  reported  on  recommended 
doses,  use  caution  in  administering  to  addiction-prone  individuals  or 
those  who  might  increase  dosage;  withdrawal  symptoms  (including 
convulsions),  following  discontinuation  of  the  drug  and  similar  to  those 
seen  with  barbiturates,  have  been  reported.  Use  of  any  drug  in 
pregnancy,  lactation,  or  in  women  of  childbearing  age  requires  that  its 
patential  benefits  be  weighed  against  its  possible  hazards. 

PRECAUTIONS:  In  the  elderly  and  debilitated,  and  in  children  over  six, 
limit  to  smallest  effective  dosage  (initially  1 0 mg  ar  less  per  day)  to 
preclude  ataxia  or  oversedation,  increasing  gradually  as  needed  and 
tolerated.  Not  recommended  in  children  under  six.  Though  generally  not 
recommended,  if  combination  therapy  with  other  psychotropics  seems 
indicated,  carefully  consider  individual  pharmacologic  effects, 
particularly  in  use  of  potentiating  drugs  such  as  MAO  inhibitars  and 
phenothiazines.  Observe  usual  precautions  in  presence  of  impaired  renal 
or  hepatic  function.  Paradoxical  reactions  (e.g.,  excitement,  stimulation 
and  acute  rage)  have  been  reported  in  psychiatric  patients  and 
hyperactive  aggressive  children.  Employ  usual  precautions  in  treatment 
of  anxiety  states  with  evidence  of  impending  depression;  suicidal 
tendencies  may  be  present  and  protective  measures  necessary.  Variable 
effects  on  blood  coagulation  have  been  reported  very  rarely  in  patients 
receiving  the  drug  and  oral  anticoagulants;  causal  relationship  has  not 
been  established  clinically. 

ADVERSE  REACTIONS:  Drowsiness,  ataxia  and  confusion  may  occur, 
especially  in  the  elderly  and  debilitated.  These  are  reversible  in  most 
instances  by  proper  dosage  adjustment,  but  are  also  occasionally 
observed  ot  the  lower  dosage  ranges.  In  a few  instances  syncope  has 
been  reported.  Also  encountered  are  isolated  instances  of  skin  eruptions, 
edema,  minor  menstrual  irregularities,  nausea  and  constipation, 
extrapyramidal  symptoms,  increased  and  decreased  libido — all  infrequent 
and  generally  controlled  with  dosage  reduction;  changes  in  EEG 
patterns  (low-voltage  fast  activity)  may  appear  during  and  after 
treatment;  blood  dyscrasias  (including  agranulocytosis),  jaundice  and 
hepatic  dysfunction  have  been  reported  occasionally,  making  periodic 
blood  counts  and  liver  function  tests  advisable  during  pratracted  therapy. 


with  the  aid  of  antianxiety 

Librium*’ 

(chlordiazepoxide 

HCI) 

5-mg,  10-mg 
and  25-mg  capsules 


In  an  age  of  swiff  change  and 
challenge,  susceptible  individuals 
may  experience  varying  degrees  of 
excessive  anxiety.  The  resulting 
emotional  stress  may  precipitate 
significant  functional  disorders  or 
complicate  existing  organic  disease. 
In  properly  individualized  main- 
tenance dosage.  Librium 
(chlordiazepoxide  HCI)  quickly 
helps  relieve  anxiety  and  appre- 
hension, provides  useful  adjunctive 
therapy  in  psychophysiologic 
disorders.  In  long  clinical  ex- 
perience, Librium  has  demonstrated 
a wide  margin  of  safety. 


Also  available: 

Libritabs® 

(chlordiazepoxide) 


Roche 

LABORATORIES 

Dtvision  ot  Hoftmann-La  Roche  Inc. 
Nuiley.  New  Jersey  07110 
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(diethylpropion  hydrochloride) 

works  on  the  appetite 
not  on  the 'nerves’ 


When  girth  gets  out  of  control,  TEPANIL  con  provide  sound 
support  for  the  weight  control  program  you  recommend. 
TEPANIL  reduces  the  appetite— patients  enjoy  food  but  eat 
less.  Weight  loss  is  significant— gradual— yet  there  is  a rela- 
tively low  incidence  of  CNS  stimulation. 

Contraindications:  Concurrently  with  MAO  inhibitors,  in  potienfs  hypersensitive  to 
this  drug;  in  emotionally  unstable  patients  susceptible  to  drug  obuse. 

Warning:  Although  generally  safer  then  the  amphetomines,  use  with  great  caution  in 
patients  with  severe  hypertension  or  severe  cordiovasculor  diseose.  Do  not  use  dur- 
ing first  trimester  of  pregnancy  unless  potential  benefits  outweigh  potenliol  risks. 
Adverse  Reactions:  Rorely  severe  enough  to  require  discontinuation  of  therapy,  un- 
pleasant symptoms  with  diethylpropion  hydrochloride  hove  been  reported  to  occur 
in  relatively  low  incidence.  As  is  charocteristic  of  sympothomimetic  ogenfs,  it  may 
occoslonolly  couse  CNS  effects  such  os  insomnia,  nervousness,  dizziness,  onxiety. 


ond  (itteriness.  in  controst,  CNS  depression  hos  been  reported.  In  o few  epileptics 
on  increose  In  convulsive  episodes  has  been  reported.  Sympathomimetic  cordio- 
vascular  effects  reported  Include  ones  such  os  tochycordio,  precordiol  poln, 
orrhythmia,  palpitation,  ond  increased  blood  pressure.  One  published  report 
described  T-wave  changes  in  the  ECG  of  o healthy  young  male  after  Ingestion  of 
diethylpropion  hydrochloride;  this  was  an  isolated  experience,  which  has  not  been 
reported  by  others.  Allergic  phenomena  reported  Include  such  conditions  as  rash, 
urticoria,  ecchymosis,  and  erythema.  Gosfroinfestino/  effects  such  as  diarrheo, 
constipofion,  nauseo.  vomiting,  and  abdominal  discomfort  have  been  reported 
Specific  reports  on  the  hemotopoietic  system  include  two  eoch  of  bone  marrow 
depression,  agranulocytosis,  and  leukopenia.  A variety  of  miscellaneous  adverse 
reactions  hove  been  reported  by  physicians.  These  Include  complaints  such  os  dry 
mouth,  headoche,  dyspnea,  menstrual  upset,  hair  loss,  muscle  pain,  decreosed 
libido,  dysuria,  ond  polyurio. 

Convenience  of  two  dosage  forms:  TEPANIL  Ten-tob  toblets:  One  75  mg  toblet 
dolly,  swollowed  vvhole,  in  mldmornlng  (10  o m.);  TEPANIL;  One  25  mg.  toblet  three 
times  doily,  one  hour  before  meals.  If  desired,  on  additional  toblet  moy  be  given  in 
midevening  to  overcome  night  hunger.  Use  in  children  under  12  yeors  of  oge  is  not 
recommended.  i-ooe*  / t/7o  /us  patemt  no  5.ooi.»io 
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THE  NATIONAL  DRUG  COMPANY 

DIVISION  OF  RICHARDSON  MERRELL  INC, 

PHILADELPHIA,  PENNSYLVANIA  19144 


BSP®  DISPOSABLE  UNIT 

HW&D  BRAND  OF  SODIUM  SULFOBROMOPHTHALEIN  INJECTION,  USP 

(50  mg.  per  ml.) 


'<Ar,  -,ti»  jj 1 ■i;  '4?;  .,?' 


BROMSULPHALEIN®  IN  A STERILE,  DISPOSABLE,  ECONOAAICAL  UNIT 


^ s 


HYNSON, 
WESTCOTT  & 
DUNNING.  INC. 


The  Bromsulphalein  test  is  a 
convenient,  sensitive,  reliable  test  of 
liver  function. 

The  precalibrated  syringe  contained 
in  the  BSP  Disposable  Unit  makes 
weight  calculations  unnecessary, 
providing  proper  dosage  regardless  of 
patient-weight.  Each  unit  contains 
complete  directions  for  use,  precautions 
and  contraindications. 

The  all-inclusive  BSP  Disposable  Unit 
provides  economic  unit  dispensing. 

Complete  literature  available  on 
request. 


Baltimore,  Maryland  21201 
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He  is  middle-aged. 
When  he  needs  an  antibiotic 
he  may  be  a candidate  for 


DECLOSTATIN  300 


Demelh>lchlorlelraf>rline Htl  300  mg 
and  \A statin  300.000  units 
CAPSlLE-SHAPtD  TABLETS  Led.  rle 


b.i.d. 


To  guard  susceptible  patients  against  intestinal  monilial  over- 
growth during  broad-spectrum  therapy  — the  protection  of 
nystatin  is  combined  with  demethvlchlortetracvcline  in 
D'ECLOSTATIN. 

For  your  susceptible  candidates,  prescribe  DECLOSTATIN 
— the  broad-spectrum  therapy  that  prevents  monilial 
overgrowth. 

EfFeetiyeness:  Because  its  antibacterial  component  is  DECLOMYCIN 
Demethylchlortetracycline,  DECLOSTATIN  should  be  efiually  or  more 
effective  therapeutically  than  other  tetracyclines  in  infections  caused  by 
tetracycline-sensitive  organisms.  The  antifungal  component.  Nystatin, 
protects  against  superinfection  by  antibiotic-resistant  fungal  overgrowth 
I particularly  monilia)  in  the  intestinal  tract. 

Contraindication;  History  of  hypersensitivity  to  demethylchlortetracy- 
cline or  nystatin. 

\^  arning:  In  renal  impairment,  usual  doses  may  lead  to  excessive  accum- 
ulation and  liver  toxicity.  Under  such  conditions,  lower  than  usual  doses 
are  indicated,  and,  if  therapy  is  prolonged,  serum  level  determinations 
may  be  advisable.  A photodynamic  reaction  to  natural  or  artificial  sun- 
light has  been  observed.  Small  amounts  of  drug  and  short  exposure  may 
produce  an  exaggerated  sunburn  reaction  which  may  range  from  ery- 
thema to  severe  skin  manifestations.  In  a smaller  proportion,  photo- 
allergic  reactions  have  been  reported.  Patients  should  avoid  direct 
exposure  to  sunlight  and  discontinue  drug  at  the  first  evidence  of  skin 
discomfort.  Necessary  subsequent  courses  of  treatment  with  tetracy- 
clines should  be  carefully  observed. 


Precautions:  Overgrowth  of  nonsusceptible  organisms  may  occur.  Cor 
stant  observation  is  essential.  If  new  infections  appear,  appropriat 
measures  should  be  taken.  In  infants,  increased  intracranial  pressui 
with  bulging  fontanels  has  been  observed.  -All  signs  and  symptoms  hav 
di.sappeared  rapidly  upon  cessation  of  treatment. 

Side  Effects:  Gastrointestinal  system— anorexia,  nausea,  vomiting,  dia 
rhea,  stomatitis,  glossitis,  enterocolitis,  pruritus  ani.  Skin— maculopaj 
ular  and  erythematous  rashes;  a rare  case  of  exfoliative  dermatitis  hii 
been  reported.  Photosensitivity;  onycholysis  and  discoloration  of  tl 
nails  (rare).  Kidney— rise  in  RUN.  apparently  dose  related.  Transiei 
increase  in  urinary  output,  sometimes  accompanied  by  thirst  (rare 
Hypersensitivity  reactions— urticaria,  angioneurotic  edema,  anaphylaxi 
Teeth— dental  staining  (yellow-brown)  in  children  of  mothers  given  th 
drug  during  the  latter  half  of  pregnancy,  and  in  children  given  the  dm 
during  the  neonatal  period,  infancy  and  early  childhood.  Enamel  hyp: 
plasia  has  been  seen  in  a few  children.  If  adverse  reaction  or  idiosf 
crasy  occurs,  discontinue  medication  and  institute  appropriate  therap 
Demethylchlortetracycline  may  form  a stable  calcium  complex  in  at 
bone-forming  tissue  with  no  serious  harmful  effects  reported  thus  ft 
in  humans. 

■Average  .Adult  Daily  Dosage:  150  mg  q.i.d.  or  300  mg  b.i.d.  Should  f 
given  1 hour  before  or  2 hours  after  meals,  since  absorption  is  impaire 
by  the  concomitant  administration  of  high  calcium  content  drugs,  foef 
and  some  dairy  products.  Treatment  of  streptococcal  infections  shod 
continue  for  10  days,  even  though  svmptoms  have  subsided. 
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One  of  seven  dosage  forms 

Thorazine* 


“"‘"Chlorpromazine  HCI 

Spansule* 

I brand  of  sustained  release  caosufes 


Available  in  30  mg.,  75  mg..  150  mg,,  200  mg.  and  300  mg.  strengths. 


Smith  Kline  & French  Laboratories 
Philadelphia,  Pa.  19101 


The  Washington  Scene 

A Summary  Report  Prepared  by  the 
ff  ashingtou  Office  of  the  American 
Medical  Association. 


The  Xixon  Administration  called  for  limitations 
on  medicare  and  medicaid  reimbursements  to  phy- 
sicians and  hospitals. 

Health,  Education  and  Welfare  Under  Secretary 
John  G.  Veneman  told  the  Senate  Finance  Commit- 
tee that,  because  of  rising  costs,  “it  is  now  time  to 
make  some  fundamental  changes  in  the  law  which 
governs  medicare  and  medicaid  reimbursements.” 
He  said  the  reasonable  cost  and  reasonable  charge 
criteria  in  the  medicare  law  had  not  provided  op- 
portunity for  major  cost-control  efforts. 

“We  need  an  incentive  system  of  institutional 
reimbursement  and  we  need  changes  in  the  law  that 
will  help  control  the  increases  in  the  amount  that 
the  medicare  program  will  recognize  in  the  charges 
of  individual  practitioners. 

“I  believe . . . that  the  law  should  be  changed  so 
as  to  limit  further  the  rate  at  which  increases  in 
physicians  fees  would  be  recognized  by  medicare. 
The  basic  difficulty  at  present  is  that  despite  the 
improvements  which  have  been  made  in  applying 
reasonable  charge  guidelines,  the  best  that  can  be 
done  under  the  present  law  is  to  introduce  a lag 
in  the  recognition  of  fee  increases  . . . 

“Customary  and  prevailing  charges  under  the 
program  and  the  fees  recognized  by  the  carriers 
under  comparable  circumstances  in  their  own  bus- 
iness reflect,  in  the  long  run  and  after  suitable 
lag  in  recognition  of  fee  increases,  whatever  phy- 
sicians choose  to  charge  the  public  generally  in  a 
market  where  growing  demand  is  pressing  increas- 
ingly on  the  limited  supply  of  health  personnel. 


it 


"Reliance  on  Blue  Shield  fee  schedules  as  the 
limiting  factor  in  medicare  reimbursement,  as  sug 
gested  in  the  Senate  Finance  Committee  staff  re- 
port, however,  would  not  seem  to  us  to  have  long- 
run  viability.  Tying  pajanents  under  a program 
as  large  as  medicare  to  Blue  Shield  schedules  w'ould 
surely  exert  a major  upward  pressure  on  those 
schedules  . . . 

“We  believe  that  it  is  necessary  to  move  in  the 
direction  of  an  approach  to  reasonable  charge  re- 
imbursement that  ties  recognition  of  fee  increase 
to  an  index. 

“Under  such  an  approach,  allowable  charges  rec- 
ognized for  medicare  would  next  year  be  generally 
limited  to  either  presently  recognized  charges  or  to 
a new  prevailing  level  set  at  the  75th  percentile  of 
1969  average  customar\'  charges  for  a given  serv’ice 
in  an  area.  In  the  future  the  prevailing  charge 
screen  would  move  upward  only  in  proportion  to 
increases  in  an  index  made  up  of  pertinent  portions 
of  wage  and  price  indices.  Under  such  an  approach, 
recognition  of  fee  increases  would  continue,  but 
only  in  relation  to  things  that  are  happening  in 
other  parts  of  the  economy  and  that  have  a bearing 
on  the  physician’s  cost  of  doing  business.” 

The  American  iMedical  Association  said  that  an\- 
proposal  for  further  limitations  on  physicians’  fees 
under  the  government  programs  would  be  unwise. 

“For  all  practical  purposes,  a freeze  on  physi- 
cians' fees  under  the  two  federal  programs  has 
been  in  effect  for  more  than  a year  and  has  proven 
(Continued  on  page  177) 
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vacation  in 
a vial: 
the  spasm 
reactors 
in  your  practice 
deserve 


**the  ^TkynnatalT^ct” 


each  tablet,  capsule  or  each  Donnatal  each 

5 cc.  of  elixir  (23%  alcohol)  No.  2 Extentab® 


hyoscyamine  sulfate 

0.1037  mg. 

0.1037  mg. 

0.3111  mg. 

atropine  sulfate 

0.0194  mg. 

0.0194  mg. 

0.0582  mg. 

hyoscine  hydrobromide 

0.0065  mg. 

0.0065  mg. 

0.0195  mg. 

phenobarbital  (%  gr.)  16.2  mg. 

(Warning : may  be  habit  forming) 

(Vz  gr.)  32.4  mg. 

(%  gr.)  48.6  mg. 

Brief  Summary.  Blurring  of  vision,  dry  mouth,  diffi- 
cult urination,  and  flushing  or  dryness  of  the  skin  may 
occur  on  higher  dosage  levels,  rarely  on  usual  dosage. 
Administer  with  caution  to  patients  with  incipient 
glaucoma  or  urinary  bladder  neck  obstruction.  Contra- 
indicated in  acute  glaucoma,  advanced  renal  or  hepatic 
disease  or  a hypersensitivity  to  any  of  the  ingredients. 


A.  H.  ROBINS  COMPANY,  RICHMOND.  VIRGINIA  23220 
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50  KUMOUATS  OR 
ONE  ALLBEE  WITH  0 

Your  patient  would  have  to  eat  1,500  kumquats  a month, 
about  50  a day,  to  get  as  much  Vitamin  C as  is  contained  in 
just  one  bottle  of  30  Allbee  with  C capsules  (taken  one  capsule 
daily).  Allbee  with  C is  a lot  easier  to  come  by  too.  Unlike 
kumquats,  it’s  always  in  season.  In  addition,  each  capsule 
provides  full  therapeutic  amounts  of  the  B-complex  vitamins. 
The  handy  bottle  of  30  gives  your  patient  a month’s  supply 
at  a very  reasonable  price.  Economy  size  of  100  also  available. 
At  pharmacies  on  your  prescription  or  recommendation. 

A.  H.  Robins  Company,  Richmond,  Va.  23220 


30  Capsules 


Allb66^withC 


Each  capsule  Contains: 
Thiamine  mono- 
nitrate (Vit.  B,)  15  mg 

Riboflavin  (Vit.  BJ  10  mg 

Pyridoxme  hydro- 
chloride (Vit.  BJ  5 mg 

Niacinamide  50  mg 

Calcium  pantothenate  10  mg 
t Ascorbic  acid  (Vit.  C)  300  mg 
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President,  said.  “The  costs  of  the  program  have 
continued  to  rise  in  spite  of  the  freeze. 

“Phj’sicians  are  disturbed  by  threats  of  addition- 
al federal  controls. 

“Burdening  these  busy  doctors  with  more  red 
tape  and  restricting  payments  to  unrealistically  low 
levels  may  drive  them  away  from  participating  in 
Medicare  and  Medicaid.  Then  the  government  will 
have  discriminated  against  many  people  who  need 
medical  care. . . 

“The  national  interests  would  be  better  served  if 
everyone  joined  with  the  American  Medical  Asso- 
ciation in  its  efforts  to  provide  more  physicians.” 

!>;  ^ 

MARIJUANA  AND  HEROIN 

The  National  Society  for  iMedical  Research  said 
that  no  valid  finding  on  the  effects  of  marijuana 
can  be  expected  for  another  two  to  seven  years. 

Science  Research  Society  said  part  of  the  diffi- 
culty is  there  is  no  standard  yardstick  for  evalua- 
ting marijuana  in  scientific  studies.  The  basic  weed 
from  which  marijuana  is  made  can  vary  from  plant 
to  plant  and  from  country  to  country,  the  group 
said. 

But  the  Society  cautioned  in  a statement:  “Until 
scientifically  proven  results  are  obtained,  it  appears 
as  foolhardy  to  smoke  marijuana  as  it  would  be  to 
take  any  other  unknown  drug  or  chemical  agent 
just  for  kicks.” 

The  Society  said  two  projects  are  now  going  on 
in  an  effort  to  achieve  scientific  standardization  in 
marijuana  studies. 

* ^ ❖ 

The  federal  government  has  negotiated  new 
agreements  with  France  and  Turkey  aimed  at  stem- 
ming the  flow  of  heroin  into  this  country. 

But.  in  announcing  the  agreements,  John  E. 
Ingersoll,  director  of  the  Bureau  of  Narcotics  and 
Dangerous  Drugs,  said  the  government’s  long- 
range  objective  in  dealing  with  the  problem  is  “to 
induce  the  medical  community  to  find  adequate 
substitutes”  for  opium,  from  which  heroin  is  de- 
rived. 

Ingersoll  admitted  the  U.S.  was  asking  a great 
deal  of  Turkey  where  opium  has  been  grown  for 
centuries. 

“But  when  you’ve  got  over  900  deaths  last  year 
form  heroin,  224  of  them  teenagers,  in  one  city,  I 
think  you’ve  got  a right  to  start  hollering,”  he  said. 
“There  have  been  three  deaths  a day  for  heroin 
in  New  York  Cit}'  this  year.  It  is  the  major  cause  of 


death  for  18  to  35-year-olds  in  New  York  City.” 
to  be  ineffective,”  Gerald  D.  Dorman,  M.D.,  AMA 

Ingersoll  estimated  80  per  cent  of  the  2.5  to  3 
tons  of  heroin  smuggled  into  the  U.S.  annually 
comes  from  the  poppy  fields  of  Turkey  via  the 
clandestine  laboratories  of  France  where  the  opium 
is  refined  into  heroin. 

The  agreement  with  Turkey  includes  a $3  million 
loan  approved  by  the  agency  for  international  de- 
velopment in  1968.  The  money  is  to  be  used  partly 
to  help  the  Turks  substitute  crops  like  sugar  beets 
and  sorghum  for  opium  and  partly  equip  and  train 
a 460-man  narcotics  police  force. 

The  U.S.  agreement  with  France  calls  for  fre- 
quent exchange  of  meetings  in  Washington,  D.C. 
and  in  Paris  to  exchange  information  on  such  mat- 
ters as  the  known  drug  traffickers  and  trafficking 
routes. 

France  also  has  assigned  a force  of  300  police  to 
fight  narcotics  internally  and  30  police  to  combat 
it  at  the  international  level.  Ingersoll’s  narcotics 
bureau  will  increase  its  manpower  in  France  next 
year  and  also  will  engage  in  a crosstraining  program 
with  French  Police. 

* * ♦ 

HEW  APPROPRIATIONS 

Congress  finally  approved  an  appropriation  bill 
acceptable  to  President  Nixon  to  provide  funds  for 
the  Health,  Education  and  Welfare  and  the  Labor 
departments  for  the  1970  fiscal  year  which  began 
last  July  1. 

The  two  departments  operated  under  stopgap 
Congressional  resolutions  while  Nixon  and  Congress 
battled  over  how  much  money  the  bill  should  pro- 
vide. The  President  vetoed  the  first  bill  pessed  by 
Congress  on  the  ground  that  it  would  be  inflation- 
ary because  it  e.xceeded  his  budget  by  $1.2  billion. 
Congress  sustained  the  veto  but  still  refused  to  go 
all  the  way  with  Nixon  in  cutting  funds  for  the 
two  departments.  The  second  bill  totaled  $19.4 
billion.  $680  million  more  than  the  President  re- 
quested. But  Nixon  accepted  the  comprimise 
amount  when  Congress  added  a provision  authori- 
zing him  to  withhold  two  per  cent  of  the  funds. 

The  second  bill  had  $176  million  in  Hill-Burton 
hospital  funds,  compared  with  $258  million  in  the 
vetoed  measure.  The  appropriation  for  health  facil- 
ities. educational  research  and  libraries  was  cut 
from  $149  million  to  $126  million. 

Health  manpower  direct  loan  funds  remained  the 
same.  $234.5  million,  but  an  administration  spokes- 
man said  it  was  planned  to  withhold  $15.5  million. 

f Continued  on  next  page) 
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Other  announced  plans  to  withhold  funds  in  the 
health  field  included: 

— $6  million  from  $108.8  million  for  air  pollu- 
tion control; 

— $6.3  million  from  $35.5  million  for  construc- 
tion of  community  mental  health  centers; 

— $6.3  million  from  $360.3  million  for  mental 
health  programs; 

— $8.7  million  from  $146.3  million  for  the  Na- 
tional Institute  of  Arthritis  and  ^Metabolic  Di- 
seases ; 

— $5.7  million  form  $107  million  for  the  National 
Institute  of  Neurological  Diseases  and  Stroke; 

— $1.3  million  from  $103.7  million  for  the  Na- 
tional Institute  of  Allergies  and  Infectious  Di- 
seases ; 

— $10.3  million  from  $164.6  million  for  the  Na- 
tional Institute  of  General  ^ledical  Sciences; 

— $7  million  from  $76.6  million  for  general  re- 
search and  services. 

=K 

BIRTH  CONTROL  PILLS 

The  Food  and  Drug  Administration  annonnced 
plans  to  require  that  a warning  leafDt  be  included 
in  every  package  of  birth  control  pills. 

"I  have  come  to  the  conclusion  that  the  infor- 
mation being  supplied  to  the  patients  in  the  case 
of  the  oral  contraceptive  is  insufficient  and  that  re- 
evaluation  of  our  present  policies  is  in  order,”  FDA 
Commissioner  Charles  C.  Edwards,  M.D.,  told  the 
Senate  Monopoly  Subcommittee  at  one  of  its  public 
hearings  on  side-effects  of  birth  control  pills. 

proposed  draft  of  the  warning  leaflet  states 
that  “there  is  a definite  association  between  blood- 
clotting disorders  and  the  use  of  oral  contraceptive. 

It  emphasizes  the  importance  of  reporting  any 
side-effects  to  “your  doctor.” 

“All  of  the  oral  contraceptive  pills  are  highly 
effective  for  preventing  pregnancy,  when  taken 
according  to  the  approved  directions,”  the  proposed 
draft  says.  "Your  doctor  has  taken  your  medical 
history  and  has  given  you  a careful  physical  exam- 
ination. He  has  discussed  with  you  the  risks  of  oral 
contraceptives  and  has  decided  that  you  can  take 
this  drug  safely. 

“This  leaflet  is  your  reminder  of  what  your 
doctor  has  told  you.  Keep  it  handy  and  talk  to 
him  if  you  are  experiencing  any  of  the  conditions 
you  find  described.  . . 

“Besides  women  who  have  or  who  have  had  blood 
clots,  other  women  who  should  not  use  oral  contra- 
ceptives are  those  who  have  serious  liver  disease. 
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cancer  of  the  breast  or  certain  other  cancers  and 
vaginal  bleeding  of  unknown  cause. 

“If  you  have  heart  or  kidney  disease,  asthma, 
high  blood  pressure,  diabetes,  epilepsy,  fibroids  of 
the  uterus,  migraine  headaches,  or  if  you  have  any 
problems  with  mental  depression,  your  doctor  has 
indicated  special  supervision  while  taking  oral  con- 
traceptives. 

"Even  if  you  don't  have  special  problems,  he  will 
want  to  see  you  regularly  to  check  your  blood 
pressure,  examine  your  breasts  and  make  certain 
other  tests.” 

An  American  Medical  Association  spokesman 
questioned  the  tone  of  the  language  of  the  FDA’s 
draft  of  the  leaflet. 

“In  general,  it  is  a good  idea  to  have  a package 
insert  but  the  text  of  the  FDA  proposal  raises  seri- 
ous question  about  the  relationship  between  doctor 
and  patient,’'  he  said.  “It  puts  the  full  responsi- 
bility on  the  physician,  but  oral  contraceptives 
generally  are  prescribed  more  as  a convenience  to 
a patient  than  as  medication.  The  patient  must 
share  responsibility  both  morally  and  legally  and 
be  altered  to  her  own  responsibility.” 

The  FLTA  now  requires  that  pharmaceutical 
manufacturers  only  warn  physicians  of  side-effects 
and  possible  hazards  of  taking  birth  control  pills. 
Makers  of  the  drugs  were  given  opportunity  to 
comment  on  the  proposed  leaflet  after  its  publi- 
cation in  the  Federal  Register. 

^ ^ 

FAMILY  PRACTITIONERS 

Identical  bills  designed  to  increase  the  number 
of  phj'sicians  and  allied  health  personnel  in  family 
medicine  have  been  introduced  in  the  House  and 
Senate.  Sponsors  of  the  legislation  say  that  pros- 
pects are  good  for  Congresional  approval  this  year. 

The  legislation  would  authorize  $50  million  for 
the  current  fiscal  year  of  1971,  $75  million  for 
fiscal  1972  and  $100  million  for  each  of  the  next 
fiscal  years  for  grants  to  medical  schools  and  hos- 
pitals. The  grants  would  be  to  help  medical  schools 
and  hospitals  establish  departments  and  programs 
in  family  practice  of  medicine  and  to  encourage  the 
training  of  allied  health  personnel  in  that  field  of 
medicine. 

Sen.  Ralph  W.  Yarborough  (D-Tex.)  sponsored 
the  legislation  (S.  3418)  in  the  Senate.  Thirty-one 
other  senators,  both  democrats  and  Republicans, 
were  co-signers  of  the  bill.  Yarborough  is  chairman 
of  both  the  Senate  Labor  and  Public  ^Yelfare  Com- 
(Continued  on  page  182") 
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■"All  Interns  are  Alike" 


It  stands  to  reason.  They  all  go  through  the  same  train- 
ing; they  all  have  to  pass  the  same  tests;  they  all  have 
to  measure  up  to  the  same  standards;  they  all  are 
underpaid,  too.  Therefore,  all  interns  are  alike. 

That's  utter  nonsense,  of  course.  But  it's  no  more 
nonsensical  than  what  some  people  say  about  aspirin. 
Namely:  since  all  aspirin  is  at  least  supposed  to  come 
up  to  certain  required  standards,  then  all  aspirin 
tablets  must  be  alike. 

Bayer's  standards  are  far  more  demanding.  In  fact, 
there  are  at  least  nine  specific  differences  involving 
purity,  potency  and  speed  of  tablet  disintegration. 


These  Bayer®  standards  result  in  significant  product 
benefits  including  gentleness  to  the  stomach,  and 
product  stability  that  enables  Bayer  tablets  to  stay 
strong  and  gentle  until  they  are  taken. 

So  next  time  you  hear  someone  say  that  all  aspirin 
tablets  are  alike,  you  can  say,  with  confidence,  that  it 
just  isn't  so. 

You  might  also  say  that  all  interns  aren't  alike, 
either. 
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District  Medical  Society  Meetings 


PROVIDENCE  MEDICAL  ASSOCIATION 
A regular  meeting  of  the  Pro\’idence  ^Medical 
Association  was  held  at  the  R.I.  Medical  Society 
Library  on  ^londay,  March  2,  1970.  The  meeting 
was  called  to  order  by  the  President,  Dr.  Bertram 
H.  Buxton,  Jr.,  at  8:30  p.m. 

Minutes  of  Previous  Meeting 
The  minutes  of  the  previous  meeting  were  not 
read.  The  President  announced  that  the  report  of 
the  February  meeting  would  be  published  in  the 
R.I.  Medical  Journal. 

Report  of  the  Secretary 
Dr.  Joseph  E.  Caruolo,  Secretarj-,  reported  for 
the  Executive  as  follows: 

1.  It  reviewed  applications  from  physicians  seek- 
ing active  membership  in  the  Association. 

2.  It  acted  upon  four  requests  for  dues  exempt- 
ion due  to  retirement  from  active  practice,  or 
illness,  of  the  applicant. 

3.  It  named  Drs.  Joseph  Karas  and  Jay  Orson 
as  the  Association’s  delegates  to  the  Rhode 
Island  Council  of  Community  Serxdces  for 
1970. 

4.  It  approved  an  Emergency  Medical  Care  In- 
formation kit  prepared  by  the  Metropolitan 
Insurance  Company  for  distribution  to  new 
families  locating  in  the  greater  Providence 
area. 

5.  It  heard  a report  on  a successful  meeting  of  the 
officers  with  members  of  the  General  Assembly 
from  the  Providence  area. 

6.  It  approved  of  co-sponsorship  with  the  Ameri- 
can Medical  Association  Council  on  Foods  and 
Xutrition  of  seminars  and  lectures  this  Fall 
at  Brown  University  and  Providence  College. 

7.  It  approved  of  action  taken  by  the  Medical 
Bureau  Advisory  Committee  on  charges  for 
services  for  members. 

Action-.  A motion  was  made,  seconded  and  voted 
that  the  Secretary’s  report  be  placed  on  file. 

Announcements  by  the  President 
Doctor  Buxton  reported  that  he  had  named  the 


appointed  committees  to  serve  in  1970,  and  he  ex- 
pressed his  appreciation  to  those  members  for  their 
assistance.  He  also  called  attention  to  the  outstand- 
ing library  exhibit  on  display  in  the  reading  room, 
as  prepared  by  Doctor  Beck  from  his  rare  book  col- 
lection. 

Doctor  Buxton  urged  the  attendance  of  members 
at  the  annual  meeting  of  the  R.  I.  Medical  Society 
to  be  held  on  April  4,  1970. 

Election  of  Members 

Doctor  Caruolo  reported  that  the  Executive 
Committee  recommended  for  election  to  active 
membership  the  following  physicians: 

Daniel  Alves,  M.D. 

Edgardo  J.  Ariza,  M.D. 

Robert  S.  Burroughs,  M.D. 

John  F.  Maynard,  M.D. 

John  A.  Melchionna,  M.D. 

Richard  G.  Mignacca,  M.D. 

.Icfion:  A motion  was  made,  seconded  and  voted 
that  the  members  recommended  by  the  Executive 
Committee  be  elected  to  active  membership. 

Scientific  Lecture 

The  President  introduced  Dr.  William  Silen, 
Professor  of  Surgery  at  Harv'ard  Medical  School, 
and  Surgeon-in-Chief  at  Beth  Israel  Hospital  in 
Boston,  who  spoke  on  ‘‘Primary  Aldosteronism — 
Diagnosis  and  Treatment.” 

The  Providence  ^Medical  .\ssociation  was  award- 
ed a special  treat  when  Doctor  Silen  agreed  to  visit 
with  and  speak  to  us.  Those  who  attended  the 
meeting  will  attest  to  a well  prepared,  well  aimed 
(practically  oriented  as  well  as  theoretically)  and 
interestingly  delivered  talk. 

The  topic  was  ‘‘Primarv'  Aldosteronism”  and  Doc- 
tor Silen  covered  it  well,  from  the  standpoints  of 
detection,  diagnosis,  and  treatment,  which  inclu- 
ded both  surgical  and  medical  approaches. 

While  much  is  known  about  the  condition  it  was 
made  clear  by  Doctor  Silen  that  much  more  remains 
to  be  discovered,  and  it  appears  especially  true  in 
the  matter  of  prevalence.  And  this  has  not  been 
(Concluded  on  page  182) 


180 


Rhode  Island  Medical  Journal 


Remember  how  great 
milk  of  magnesia  tasted  ? 


Almost  as  good  as  castor  oil. 

But  now  you  can  spare  the 
taste  buds  and  spoil  the  patient  with  a 
modern  Dulcolax  tablet  or  suppository. 

And  Dulcolax  works  so  pre- 
dictably that  the  time  of  bowel  move- 
ment can  often  be  predicted.  Tablets 
taken  at  night  usually  produce  a bowel 
movement  the  following  morning. 
Suppositories  generally  work  in  15 
minutes  to  an  hour. 


For  preoperative  preparation , 
a combination  of  tablets  at  night  and  a 
suppository  the  next  morning  usually 
cleans  the  bowel  thoroughly. 

Dulcolax  suppositories  may 
be  particularly  helpful  when  straining 
should  be  avoided,  as  in  postoperative 
care.  Keep  in  mind,  however,  that  the 
drug  is  contraindicated  in  the  acute  sur- 
gical abdomen. 


i 

^ license  from  Boehringer  Ingelheim  G m.b.H 


Dulcolax". . . it’s  predictable 

bisacodyl 


Gelgy  Pharmaceuticals,  Division  of  Geigy  Chemical  Corporation.  Ardsl 
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A once-popular  treatment  for  back  pains 
was  to  have  the  seventh  son  of  a seventh  son 
stand  or  walk  on  the  patient's  back. 


For  headache,  a sovereign  remedy  was 
to  wear  a snakeskin  round  one's  head. 


The  pain  of  earache  was  allegedly  relie'' 
by  holding  a hot  roasted  onion  to  the  ear 


A realistic 
approach 

to  pain 
relief 


‘Empirin’’ 

Compound  with  Codeine 
Phosphate  gr.  1/2  No.  3 

Each  tablet  contains: 

Codeine  Phosphate  gr.  1/2  (Warning- 
May  be  habit  forming),  Phenacetin  gr.  2 1 / 2, 

Aspirin  gr.  3 1 / 2,  Caffeine  gr.  1 / 2. 

keeps  the  promise 
of  pain  relief 

'B.W.  & Co.'  narcotic  products  are 

Class  "B",  and  as  such  are  available  on  oral 

prescription,  where  State  law  permits. 

BURROUGHS  WELLCOME  & CO.  (U.S.A.)  INC. 
1\ickahoe,  N.Y. 


IN  ASTHMA  ^^optional 
IN  EMPHYSEMA  therapy 


All  Mudranes  are  bronchodilator-mucolytic  in  action,  and 
are  indicated  for  symptomatic  relief  of  bronchial  asthma, 
emphysema,  bronchiectasis  and  chronic  bronchitis.  MU- 
DRANE  tablets  contain  195  mg.  potassium  iodide;  130  mg. 
aminophylline;  21  mg.  phenobarbital  (Warning:  may  be 
habit-forming);  16  mg.  ephedrine  HCl.  Dosage  is  one  tablet 
with  full  glass  of  water,  3 or  4 times  a day.  Precautions  are 
those  for  aminophylline-phenobarbital-ephedrine  combina- 
ations.  Iodide  side-effects;  May  cause  nausea.  Very  long 
use  may  cause  goiter.  Discontinue  if  symptoms  of  iodism 
develop.  Iodide  contraindications:  Tuberculosis;  preg- 
nancy (to  protect  the  fetus  against  possible  depression  of 
thyroid  activity).  MUDRANE-2  tablets  contain  195  mg. 
potassium  iodide;  130  mg.  aminophylline.  Dosage  is  one  tablet 
with  full  glass  of  water,  3 or  4 times  a day.  Precautions  are 
those  for  aminophylline.  Iodide  side-effects  and  contra- 
indications are  listed  above.  MUDRANE  GG  tablets 
contain  100  mg.  glyceryl  guaiacolate;  130  mg.  aminophylline; 
21  mg.  phenobarbital  (Warning;  may  be  habit-forming); 
16  mg.  ephedrine  HCl.  Dosage  is  one  tablet  with  full  glass  of 
water,  3 or  4 times  a day.  Precautions  are  those  for  amino- 
phylline-phenobarbital-ephedrinecombinations.  MUDRANE 
GG-2  tablets  contain  100  mg.  glyceryl  guaiacolate;  130  mg. 
aminophylline.  Dosage  is  one  tablet  with  full  glass  of  water, 
3 or  4 times  a day.  Precautions:  Those  for  aminophylline. 
MUDRANE  GG  Elixir.  Each  teaspoonful  (5  cc)  contains 
26  mg.  glyceryl  guaiacolate;  20  mg.  theophylline;  5.4  mg. 
phenobarbital  (Warning:  may  be  habit-forming);  4 mg.  ephe- 
drine HCl.  Dosage:  Children,  1 cc  for  each  10  lbs.  of  body 
weight;  one  teaspoonful  (5  cc)  for  a 50  lb.  child.  Dose  may 
be  repeated  3 or  4 times  a day.  Adult,  one  tablespoonful,  4 
times  daily.  All  doses  should  be  followed  with  14  to  full  glass 
of  water.  Precautions:  See  those  listed  above  for  Mudrane 
GG  tablets. 


MUDRANE— original  formula 

First  choice 

MUDRANE-2 

When  ephedrine  is  too  exciting 
or  is  contraindicated 

MUDRANE  GG 

During  pregnancy  or  when  K.I.  is 
contraindicated  or  not  tolerated 

MUDRANE  GG-2 

A counterpart  for  Mudrane-2 

MUDRANE  GG  ELIXIR 

For  pediatric  use 

or  where  liquids  are  preferred 

Clinical  specimens 
available  to  physicians. 


WILLIAM  P.  POYTHRESS  & COMPANY,  INC.,  RICHMOND,  VIRGINIA  23217 


overeating 

may  BE  hazardous 
TO  YOUR  health. 


According  to  the  Framingham  Heart  Study, 
the  obese  face : 

86%  greater  risk  of  angina  pectoris, 

82%  greater  risk  of  diabetes, 

71  % greater  risk  of  coronary  heart  disease.* 

Obesity  may  also  aggravate  osteoarthritis, 
fiat  feet,  intertriginous  dermatitis,  varicose 
veins,  and  ventral  or  diaphragmatic  hernias.’-^ 


f you  are  considering  weight  reduction,  consider 

phenmetrazine  hydrochloride 
Endurets* 

prolonged-action  tablets 

Often  effective 

Controlled  studies  in  a general  patient  popu- 
lation have  shown  that  when  Preludin  is  used 
with  diet,  the  rate  of  weight  loss  exceeds 
that  obtained  by  placebo  and  diet. 

I Long  acting 

I Slow,  even  release  of  the  active  principle 

usually  suppresses  appetite  continuously  for 
about  12  hours. 

I Once-a-day  dosage 

I One  Endurets  tablet  after  breakfast.  It  helps 

I reduce  weight  and  costs,  conveniently. 

I 

' For  contraindications,  warning,  precautions, 

I and  adverse  reactions,  please  see  the  full 

prescribing  information. 

i It  is  summarized  on  this  page. 

I 

Where  there’s  no  will  there’s  a therapeutic  way. 


♦Among  persons  20%  or  more 
overweight  as  compared  with 
median  weight  for  persons  of 
like  height  and  sex. 

1.  Kannel,  W.B.,  et  a!.:  Circula- 
tion 35:734,  1967. 

2.  Thomas,  H.E.,  Jr.,  et  al.:  Med. 
Times  95:1099,  1967. 

3.  Albrink,  M.J.,  in:  Beeson, 

P.B.  & McDermott,  W.  (eds.): 
Cecil-Loeb  Textbook  of  Medicine, 
ed.  12,  Phila.:W.B.  Saunders 
Co..  1967. 

Preludin® 

phenmetrazine  hydrochioride 

Preludin  is  indicated  only  as  an 
anorexigenic  agent  in  the  treat- 
ment of  obesity.  It  may  be  used  in 
simple  obesity  and  in  obesity 
complicated  by  diabetes,  mod- 
erate hypertension  (see  Pre- 
cautions), or  pregnancy  (see 
Warning). 

Contraindications:  Severe 
coronary  artery  disease,  hyper- 
thyroidism, severe  hypertension, 
nervous  instability,  and  agitated 
prepsychotic  states.  Do  not  use 
with  other  CNS  stimulants, 
including  MAO  inhibitors. 
Warning:  Do  not  use  during  the 
first  trimester  of  pregnancy  un- 
less potential  benefits  outweigh 
possible  risks.  There  have  been 
clinical  reports  of  congenital  mal- 
formation, but  causal  relation- 
ship has  not  been  proved.  Animal 
teratogenic  studies  have  been 
inconclusive. 

Precautions:  Use  with  caution  in 
moderate  hypertension  and 
cardiac  decompensation.  Cases 


involving  abuse  of  or  depend- 
ence on  phenmetrazine  hydro- 
chloride have  been  reported.  In 
general,  these  cases  were 
characterized  by  excessive 
consumption  of  the  drug  for  its 
central  stimulant  effect,  and  have 
resulted  in  a psychotic  illness 
manifested  by  restlessness,  mood 
or  behavior  changes,  hallucina- 
tions or  delusions.  Do  not  exceed 
recommended  dosage. 

Adverse  Reactions:  Dryness  or 
unpleasant  taste  in  the  mouth, 
urticaria,  overstimulation, 
insomnia,  urinary  frequency  or 
nocturia,  dizziness,  nausea,  or 
headache. 

Dosage:  One  25  mg.  tablet  b.i.d. 
or  t.i.d.  Or  one  75  mg.  Endurets 
tablet  a day,  taken  by  mid- 
morning. 

Availability:  Pink,  square,  scored 
tablets  of  25  mg.  for  b.i.d.  or 
t.i.d.  administration,  in  bottles  of 
100  and  1000. 

Pink,  round  Endurets®  prolonged- 
action  tablets  of  75  mg.  for 
once-a-day  administration,  in 
bottles  of  100  and  1000. 
(B)R3-46-560-B 

For  complete  details,  please  see 
full  prescribing  information. 

Under  license  from 
Boehringer  Ingelheim  G.m.b.H. 


Geigy  Pharmaceuticals  ( 
Division  of 

Geigy  Chemical  Corporation 
Ardsley,  New  York  10502 


I 


Malpractice 
protection 
is  serious 
business! 


Talk  only  to  the  experts! 


And  let  them  speak  for  you.  By  all 

means,  discuss  your  treatment  with  your 
patients  during  treatment.  But  should  a 
patient’s  lawyer  want  to  speak  to  you 
about  your  treatment,  don’t  put  yourself 
at  a disadvantage.  Let  lawyers  talk  to 
lawyers.  Refer  him  to  the  legal  counsel 
for  your  professional  liability  insurance 
company. 

And  when  it  comes  to  malpractice  liabil- 
ity insurance,  talk  to  the  Man  from 
Starkweather  & Shepley.  As  a leading 
agency  for  the  St.  Paul  Insurance  Com- 
pany, he  can  provide  you  coverage  up  to 
$1  million.  In  fact,  he  can  provide  you 
with  a total  insurance  program  covering 
all  your  professional  and  personal  needs. 

Yes,  talk  to  your  patients  about  medicine, 
let  the  Man  from  S & S talk  to  you  about 
insurance  and  let  the  insurance  company 
lawyers  talk  about  law. 


Contact  Gardner  C.  Borden,  C.P.C.U. 

Starkweather  & Shepley,  Inc. 

155  South  Main  Street 
Providence,  R.  I.  421-6900 

■ I ONE  SOURCE /TOTAL  INSURANCE 

559-<J 


PROVIDENCE  MEDICAL 
ASSOCIATION 

(Concluded  from  page  180) 
settled  at  all  it  seems.  While  Doctor  Silen  cited  a 
series  of  twenty-four  cases  gathered  over  a period 
of  a number  of  years  and  alluded  to  them  as  “all 
the  cases  west  of  the  Rockies  over  that  period,”  he 
also  cited  another  authority  who  feels  that  pri- 
mary aldosteronism  underlies  perhaps  twenty  per- 
cent of  the  cases  of  hypertension.  The  truth  certain- 
ly lies  somewhere  in  between  these  two  extremes 
and  there  is  no  doubt  that  with  men  of  Doctor 
Silen’s  capabilities  the  problem  will  soon  be  worked 
out. 

Adjournment 

The  meeting  was  adjourned  at  9:50  p.m. 

Respectfully  submitted: 

Joseph  E.  Caruolo,  M.D. 

Secretary 
.Attendance  36 
Collation  w'as  served 


THE  WASHINGTON  SCENE 

(Concluded  from  page  178) 
mittee  and  the  Subcommittee  on  Health  which  wdll 
handle  the  legislation.  .An  aide  said  the  senator 
would  schedule  hearings  and  that  he  was  confident 
the  Senate  would  approve  the  legislation  this  year. 

Rep.  Fred  B.  Rooney  (D.-Pa.)  introduced  the 
bill  (H.R.  15793)  in  the  House  first  this  year. 
Rooney  is  a member  of  the  House  Interstate  and 
Foreign  Commerce  Committee  which  will  handle 
the  legislation  on  that  side  of  the  capitol.  Several 
other  House  members  also  introduced  it  separately. 

.Aides  to  both  A’arborough  and  Rooney  said  they 
had  worked  with  representatives  of  the  .American 
.\cademy  of  General  Practice  in  drafting  the  leg- 
islation. 

$ 


Curran  8c  Burton 

DIVISION  OF  TEX.ACO  INC. 

1120  Eddy  Street 
Piovidence,  Rhode  Island 
HOpkins  7-8050 

IMirSTRIAL  ANT)  WHOLESALE 
FUEL  OILS 
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Picture  of 
torticollis 


treated  with 

Parafon  Forte  TABLETS 

Paraflex®  (chlorzoxazone)*  250  mg. 

Tylenol®  (acetaminophen)  300  mg. 


(afon  Forte  tablets  help  to  relieve  pain, 
ore  mobility . . . stop  pain-spasm  feedback 

roviding : 

I nsalicylate  analgesic  equal  to  aspirin  for  the  relief 
iin,'’2  yet  unlikely  to  produce  the  irritation  to  the 

i ric  mucosa  so  often  associated  with  salicylate 

<apy2 

- a skeletal  muscle  relaxant  effective  in  a wide  va- 
of  conditions'^-^... but  not  likely  to  have  the  cen- 
i affects  of  tranquilizing  compounds.® 

rcribe  Parafon  Forte  for  effective  spasmolysis 
Vanalgesia  in  sprains,  strains,  myalgias,  low  back 
1 . bursitis  and  other  musculoskeletal  disorders. 
0 patients  will  appreciate  the  restored  comfort 

II  freedom  of  movement  it  usually  provides, 

h 


Contraindications:  Sensitivity  to  either  component.  Precautions: 
Exercise  caution  in  patients  with  known  allergies  or  history  of 
drug  allergies.  If  a sensitivity  reaction  or  signs  or  symptoms  sug- 
gestive of  liver  dysfunction  are  observed,  the  drug  should  be 
stopped.  Adverse  Reactions:  Occasionally,  drowsiness,  dizziness, 
lightheadedness,  malaise,  overstimulation  or  gastrointestinal 
disturbances  may  be  noted;  rarely,  allergic-type  skin  rashes, 
petechiae,  ecchymoses,  angioneurotic  edema  or  anaphylactic 
reactions.  In  rare  instances,  Paraflex  (chlorzoxazone)  may  pos- 
sibly have  been  associated  with  gastrointestinal  bleeding.  While 
Paraflex  (chlorzoxazone)  and  chlorzoxazone-containing  prod- 
ucts have  been  suspected  as  being  the  cause  of  hepatic  toxicity 
in  approximately  eighteen  patients,  it  was  not  possible  to  state 
that  the  dysfunction  was  or  was  not  drug  induced.  Usual  Adult 
Dosage:  Two  tablets  q.i.d.  Supplied:  Scored,  light  green  tablets, 
imprinted  “McNEIL”  — bottles  of  100. 


References : 1.  Batterman,  R.  C-,  and  Grossman,  A.  J.:  Fed.  Proc.  1^:316,  1955. 
2.  Goodman,  L.  S.,  and  Gilman,  A.,  ed.:  The  Pharmacological  Basis  of  Thera- 
peutics, ed.  3,  New  York,  The  Macmillan  Company,  1965,  p.  331.  3.  Kestler,  O. 

C.,  and  Gyurik,  J.:  Industr.  Med.  Surg. 
31 :372.  1962.  4.  Forster,  S.,  et  al.:  Amer. 
J.  Orthop.  2:285,  1960.  5.  Friend,  D.  G. : 
Clin.  Pharmacol.  Ther.  5:871,  1964. 

*O.S.  PATENT  NO.  2,895,677 


( McNEIl  1 

MCNEIL  LABORATORIES,  INC.,  FT.  WASHINGTON,  PA.  19034 


Peripatetics 

by  Robert  V.  Lewis,  M.D. 

Of  more  than  local  interest  is  the  marketing  by 
the  Davol  Company  of  Providence  of  a new  pre- 
cision Dermatone  which  was  developed  by  ST.\N- 
LEY  SIMOX.  Prominent  displays  of  the  new  in- 
strument have  appeared  in  several  of  the  surgical 
specialty  journals. 

^ ^ 

CARROLL  M.  SILVER  was  recently  appointed 
Professor  Pro  Tern  at  the  iNlount  Sinai  Hospital 
of  greater  Miami.  The  feature  lecture  was  “Ortho- 
pedic Surgery  for  the  Lower  Extremities  in  Cere- 
bral Palsy.” 

^ 

IRVIXG  T.  GILSOX  has  become  the  first  full 
time  chief  of  medicine  for  Our  Lady  of  Fatima 
and  St.  Joseph’s  Hospitals.  He  succeeds  DOXALD 
P.  FITZPATRICK  at  Our  Lady  of  Fatima  as 
chief  of  medicine. 

% ^ H: 

JOHX  YASHAR  of  Providence  was  one  of  a 
group  of  181  physicians  from  the  Lmited  States 
and  Canada  recently  admitted  to  Fellowship  in 
the  American  College  of  Cardiology,  the  highest 
membership  classification  of  the  national  society 
for  specialists  in  cardio-vascular  diseases. 


R.  I.  THORACIC  SOCIETY  MEETING 

“Xew  Frontiers  in  Radiology”  will  be  the 
subject  of  the  Rhode  Island  Thoracic  Soci- 
ety’s seventh  annual  scientific  meeting  to  be 
held  Wednesday,  ^lay  20,  at  the  Biltmore 
Hotel  in  Providence. 

Morris  Simon,  M.D.,  of  the  radiology  de- 
partment of  Beth  Israel  Hospital,  Boston, 
will  speak  at  4:30  p.m.  on  the  plain  chest 
film  and  hyp)ertension.  Majic  Potsaid,  ^I.D., 
director  of  nuclear  medicine  at  Cardinal 
Cushing  Hospital,  Brockton,  will  follow  with 
a discussion  of  lung  scanning. 

The  society’s  annual  business  meeting  will 
be  held  at  5:45  p.m.,  to  be  followed  by  the 
traditional  joint  dinner  with  its  parent  or- 
ganization, the  Rhode  Island  Tuberculosis 
and  Respiratory  Disease  Association. 

Herbert  P.  Constantine,  M.D.,  vice  presi- 
dent, is  the  society’s  program  chairman.  Bar- 
bara L.  Carter,  M.D.,  arranged  the  scientific 
session  for  this  meeting. 


Xew  faculty  appointments  at  Brown  University 
are  ST  AXLE  Y M.  AROXSOX,  Professor  of  Med- 
ical Science;  HARRY  W.  CARTER,  Assistant 
Professor  of  Pathology-;  AXDREW  DOTT,  In- 
structor in  Physiology;  JACOB  DYCKMAN,  As- 
sistant Professor  of  Pathology;  MICHAEL  J. 
lATROPOULOS  and  STEPHEN'  R.  KAPLAX, 
Instructors  in  Medicine;  and  ALBERT  S.  MOST 
and  JOSEPH  S.  MOST,  Assistant  Professors  of 
Medical  Science. 


COMPLETE,  ACCURATE  AND  PROMPT 
ANALYSIS 

HOPKINS  MEDICAL  LABORATORY 

322  Broadway 
Providence,  Rhode  Island 

Tel.  GAspee  1-7244 
Res.;  725-5996 

Angelo  G.  Viticonte,  AB;MT. 

Director 

Ascanio  Di  Pippo,  Ph.D. 
Biochemistry 


DOCTORS  SUITE  FOR  RENT 

295  Angell  Street,  Providence;  modern,  air 
conditioned  established  doctor's  location; 
heat,  electricity  and  parking  facility  in- 
cluded in  rent. 

Apply  to  Nathan  Newburger,  telephone 
941-1542  between  8 and  10  a.m.  or  6 to 
8 p.m.  or  write  to  174  Porter  Street, 
Providence,  R.  I.  02905. 
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for  the  debilitated 
geriatric  patient 


BercMMsa: 

TABLETS 

high  potency  B-complex  and  C 
for  nutritional  support 

AVAILABLE  ONLY  ON  Rx 
contains  water-soluble  vitamins  only 
b.i.d.  dosage 
good  patient  acceptance 
no  odor,  and  virtually  no  aftertaste 


Each  Berocca  Tablet  contains: 

Thiamine  mononitrate  15  mg 

Riboflavin  15  mg 

Pyridoxine  HCI 5 mg 

Niacinamide 100  mg 

Calcium  pantothenate  20  mg 

Cyanocobalamin  5 meg 

Folic  acid 0.5  mg 

Ascorbic  acid 500  mg 

Usual  dosage  is  one  tablet  b.i.d. 

Indications:  Nutritional  supplementation  in  conditions  in 
which  water-soluble  vitamins  are  required  prophylactically 
or  therapeutically. 

Warning:  Not  intended  for  treatment  of  pernicious  anemia 
or  other  primary  or  secondary  anemias.  Neurologic  involve- 
ment may  develop  or  progress,  despite  temporary  remission 
of  anemia,  in  patients  with  pernicious  anemia  who  receive 
more  than  0.1  mg  of  folic  acid  per  day  and  who  are  in- 
adequately treated  with  vitamin  Biq. 

Dosage:  1 or  2 tablets  dally,  as  indicated  by  clinical  need. 
Available:  In  bottles  of  100. 


Roche 

LABORATORIES 


i 


Division  of  Holfmann-La  Roche  Inc. 
Nutley.  New  Jersey  07110 


Book  Reviews 


THE  FIRST  COXFEKEXCE  OX  THE  CLIXI- 
CAL  DELIXEATIOX  OF  BIRTH  DEFECTS. 
Part  /.-  Special  Lectures.  Part  II-  Maljormatioti 
Syndromes.  Part  Ill-Limb  Malformations.  Held 
at  The  Johns  Hopkins  Hospital,  Baltimore,  iMd., 
Ha}'  20-25,  1968.  Birth  Defects:  Original  Arti- 
cle Series.  Vol.  \',  Xos.  1,  2,  3,  1969.  Xational 
Foundation,  X’ew  York,  1969. 

The  first  conference  on  the  clinical  delineation 
of  birth  defects  was  sponsored  by  the  Xational 
Foundation-iMarch  of  Dimes  and  the  Johns  Hop- 
kins Hedical  Institutions.  The  four  areas  covered 
in  the  one-week  conference  were  malformation  syn- 
dromes, limb  anomalies,  skeletal  dysplasias,  and 
the  phenotypic  aspects  of  chromosomal  aberrations. 

Part  I consists  of  two  lectures  on  ( 1 ) Recent 
advances  in  developmental  biology,  and  ( 2 ) De- 
velopmental mechanisms  found  in  allophenic  mice 
with  sex  chromosomal  and  pigmentary  mosaicism. 
They  are  of  interest  only  to  other  workers  in  this 
field.  Doctor  Victor  iMcKusick  has  a paper  on 
Lumpers  and  Splitters  showing  that  it  is  easier  to 
recognize  similarities  than  differences.  It  is  more 
natural  to  be  a “lumper,”  and  only  when  we  see 
many  defects  do  we  tend  to  become  “splitters.” 

Part  H is  entitled  iMalformation  syndromes.  Its 
275  pages  are  filled  with  case  reports  and  illustra- 
tions. This  is  a very  interesting  book  to  read.  How- 
ever, the  numbers,  variations,  and  combinations  of 
birth  defects  are  so  great  that  one  book  cannot 
cover  the  whole  subject.  The  conference  was  held 
at  the  Johns  Hopkins  Hospital  where  the  study  of 
birth  defects  is  perhaps  the  best  in  the  country. 

The  third  volume  is  called  Limb  Malformations. 
It  consists  of  case  reports,  profusely  illustrated. 
This  will  prove  a useful  book  of  reference  when 
studving  an  unusual  deformity. 

The  whole  subject  of  genetics  is  still  in  the  first 
stage  namely,  description  and  diagnosis.  The  sec- 
ond stage,  etiology,  and  the  third,  prevention  and 
treatment,  are  yet  to  come. 

H.  G.  Calder,  m.d. 


TOB.ICCO  AXD  YOUR  HEALTH:  THE  SMOK- 

IXG  COXTROVERSY,  by  Harold  S.  Diehl, 

M.D.,  iMcGraw-Hill  Book  Company,  Xew  York. 

1969.  S2.95 

This  book  is  one  which  should  be  of  great  value 
to  very  many  people.  It  is  written  by  a man  who 
can  speak  with  authority,  a man  who  has  been  a 
distinguished  teacher  and  an  investigator  of  human 
ills,  and  who  has  “during  the  past  decade  focused 
his  attention  largely  on  smoking  and  health.”  As 
Doctor  Berwin  F.  iMattison,  Executive  Director  of 
the  American  Public  Health  Association  says  in  a 
foreword,  the  book  is  “no  temperance  tract,  no 
emotional  tirade,  but  a scientific  work  of  fascin- 
ating fact  that  builds  to  an  inescapable  conclusion.” 

In  the  sixteen  chapters  of  this  work  practically 
every  important  phase  of  the  problem  of  smoking, 
especially  of  cigarettes,  is  discussed.  In  addition  the 
five  appendices  are  ver\-  valuable,  particularly  the 
“attack  on  the  evidence  on  smoking  and  health” 
and  "If  you  want  to  give  up  cigarettes.”  To  try  to 
cover  more  than  the  major  points  emphasized  in 
this  book  is  not  reasonable  in  a report  of  this  na- 
ture. Therefore  an  attempt  will  be  made  to  give 
relatively  little  detailed  attention  to  those  highly 
important  subjects — the  great  increase  in  cancer, 
cardiac  disease  and  chronic  bronchitis  with  em- 
physema that  result  from  smoking — because  they 
are  so  clearly  understood  by  physicians.  However, 
it  should  be  pointed  out  that  these  facts  are  pre- 
sented in  detail  in  this  book  as  clearly  and  com- 
petent'y  as  they  will  be  found  anywhere. 

Proceeding  at  once  to  Chapter  Ten  titled  “Dis- 
senting Opinion.”  we  find  it  of  interest.  It  contains 
sixteen  statements  in  italics  (two  in  the  form  of 
questions)  which  are  designed  to  render  the  rela- 
t’on  betwe<=‘n  tobacco  and  both  cancer  and  other 
diseases  at  least  questionable.  These  statements  or 
questions  are  very  adequately  refuted.  One  will  be 
cited  as  an  example. 

Statement — “At  the  congressional  hearings  on 
('Continued  on  page  IS?! 
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CContinued  from  page  186) 
the  cigarette-labelling  bill  39  of  the  49  medical 
j authorities  and  statisticians  who  testified  disagreed 
with  the  report  of  the  Surgeon  General's  Advisory 
Committee  and  charged  that  the  findings  were  dis- 
torted.” 

i Comment — ‘‘This  statement  ignores  the  fact  that 

j the  ten  physicians  who  agreed  with  the  conclusions 
' of  the  Surgeon  General's  report  and  testified  in 
support  of  cigarette  labelling  legislation  were  rep- 
i resentatives  of  national  medical  and  health  organi- 

i zations  with  tens  of  thousands  of  physician  mem- 

! bers,  while  the  39  who  testified  as  indicated  were 

I .sought  out  and  presumably  compensated  as  con- 

sultants by  the  tobacco  industry.  The  testimony 
of  the  Chairman  of  the  Senate  Commerce  Commit- 
tee which  conducted  the  hearings  begins  as  follows 
j — ‘There  remains  no  reasonable  doubt  that  cigar- 

' ette  smoking  is  a significant  health  hazard.’  ” (The 
; remainder  of  his  statement  may  be  found  on 
pages  118  and  119  of  the  book.) 

If  one  turns  at  this  point  to  Appendix  C (page 
i 217)  “Attacks  on  the  Evidence  of  Smoking  and 

1 Health’'  he  will  find  that  desperate  and  at  times 

quite  deceitful  attempts  have  been  made  to  dis- 
credit the  opinion  of  the  U.S.  Surgeon  General  and 
medical  investigators  in  this  country  and  abroad.  A 
Mr.  Frank  and  True  (!)  Magazine  receive  partic- 
ular attention.  Stanley  Frank  first  denied  and  later 
I admitted  that  he  is  the  author  of  “Cigarette-Cancer 

I Link  is  Bunk'’ — this  under  a false  name.  There 

I are  slightly  more  than  eleven  pages  devoted  to  dis- 

\ cussion  of  the  desperate  attempts  of  Frank,  True 

Magazine  and  others. 

In  Chapter  11,  “Who  Smokes  and  Why,”  we 
find  a number  of  statistical  tables  showing  the 
relation  of  smoking  to  various  factors — age,  sex, 

! residence,  color,  family  income,  and  education,  also 
' relation  to  other  smokers  in  the  family  and  other 
; factors. 

.\n  interesting  table  concerning  freshmen  at 
Princeton  L’niversity  shows  a striking  but  gradual 
drop  in  the  percentage  of  smokers  from  42  per 
cent  in  1948  to  7 per  cent  in  1966.  A note  on 
I smoking  by  physicians  is  also  interesting. 

' Several  reports  are  noted  which  point  out  that 
i the  number  of  smokers  in  the  U.S..\.  is  definitely 
decreasing.  In  addition  the  various  reasons  for 
which  people  take  up  the  smoking  habit  are  briefly 

I discussed. 

Chapter  12  deals  in  detail  with  the  giving  up  of 

II  the  smoking  habit.  In  one  survey  it  is  noted  that 


“up  to  86  per  cent  of  smokers  say  that  they  would 
like  to  break  the  habit.” 

Various  types  of  smokers  are  reviewed.  For  ex- 
ample the  ‘‘Rela.xation  Smokers"  who  “enjoy  smok- 
ing most  when  they  are  relaxed  and  comfortable.” 
iMost  people  of  this  type  “can  get  along  quite  easily 
without  cigarettes.”  The  “Craving  Smokers”  on  the 
other  hand  are  found  to  be  very  definitely  “and 
psychologically'’  addicted  and  “must  quit  com- 
pletely and  all  at  once.” 

For  still  other  individuals  group  sessions  are 
effectiv’e.  The  very  successful  plan  of  this  type  de- 
veloped by  Doctor  Fredrickson  of  Xew  York  City 
Health  Department  is  described  in  detail. 

Appendix  D (page  231)  presents  a more  com- 
plete study  of  this  subject  by  Doctor  Clifton  R. 
Read  as  it  is  published  by  the  American  Cancer 
Society. 

Chapter  13 — The  responsibility  of  government 
for  general  protection  of  citizens  finally  was  reali- 
zed to  include  making  clear  to  the  public  the  health 
hazard  involved  in  smoking — especially  smoking 
cigarettes.  The  Surgeon  General’s  Advisory  Com- 
mittee, the  Surgeon  General  himself,  and  several 
allied  organizations  did  their  part,  but  Congress  let 
them  down.  The  Xew  York  Times  in  an  editorial 
called  the  action  of  Congress  “a  shocking  piece  of 
special  interest  legislation”  and  the  Atlantie  Month- 
ly labeled  it  "The  Quiet  \’ictory  of  the  Cigarette 
Lobby.  ’ It  is  pointed  out  that  without  concerted 
action  on  the  part  of  the  people  generally  “the  or- 
ganized special-interest  group'’  is  sure  to  have  its 
way. 

Chapter  14 — “The  Efforts  to  Reduce  Smoking.” 
Despite  the  apparent  control  of  politicians  by  the 
Tobacco  Lobby,  progress  is  being  made.  The  Na- 
tional Interagency  Council  on  Smoking  and  Health 
contains  twenty-fiv'e  full  member  organizations. 
.\mong  these  are  the  American  College  of  Physi- 
cians, The  American  College  of  Surgeons,  and 
other  leading  organizations  which  deal  with  public 
health,  nursing,  and  the  like.  Also,  important  gov- 
ernment agencies  are  included.  At  least  one  Xew 
York  bank  has  eliminated  all  smoking  by  decree 
and  another  has  given  a ten  dollar  increase  in  sal- 
ary to  all  employees  who  give  up  the  habit  or  are 
already  non-smokers. 

Chapter  15 — “Counterattacks.”  This  is  interest- 
ing for  it  discusses  the  desperate  efforts  of  the 
tobacco  industry  to  induce  the  public  to  believe 
that  “There  has  been  no  scientific  proof  that  cig- 
arette smoking  causes  human  disease.”  There  are 
iContimied  on  next  page) 
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a number  of  well-known  politicians,  including  U.S. 
Senator  Thurston  Morton  of  Kentucky,  who  up- 
hold the  Tobacco  Institute,  which  now  is  a definite 
organization  of  the  major  comj^anies.  With  these 
powerful  individuals  backing  them,  the  tobacco 
companies  have  been  able  to  check  the  enactment 
of  legislation  which  would  regulate  cigarette  adver- 
tising in  magazines,  other  publications,  and  on 
television.  It  is  also  well  to  remember  that  many 
kinds  of  business,  including  even  banks  and  insur- 
ance companies,  are  influenced  by  the  tobacco 
firms  with  which  they  may  be  dealing. 

Another  matter  wdiich  may  well  be  of  prime  im- 
portance to  consider  and  hopefully  to  check  is  the 
sending  of  tax-free  cigarettes  to  the  troops  in  the 
Far  East,  “ promoting  the  smoking  habit  among 
the  nation's  fittest  jmung  men  and  women.” 

Chapter  16 — In  this,  the  final  chapter.  Doctor 
Diehl  strongly  advises  people  to  make  their  oum 
decisions  as  to  smoking,  but  to  make  them  with  full 
understanding  of  the  known  facts  concerning  the 
consequences  of  smoking — in  contrast  with  the  vol- 
uminous and  misleading  advertising  which  reaches 
practically  all  of  our  citizens.  The  cost  of  smoking, 
as  he  points  out,  is  not  primarily  the  money  spent 
but  the  "illnesses,  disabilities  and  premature  deaths” 
that  so  commonly  occur.  In  a free  country"  the 
choice  belongs  to  the  individual,  but  the  individual 
must  have  facts  on  which  to  decide. 

NOTE:  I am  told  that  the  author  has  “had 
letters  from  many  physicians  saying  that  it  is  a 
book  that  will  be  helpful  to  their  patients  who 
should  stop  smoking,  as  well  as  to  others  who  want 
information  about  the  smoking  problem.” 

Alex  ]\I.  Burgess,  m.d. 

IXTERFEROX . Ciba  Foundation  Symposium 
Dedicated  to  Alick  Isaacs.  Edited  by  G.  E.  W. 
Wolstenholme  and  Maeve  O’Connor.  Little, 
Brown  and  Company,  Boston,  1967.  $12.00 
Interferon  was  discovered  about  ten  years  ago 
and  claimed  to  have  therapeutic  value  in  viral  dis- 
eases. It  was  found  ineffective  and  generally  dis- 
carded. In  the  last  few  years,  however,  there  has 
been  a renewed  interest  in  the  subject,  and  this 
book  is  the  result  of  a conference  of  twenty"-six 
scientists  from  many"  countries. 

Interferon  is  a species-specific,  non-toxic  protein 
which  is  produced  by  body  cells  when  induced  by 
various  materials.  There  is  extensive  discussion  of 
the  tyi^es  of  induction.  Human  interferon  is  best 
obtained  in  vitro  by  the  action  of  the  myxoviruses 
(Continued  on  page  202) 
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Medical  Education  and  a Community 
Approach  to  Alcoholism 


It  Is  A Great  Puzzle  W hy  Alcoholism  Is  A 
Pariah  Among  Diseases 


By  Frank  A.  Seixas,  M.D. 

Having  been  asked  to  speak  on  Alcoholism,  Edu- 
cation and  the  Community,  I pondered  what  that 
could  possibly  mean.  Translating  this  into  com- 
prehensible terms,  I could  see  that  my  talk  was 
meant  to  comprise  Revolution,  Ecology  and  Rele- 
vance as  they  applied,  of  course,  to  my  specific 
subject  of  alcoholism. 

Revolution  is  a subject  that  comes  easily  to  mind 
when  one  is  in  Providence  on  this  historic  mile^ 
with  its  memories  of  colonial  and  revolutionary 
.\merica.  And  one,  interested  in  alcoholism,  is  re- 
minded not  only  of  the  Whiskey  Rebellion,  a 
struggle  which  affirmed  the  use  of  the  strong  stuff 
in  those  days,  but  the  fact  that  in  the  eighteenth 
century  alcoholism  was  already  recognized  as  part 
of  the  medical  purview. 

It  was  in  1788  that  Thomas  Trotter  wrote  his 
doctor's  thesis  at  the  University  of  Edinburgh 
titled  Essay,  Medical,  Philosophical  and  Chemical, 
on  Drunkenness.-  William  Heberden  wrote  of  Eb- 
rietus,^  “It  is  generally  a favorable  circumstance 

FRAXK  A.  SEIX.AS,  M.D.,  Medical  Director 
Xational  Council  on  .Alcoholism,  New  York,  W.T. 

Presented  at  Brown  University  by  Division  of  Bio- 
logical and  Medical  Sciences,  February  16,  1970. 


to  have  an  illness  arise  from  an  external  cause 
rather  than  from  any  internal  failing.  Alen  of 
strong  constitution  and  high  health  are  those  who 
most  usually  indulge  themselves  in  this  excess,  and 
these  circumstances  which  betrayed  them  into  their 
danger  will  greatly  assist  in  helping  them  out.”  One 
is  reminded  that  Benjamin  Rush,  the  colonial  phy- 
sician who  trained  abroad  and  was  one  of  the  out- 
standing physicans  of  the  time,  also  wrote  on  al- 
coholism. His  paper  titled  .An  Inquiry  Into  the 
Effect  of  .Ardent  Spirits  Upon  the  Human  Body 
and  Mind  With  an  .Account  of  the  Means  of  Pre- 
venting and  of  the  Remedies  for  Curing  Them  was 
published  in  1785.‘  Doctor  Rush  helped  found  the 
Medical  School  of  the  University  of  Pennsylvania. 

But  medical  education,  starting  in  the  colonies 
under  excellent  auspices  such  as  these,  soon  out- 
grew its  high  hopeful  beginnings  in  America.  The 
demands  of  the  rapidly  growing  country  soon  out- 
stripped its  educational  institutions,  and  without 
strict  licensing  arrangements  generations  of  phy- 
sicians grew  up,  either  trained  only  by  the  pre- 
ceptorship  of  an  older  physician,  or  given  a short 
course  of  training  in  a medical  diploma  mill,  or 
even  setting  up  to  sell  a magical  medicine  without 
any  training  at  all.  This  chaotic  situation  included 
(Continued  on  next  page) 
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medical  schools  of  like  calibre  affiliated  with  old 
universities  of  the  highest  standing  in  other  respects. 
However,  the  lack  of  endo\\Tnent.  lack  of  licensing, 
and  lack  of  review  and  scientific  standards  con- 
spired to  perpetuate  an  intolerable  and  dangerous 
situation.  Seme  more  clear-visioned  men,  often 
trained  abroad,  saw  this  dreadful  state  as  it  was 
and  called  for  reform.  Patrick  iMacaulay's  dis- 
course Medical  Improvement,  published  in  1823,  is 
thought  to  have  been  read  by  his  friend.  John  Hop- 
kins, a wealthy  Baltimorean  merchant  and  is  be- 
lieved to  have  stimulated  the  gift  of  the  entire 
Hopkins  fortune  to  the  Johns  Hopkins  University 
and  Hospital,  with  the  Johns  Hopkins  ^ledical 
School  opening  in  1893.  It  was  the  model  for  a 
university  based,  scientifically  oriented  school  of 
medicine.^ 

In  1908  the  Carnegie  Foundation  for  the  Ad- 
vancement of  Teaching  employed  Abraham  Flexner 
an  educator,  to  make  a survey  of  medical  education 
in  the  United  States.®  Flexner  traveled  throughout 
the  country,  visited  all  the  schools,  and  called  his 
shots  as  he  saw  them.  With  Johns  Hopkins  as  his 
model  Flexner  called  attention  to  the  inadequacies 
of  the  other  schools,  and  this  one  report  caused  a 
revolution  in  medical  education.  Like  the  American 
Revolution,  this  was  a successful  one — in  fact  its 
success  was.  it  seems,  too  great.  The  emphasis  was 
placed  on  having  a limited  number  of  medical 
schools  with  faculties  of  the  highest  calibre  of 
scientific  training,  scholarship,  science,  and  the 
academic  pursuit  of  knowledge. 

The  advances  made  under  this  arrangement 
have  been  immense.  Such  feats  of  medical  science 
as  the  elimination  of  poliomyelitis;  the  adv’ances 
against  all  types  of  infectious  disease;  the  elucida- 
tion of  various  types  of  heart  failure  and  heart 
disease,  their  physiology,  treatment  and  cure;  and 
the  beginnings  and  development  of  aseptic  surgery 
are  all  too  well  known  to  find  it  necessary  to  detail 
them. 

But  at  the  same  time,  almost  without  our  know- 
ing it,  a crisis  has  been  developing  in  the  medical 
establishment.  The  excellent  university  based  med- 
ical schools  have  become  more  and  more  complex; 
but  they  have  refused  to  increase  their  classes, 
while  the  medical  needs  of  the  country  have  grown 
to  mammoth  proportions.  With  no  increase  in  the 
number  of  physicians  and  an  increasing  number  of 
patients  the  medical  needs  of  the  country  are 
again  unmet.  The  cost  of  medical  care  with  all  its 
gadgetry  has  skyrocketed.^  The  situation  is  again 
critical  and  demands  a revolution. 


Among  the  revolutionaries  are  the  patients  them- 
selves. F’nder  the  banner  of  consumer  participation 
they  are  asking  that  the\-  be  given  more  control 
over  their  medical  care  and  that  the  medical  care 
given  them  be  pertinent  to  the  disease  processes 
which  afflict  them.  This  kind  of  revolutionary  en- 
thusiasm is  seen  at  its  most  dramatic  when  the 
mothers  of  drug  addicts  do,  as  they  recentlj'  did  at 
St.  Luke's  Hospital  in  Xew  York,  picket  and  storm 
the  hospital  to  demand  that  their  children  be  treat- 
ed there.  But  it  has  gone  on  with  its  citizen  armies 
in  milder  and  more  socially  accepted  ways  for  many 
years  with  the  establishment  of  voluntary  agencies 
to  promote  the  treatment  and  research  facilities  for 
neglected  disease  processes.  Such  a neglected  di- 
sease is  alcoholism,  called  ‘‘this  nation's  Xo.  1 
health  problem’'  by  Assistant  Secretary  for  Health 
and  Scientific  Affairs  of  HEW,  Roger  O.  Egeberg, 
W.D.*  Such  a society  is  the  Xational  Council  on 
Alcoholism,  which  has  promoted  the  disease  concept 
of  alcoholism  for  25  years. 

iMedical  students  too,  by  no  means  radicals, 
have  joined  the  revolutionary  ranks  in  demanding 
that  their  education  be  pertinent  to  the  demands 
they  find  will  be  placed  on  them  as  practicing 
physicians.  It  is  of  some  interest  that  one  medical 
school  has  developed  a committee  of  students  and 
faculty  to  plan  a series  of  lectures  on  subjects  of 
interest,  not  covered  in  the  curriculum,  which  the 
students  would  like  to  study.  The  first  lecture  in 
this  series  was  a seminar  on  alcoholism!  The 
Student  American  iMedical  Association,  because 
of  its  interest  in  socio-medical  problems  such  as 
this,  has  agreed  to  carry  on  a poll  of  its  member- 
ship, jointly  with  the  Xational  Council  on  Alcohol- 
ism, on  medical  school  teaching  in  alcoholism.  This 
study  is  just  getting  under  way. 

ECOLOGY 

It  is  a great  puzzle  why  alcoholism  is  such  a 
pariah  among  illnesses.  There  are  explanations — 
none  of  them  totalh'  satisfying — to  explain  the 
peculiar  blind  spot  which  has  conspired  to  make 
the  alcoholic  refused  admission  to  hospitals,  mis- 
understood, reviled,  and  unstudied  while  his  neigh- 
bor \dth  a barbituate  overdose  is  sympathetically 
hospitalized  and  well  handled;  the  equally  ataxic 
person  with  cerebral  palsy  is  given  elaborate  serv- 
ices. The  complex  attitudes  that  have  been  devel- 
oped by  the  temperance  movement,  prohibition, 
and  it  repeal,  and  before  all  this  the  Puritan  ethic, 
have  all  undoubtedly  played  a role.  Today,  perhaps, 
the  climate  is  becoming  more  favorable  for  a better 
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understanding  of  alcoholism.  One  reason  is  that 
we  have  suddenly  come  up  against  a subject  called 
ecology.  i\Ian  must  live  in  symbiosis  with  his  en- 
vironment. Suddenly  we  have  begun  to  notice  the 
smog  over  our  cities,  the  pollution  of  our  streams, 
the  beer  can  by  the  highway,  the  relationship  of 
butter  to  arteriosclerosis,  and  indeed  the  relation- 
ship of  the  drink  to  the  auto  fatality.  Suddenly  we 
are  beginning  to  see  that  if  80  million  {people  drink 
it  is  not  surprising  that  6.5  million*-’  will  develop 
a degree  of  tolerance,  withdrawal  symptoms,  and 
addiction  which  we  call  gamma  alcoholism  and 
which  is  a progressive  relapsing  disease  ending  in 
death.  .And  as  we  strive  to  clean  the  air  and  the 
streams,  desaturate  the  fats,  we  are  going  to  make 
a massive  effort  to  obtain  primary  prevention  of 
alcoholism  by  a shift  of  attitudes  and  an  increase 
of  knowledge  about  alcoholism,  and  ways  to  avoid 
it. 

RELEVANCE 

•A  close  study  of  ecological  goals  shows  that  they 
are  concerned  with  making  changes  in  the  environ- 
ment enabling  us  to  avoid  disease;  this  is  primary 
prevention.  But  those  of  us,  including  the  medical 
students,  who  are  interested  in  the  relevant  problem 
— the  NOW  problem — ^are  not  satisfied  with  pre- 
vention alone.  They  know  that,  although  alcoholism 
is  complex,  and  needs  medical  treatment,  psychi- 
atric evaluation  on  occasion,  counselling,  support, 
and  reeducation,  and  whenever  people  have  put 
their  hands  and  their  hearts  to  the  treatment  task, 
rehabilitation  can  be  expected  in  at  least  30  per 
cent  of  cases.  In  fact,  some  therapists  have  reported 
success  in  70  or  80  per  cent  of  sick  alcoholics.^” 
They  know  that  the  alternative  is  death  by  fire, 
accident,  or  illness.  They  have  seen  people  with 
cirrhosis  and  varices,  and  chronic  alcoholics  who 
are  permanent  inmates  in  mental  institutions  be- 
cause of  irreversible  brain  damage.  In  short,  they 
insist  that  the  6,500,000  active  alcoholics  in  the 
country  today  begin  to  receive  treatment  for  their 
medical  condition  (so-called  tertiary  prevention), 
and  the  fourth  stage  of  medical  treatment,  rehabil- 
itation. Recently  efforts  have  been  started  towards 
secondary  prevention — namely,  early  diagnosis 
through  case  finding  in  a prodromal  stage.  One 
such  effort  begun  this  year  in  Bergen  County,  New 
Jersey,”  during  Alcoholism  Detection  Week,  gives 
promise  of  spreading  and  improving  our  chances 
of  success. 

.Alcoholism  has  relevance  not  only  for  the  treat- 
ment opportunity  it  presents  in  our  present  stage 
of  knowledge.  There  is  a further  bonus.  Elucidation 


of  the  physiology  and  pathophysiology  of  alcohol 
and  alcoholism  is  not  yet  complete  and  presents  a 
fertile  re.search  opportunity  with  current  investi- 
gative methods.  The  recent  discoveries  of  alcohol’s 
prime  role  in  creating  the  fatty  liver, of  de- 
pressing bone  marrow,”  and  of  starting  myopathies 
including  cardiomyopathy,’®  are  to  be  noted.  The 
studies  of  altered  metabolism  of  catecholamines  on 
ingestion  of  alcohol’”  remain  to  be  enlarged  on  as 
pointers  toward  an  eventual  biological  or  pharma- 
cological aid  or  cure. 

.As  Henley  says,  “There  are  few  areas  in  clinical 
medicine  where  the  activities  in  laboratories  not 
primarily  devoted  to  the  study  of  human  disease 
have  thrown  more  light  on  challenging  clinical 
problems.’’’"  For  the  basic  science  oriented  physi- 
cian this  should  be  a sufficient  incentive  for  further 
study.  For  the  clinician  the  demands  of  the  alco- 
holic for  the  utilization  of  the  art  of  medicine,  and 
for  the  practice  of  comprehensive  care,  can  be  the 
kind  of  reward  he  will  rarely  get  elsewhere.  For 
the  enrichment  of  the  experience  of  practicing 
medicine  1 can  personally  recommend  the  treatment 
of  alcoholism.  But  in  addition  to  being  rewarding, 
revolutionary,  and  ecological,  one  should  always 
remember  that  it  is  relevant. 
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Wipe  Out  German  Measles  Campaign 
Unequivocal  Success 


Stateu'ide  Rubella  Vaccination  Program 
Places  Rhode  Island  In  Forefront  In 
Major  Public  Immunization  Protection 


By  H.  Denham  Scott,  M.D. 


It  is  a pleasure  to  report  the  final  results  of  the 
1969  Wipe  Out  German  Measles  Campaign.  It  was 
made  an  unequivocal  success  by  the  nearly  3, OCX) 
professional  and  lay  volunteers  who  participated 
in  the  organization  and  execution  of  the  nearly 
425  immunization  clinics.  For  the  most  part  these 
were  conducted  during  the  twenty  school  days 
from  November  13  — December  19,  1969.  Six 
make-up  clinics  were  held  on  Sunday  February  1, 
1970. 

Table  I shows  the  kindergarten  — 5th  grade  cov- 
erage was  much  more  adequate  than  that  in  the 
6th  grade  and  special  education  classes.  This  fact 
is  explained  by  the  large  proportion  of  children 
more  than  eleven  years  old  found  in  the  latter 
groups. 

Table  II  reveals  the  number  of  children  immun- 
ized at  the  make-up  clinics  and  the  final  percentage 
of  the  elementary  school  px^pulation  reached.  These 
figures  were  calculated  based  on  the  total  enroll- 
ment from  kindergarten  — 6th  grade  and  did  not 
exclude  children  who  had  reached  their  twelfth 
birthday. 

H.  DENHAM  SCOTT,  iM.D.,  of  Providence,  R.I. 
Campaign  Coordinator  for  Rhode  Island  “Wipe 
Out  German  Measles”  Campaign  sponsored  by 
R.  I.  Medical  Society  and  R.  I.  State  Department 
of  Health. 


TABLE  II 

MAKE-UP  CLINICS  — FEBRUARY  1,  1970 


Grand  Totals  Adjusted 
Number  (Schools  and  % 

Regional  Area  Immunized  Make-Up)  Immunized 

Metropolitan  1,033  40,387  73.0 

Xorthern  362  14,297  72.5 

Southern  616  24,772  75.8 

Southeastern  314  14,438  77.3 


TOTALS  2,325  93,894  74.4 


Table  III  presents  the  results  by  city  and  town. 
Table  IV  shows  the  relative  contribution  of  vol- 
unteer and  health  department  physicians. 

Finally  Table  V reviews  the  results  of  the  three 
major  immunization  campaigns  conducted  in  the 
1960’s.  The  people  of  this  state  can  look  with  pride 


TABLE  111 

RUBELLA  CAMPAIGN  BY  COMMUNITIES 


Number  Percent 

Metropolitan  Enrollment  Immunized  Immunized 


Providence  20,407  13,684  67.0 

Central  Falls  2,685  1,969  73.2 

Cranston  9.291  6,809  73.5 

East  Providence  7,177  5,293  73.5 

Johnston  3,133  2,350  75.0 

Xorth  Providence  . 3,092  2,281  73.8 

Pawtucket  9,652  6,968  72.3 


TOTAL  55,437  39,354  71.3 
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to  these  fine  efforts  and  to  the  fact  that  in  each  rapid,  comprehensive  protection  against  polio,  meas- 

instance  Rhode  Island  set  a national  standard  for  les,  and  rubella  (German  measles). 


TABLE  I 


FINAL  RESULTS  OF  RUBELLA  IMMUNIZATION  CAMPAIGN,  NOVEMBER. DECEMBER,  1969 


Kindergarten-Sth  Grade  6th  Grade  and  Miscellaneous*  Total  ICindergarten.6th  and  Misc 


Total 

% 

Total 

% 

Total 

% 

Immu- 

Immu* 

Immu- 

Immu- 

Immu- 

Immu- 

Regional  Area 

Enrollment  nized 

nized 

Enrollment  nized 

nized 

Enrollment  nized 

nized 

Metropolitan  . . 

46,693  35,089 

75.2 

8,744  4,265 

49.0 

55,437  39,354 

71.3 

Northern  

16,623  12,335 

74.3 

3,042  1,600 

53.3 

19,655  13,935 

71.0 

Southern  

27,496  21,403 

77.7 

5,061  2,753 

54.3 

32,557  24,156 

74.3 

Southeastern  . . 

15,549  12,569 

80.8 

2,766  1,555 

56.3 

18,315  14,124 

77.3 

TOTALS  

106,351  81,396 

76.6 

19,613  10,173 

51.7 

125,964  91,569 

72.7 

^Miscellaneous 

— mainly  special  education 

Table  III  Continued 

Number 

Percent 

Number 

Percent  Northern 

Enrollment 

Immunized  Immunized 

Southeastern 

Enrollment  Immunized 

Immunized 

1 453 

1 233 

85  0 

Barrington  

2,829  2,228 

78.8 

Cumberland  

C069 

2^993 

68.6 

Bristol  

2,571  2,083 

81.2 

Foster  

335 

258 

77.1 

Little  Compton 

358  271 

75.7 

Glocester  

783 

539 

64.8 

Middletown  

2,867  2,323 

81.2 

Lincoln  

. 2,159 

1.576 

72.1 

Newport  

4,660  3,476 

74.5 

North  Smithfield 

1,159 

826 

71.3 

Portsmouth 

2,017  1,558 

77.3 

Scituate  

1,060 

732 

69.0 

Tiverton  

1,555  1,034 

66.5 

Smithfield 

2,189 

1,734 

79.3 

Warren  

1,458  1,151 

79.4 

Woonsocket 

6,448 

4,044 

62.7 

TOTAL  

..  18,315  14,124 

77.3 

TOTAL  

19,655 

13,935 

71.0 

Southern 

Enrollment 

Number 

Immunized 

Percent 

Immunized 

CTiarlestown  

462 

303 

65.7 

Coventry 

...  3,502 

2,512 

71.5 

East  Greenwich 

. 1,669 

1,143 

68.4 

Hopkinton  

936 

636 

68.0 

Jamestown  

382 

310 

81.2 

Narragansett  

685 

544 

79.5 

New  Shoreham  .. 

36 

36 

100.0 

North  Kingstown 

3,570 

2,550 

71.4 

Richmond  

455 

334 

73.4 

South  Pingstown 

..  1,779 

1,400 

78.7 

Warwick  

. . 12,656 

9,831 

77.5 

West  Greenwich- 
Hxeter  

672 

507 

75.4 

Westerly  

...  2,507 

1,706 

68.0 

West  \^'arwick  . 

3,246 

2,344 

72.2 

TOTAL  

....  32,557 

24,156 

74.3 

TABLE  V 

1960*9:  DECADE  OF  IMMUNIZATIONS 


Year 

Campaign 

Percent 

Target  Population  Immimized 

1963 

Oral  Polio 

Type  I 

Entire  state 

80.0 

Type  II 

Entire  state 

74.9 

Type  III 

Entire  state 

73.3 

1966 

Measles 

Susceptible  children 
1-12  Estimated 

50,000 

67.2 

1969 

Rubella 

.\11  children  5-11 

Approximately 

125,000 

74.4 

TABLE  IV 

RELATIVE  CONTRIBUTION  OF  VOLUNTEER  (139)  AND  HEALTH  DEPARTMENT  PHYSICIANS  (6)* 


Number  of  Schools 
Visited 


Number  of  Pupils 
I mmunized 


Health  Health 

Volunteer  Department  Volunteer  Department 


AREA 

No. 

% 

No. 

% 

Total 

No. 

% 

No. 

% 

Total 

Metropolitan 

96 

54.3 

81 

45.7 

177 

20,365 

51.8 

18,989 

48.2 

30,354 

Northern 

59 

81.0 

14 

19.0 

73 

9,736 

70.0 

4,199 

30.0 

13,935 

Southern 

62 

62.0 

39 

39.0 

101 

12,036 

49.6 

12,120 

50.4 

24,156 

Southestern 

32 

45.5 

34 

54.5 

66 

6,064 

42.6 

8060 

57.4 

14,124 

TOTAL 

249 

59.7 

168 

40.3 

417 

48,201 

52.2 

43,368 

47.8 

91,569 

*Does  not  include  Make-Up  clinics 
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The  Role  of  the  Hospital  in  the  Community 


ir  e Must  Broaden  The  Base  Of  Our  De- 
cision-Making Process  And  Our  Operant 
Structure 


By  David  J.  Fish,  *M.D. 

Xo  man  can  properly  claim  that  his  service  as 
President  of  the  Staff  for  a year  gives  him  such  in- 
sight that  he  can  provide  ultimate  solutions  for 
those  vexing  problems,  medical  and  administrative, 
which  arise  from  the  role  that  a hospital  such  as 
ours  plays  in  the  total  community.  What  I can  say 
unequivocally  is  that  I have  been  given  a vantage 
point  from  which  I have  seen  many  varied  facets 
of  basic  situations,  both  innate  and  newly  arising, 
which,  as  a busy  practitioner,  1 could  otherwise 
never  perceived.  I am,  therefore,  grateful  for  the 
opportunity  which  I have  at  this  time  to  share 
with  you  some  of  the  thoughts  and  ideas  which 
my  experiences  in  the  Chair  during  the  past  12 
months  have  aroused  in  me. 

I'he  Hospital  took  two  important  steps  this  year 
that  I believe  are  particularly  worthy  of  comment 
at  this  time  because  they  highlight  its  place  in  a 
rapidly  changing  medical  scene  — and  portend 
changes  in  the  years  to  come.  I should  like  to  ad- 
dress m3'self  to  their  meaning  in  the  context  of  the 
role  of  the  Hospital  in  this  community,  and  what 
it  should  be  in  relation  to  what  is  going  on  in 

DAVID  J.  FISH,  W.D.,  President  of  the  Medical 
Staff,  R.  /.  Hospital,  Providence. 

.K  Report  read  at  the  Annual  Meeting  of  the  Cor- 
poration held  on  December  3,  1969. 


medicine  and  in  the  world  around  us.  Within  this 
frame  of  reference  I shall  draw  some  conclusions 
as  to  what  I believe  the  Hospital  should  be  think- 
ing about  as  it  moves  towards  the  future.  These 
two  steps  in  the  form  of  contracts,  one  formal  and 
one  informal,  have  been  signed  within  the  past 
year,  and  will  inextricably  change  the  way  the 
Hospital  functions,  the  way  it  looks  at  itself,  and 
its  relations  with  the  professional  and  social  com- 
munities. 

The  two  steps  are,  first,  the  affiliation  of  the 
Hospital  with  the  Brown  University  ^ledical 
Sciences  Program,  and  second,  a commitment  of 
support  in  terms  of  interest  and  action  in  the  local 
communities  with  regard  to  urban  health  problems. 

University  affiliation  is  of  the  utmost  importance. 
The  rapid  technological  achievements  in  basic  and 
natural  sciences  and  their  application  to  medicine 
at  the  bedside  can  be  advanced  only  through  such 
an  affiliation.  We  at  the  Hospital  have  been  read\’ 
for  such  an  affiliation  for  a long  time.  But,  un- 
fortunateljq  the  Universitv’  does  not  appear  even 
now  to  be  fully  ready  to  make  such  a commitment 
to  the  four-year  medical  school.  As  party  to  this 
affiliation  we  are  obligated  to  urge  the  University 
in  this  direction.  Our  participation  in  Brown’s  be- 
ginning experiment  in  medical  education  involves 
us  in  a very  complex  way,  not  only  with  that  Uni- 
versitv',  but  also  with  the  other  hospitals  in  the 
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community.  We  will  be  confronted  with,  and  in 
fact  have  already  been  faced  with,  many  adjust- 
ments growing  out  of  this  situation.  It  seems  to 
me  that  the  sooner  the  University  establishes  the 
four-year  course,  the  sooner  the  intentions  of  both 
institutions  will  be  furthered.  We  all  seek  continu- 
ing improvement  in  patient  care,  productive  re- 
search, and  e.xpanding  post-graduate  medical  edu- 
cation. With  these  objectives  our  community  will 
be  better  served. 

We  are  in  the  middle  of  a continuing  crisis  in 
medical  education.  The  Hospital  shares  with  the 
rest  of  the  nation  chronic  critical  shortages  of 
medical  and  paramedical  personnel.  There  are  ap- 
pro.ximately  8,500  physicans  graduated  each  year 
from  medical  schools  to  fill  approximately  17,000 
internships.  Some  of  these  vacancies  are  filed  by 
physicians  from  newly  developed  and  developing 
countries,  countries  that  can  ill  afford  to  send  us 
some  of  their  best  brains,  persons  who  are  so  des- 
perately needed  at  home. 

In  a way,  the  medical  profession  and  the  Uni- 
versities must  share  the  responsibility  for  having 
failed  to  anticipate  the  expansion  of  the  demand 
for,  and  the  increased  complexities  of,  medical  care. 

The  pressures  come  about  for  a variety  of  rea- 
sons; the  most  obvious  are:  1)  the  existence  of  a 
more  affluent  society  demanding  more  individual- 
ized medical  care,  and  2)  people  live  longer. 

The  infectious  and  contagious  diseases  which 
once  shortened  life  expectancy  have  mostly  been 
eradicated.  Consequently,  our  patients  are  older 
and  sicker — sicker  with  diseases  which  require  long- 
er and  more  complex  care.  Here,  too,  radical  chang- 
es in  medical  care  which  prolong  life  are  developing. 
The  increasingly  complex  medical  technology  has 
multiplied  the  need  for  greater  specialization,  not 
only  among  physicians,  but  also  in  the  paramedical 
specialties.  We  have  clinical  specialists  in  nursing; 
ventilation  therapists;  occupational  therapists;  and 
technicians  in  X-ray,  EEG,  EKG,  and  a wide 
variety  of  laboratory  procedures,  some  of  which 
were  undreamed  of  10  years  ago,  and  which  are 
increasing  in  almost  a geometrical  progression. 

In  addition  to  all  these  factors,  the  poor  require 
and,  indeed,  demand  better  medical  care  than  has 
been  their  lot  in  the  past. 

To  meet  these  demands  imposed  upon  us  by  our 
affluence,  by  the  changing  mix  of  the  diseases 
treated,  by  the  fact  that  we  keep  people  alive 
longer  through  more  complex  treatment  procedures 
together  with  this  greater  call  for  our  services  from 
the  poor,  we  need  many  more  highly  trained  people. 


There  are  not  enough  doctors  and  nurses;  there  are 
too  many  patients.  Despite  waiting  lists,  hospitals 
have  to  close  beds  because  they  cannot  obtain 
nurses.  The  medical,  nursing,  and  parametlical 
schools  must  train  more  people. 

concerted  effort  must  be  made  to  alleviate  the 
critical  shortage  of  nurses.  Imagination  and  inno- 
vation are  needed  to  attract  a more  stable  nursing 
population.  Perhaps  we  should  enlist  the  aid  of 
iMadison  Avenue  to  make  the  image  of  nursing 
more  attractive  to  men. 

Since  the  crisis  is  upon  us,  we  must  be  creative 
in  solving  the  problems  that  face  us.  Possibly  there 
are  better  ways  to  deliver  medical  care.  We  cannot 
and  must  not  wait  for  others  to  impose  systems 
upon  us. 

It  must  be  pointed  out,  however,  that  even  if 
the  universities  and  schools  do  train  more  people, 
they  do  not  have  the  answers  to  our  problems.  The 
answers  lie  not  only  in  more  personnel  but  also 
in  the  better  organization  and  delivery  of  medical 
care.  This  is  a field  in  which  hospitals  are  uniquely 
qualified  to  find  solutions. 

The  University,  for  all  of  its  desire  to  be  of 
optimum  help  here,  is  facing  problems  of  its  own. 
Universities  in  this  country  have  changed  redically 
since  World  War  TI.  From  havens  for  gentlemen 
and  scholars,  they  have  become  a prime  source  of 
our  new  technologists.  They,  too,  are  caught  up  in 
concern  over  social  issues,  and  are  confronted  with 
changes  in  students,  changes  in  attitudes  towards 
government  and  authority,  questions  as  to  the 
moral  values  of  our  society,  and  shifts  in  attitudes 
towards  all  of  our  institutions.  It  seems  to  me  that 
the  universities  will  have  enough  to  do  to  keep 
their  own  houses  in  order.  We  cannot  look  exclus- 
ively to  them.  We  cannot  depend  on  them  alone 
to  give  us  leadership  and  forward  planning  in  seek- 
ing the  solutions  to  our  problems.  We  must  do 
much  of  this  on  our  own. 

If  we  do  not  exercise  our  leadership,  and  if  we 
fail  to  do  this  planning,  it  will  be  done  for  us  by 
Federal  and  State  Governments,  and  other  public 
agencies.  The  medical  needs  of  our  society  must 
and  will  be  met.  It  is  up  to  us  either  to  help  in 
meeting  them,  or  face  solutions  imposed  upon  us 
from  external  sources. 

Our  Hospital  this  year  has  made  a commitment 
in  respect  to  urban  health  planning.  It  is  a complex 
and  multiple  commitment.  It  includes  going  for- 
ward with  our  Ambulatory  Patient  Center  and  our 
willingness  to  work  with  our  neighbors.  Even  as  T 
(Continued  on  next  pa^e) 
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speak  to  you,  construction  on  the  Center  is  begin- 
ning. Our  neighbors  in  South  Providence  have  come 
to  us  to  make  their  wants  and  needs  known  to  us. 
They  have  helped  us  to  have  a clearer  picture  of 
the  impact  that  the  Hospital  has  upon  their  lives. 
M times  it  has  been  a shocking,  confusing,  and 
upsetting  picture  that  they  present  of  this  Hospital. 
Their  view  of  us  is  radically  different  from  that 
which  we  believe  we  project. 

We  have  responded  to  the  community.  We  have 
agreed  to  help  with  the  local  community  clinics. 
We  are  making  an  attempt  to  be  more  responsive 
to  the  needs  of  those  among  our  neighbors  whose 
homes  we  have  taken  in  land  purchases  and  whose 
play  and  living  areas  we  control  or  dominate. 

iMr.  Llo\d  Hughes’  speech  before  the  Hospital 
Association  of  Rhode  Island  indicated  that  hos- 
pitals should  commit  themselves  more  extensively 
to  community  responsibilities  as  w’ell  as  to  concepts 
of  preventive  care.  These  commitments,  plus  our 
newfound  interest  in  and  beginning  dialogue  with 
our  local  community,  have  profound  implications 
as  to  future  roles  of  our  hospitals. 

The  Board  of  Trustees  of  this  Hospital  is  to  be 
commended  for  the  forward-looking  and  statesman- 
like manner  in  which  it  has  shown  support  and 
guidance  for  Hospital  administration  in  this  matter. 
It  has  been  personally  gratifying  to  me  to  experi- 
ence the  affirmativ'e  response  of  all  segments  of  the 
Staff  in  this  sphere.  Senior  and  junior  physicians, 
heads  of  service,  interns,  and  residents  have  all 
reacted  wholeheartedly  to  the  needs  of  the  com- 
munity. They  have  worked  with  us  in  the  necessary 
planning  stages  and  have  committed  their  talents 
and  energies  in  behalf  of  community  needs. 

In  addition  to  the  problems  and  pressures  exist- 
ing in  the  two  areas  I have  discussed,  I now’  offer 
a third  field  of  concern.  There  has  been  an  under- 
standable and  universal  increase  in  worry  and  ap- 
prehension about  rising  medical  costs.  While  it  is 
imperative  that  we  become  involved  in  this  highly 
important  problem,  we  must  not  allow  the  pressures 
arising  from  these  increasing  costs  to  become  all- 
encompassing  to  the  exclusion  of  everything  else. 
Our  primary’  task  is  to  provide  quality  medicine 
in  the  Hospital  despite  the  demands  placed  upon 
us.  We  must  continue  to  improve  the  care  this 
Hospital  gives.  If  we  allow  concern  about  costs  to 
force  cutbacks  in  needed  and  useful  programs,  the 
result  will  be  poor  medicine,  and  poor  medicine  in 
the  long  run  is  far  more  costly  than  “expensive” 


medicine.  We  must  improve  our  Hospital  as  a 
center  for  education  and  research,  and  we  must 
never  forget  that  our  first  task  is  take  care  of  sick 
people  and  to  take  care  of  them  in  our  best  tradi- 
tion. To  do  this  requires  investment  in  those  types 
of  jjersonnel  and  facilities  which  will  allow  us  to 
maintain  and  enrich  our  reputation.  Only  by  such 
investment  will  we  be  able  to  continue  to  attract 
quality  house  officers  and  staff,  and  to  offer  the 
kinds  of  services  w’hich  have  made  this  Hospital 
the  leading  institution  in  the  community.  In  this 
context,  investment  means  money. 

It  behooves  all  of  us — administration,  staff,  and 
priv’ate  physicians — to  do  what  we  can  to  keep 
costs  dow'n,  to  look  for  more  economical  ways  of 
doing  our  best  for  our  patients.  Perhaps  it  is  also 
time  to  ask  those  who  complain  the  most  to  sit 
in  on  decision-making  and  to  show  us  how  to  reduce 
costs.  To  give  first  class  care  at  less  cost  is  our 
goal  as  well  as  theirs.  I say,  again,  we  must  not 
let  concern  with  costs  reduce  the  quality  of  care 
that  our  patients  deserve. 

Where  do  we  go  from  here?  I think  that  the 
Hospital  should  seek  out  and  institute  innovations 
in  cost  saving  where  it  does  not  interfere  with  qual- 
ity patient  care.  I think  we  must  begin  on  an  ex- 
perimental basis  to  look  at  better  and  different 
wa\'s  of  delivering  superior  medical  care  to  the 
individual  who  seeks  our  aid.  Prehaps,  experimen- 
tally, we  should  very  carefully  examine  and  study 
prepaid  panel  systems  for  delivery’  of  medical  care 
to  a selected  segment  of  our  population.  This 
could  result  in  better  use  of  our  medical  facilities. 
Hopefully,  w’e  should  anticipate  that  use  of  the 
community  clinics  and  our  ow’n  .Ambulatory  Pa- 
tient Center  as  primary  referral  and  preventive 
medicine  systems  may  help  keep  people  out  of 
expensive  hospital  beds. 

Finally,  a phy’sicist  could  never  have  invented 
the  gyroscope,  because  he  would  have  known  that 
it  was  impossible.  Just  so,  because  the  problems 
that  face  medicine  today’  are  multi-faceted,  in- 
volving almost  every  segment  of  society’,  it  becomes 
increasingly  necessary’  to  broaden  the  base  of  our 
decision-making  process  and  our  operant  structure. 
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Physicians  Should  Be  Appointed  To 
Hospital  Boards  of  Trustees  Because  Of 
Their  Leadership,  Expertise,  And 
Unique  Perspective  On  Hospital  Prob- 
lems 


By  Arnold  Porter,  1\I.D. 

As  would  be  expected  at  the  start  of  a new  de- 
cade, many  articles  are  appearing  in  medical  as 
well  as  lay  publications  pointing  with  alarm  and 
consternation  at  the  multitude  of  shortcomings 
in  our  present  health  care  system  and  forecasting 
radical  change  for  the  70’s. 

It  is  frequently  stated  that  the  system  is  in  an 
acute  state  of  crisis  and  threatening  to  come  apart 
at  the  seams.  In  fact,  each  morning  I am  somewhat 
mildly  surprised  that  the  whole  business  hasn't 
collapsed  during  the  night  or  exploded  like  the  boy 
in  the  nursery  rhyme  who  ate  too  much  jam. 

We  all  recognize  that  there  are  problems  in  the 
cost  and  delivery  of  health  care,  of  considerable 
magnitude,  but  on  the  other  hand  that  there  are 
no  immediate,  overnight  solutions.  When  I first 
began  thinking  about  these  remarks  I was  tempted 
to  address  myself  to  these  problems  and  to  call  for 
sweeping  changes,  but  upon  reflection  I felt  that 
my  time  and  yours  might  be  more  profitably  used 
if  I shared  with  you  some  thinking  on  what  Blue 
Shield  has  done  and  further  can  do  about  improving 
the  delivery  system. 

Specifically,  I believe  w'e  can  and  should  be  doing 

.\RXOLD  PORTER,  M.D.,  President,  R.  /.  Medi- 
cal Society  Physicians  Service. 

Annual  Report  delivered  at  the  21st  annual  meet- 
ing of  the  Corporation,  at  Providence,  R.  I.,  March 
4,  1970. 


more  experimentation  with  alternate  methods  of 
delivering  health  care  services,  and  I intend  to  de- 
vote a portion  of  my  remarks  to  that  subject.  Be- 
fore getting  into  this,  however,  it  is  my  responsi- 
bility as  President  of  Rhode  Island  Blue  Shield  to 
call  your  attention  to  some  of  the  accomplishments 
of  1969. 

The  first  item  I would  comment  on  is  the  fact 
that  during  1969  Blue  Shield  accomplished  beyond 
our  expectations  one  of  its  major  corporate  goals 
for  the  year — to  improve  the  speed  and  efficiency 
with  which  claims  are  processed.  In  late  1968  and 
early  1969  we  had  substantial  problems  with  Medi- 
care claims.  Heavy  claims  backlogs  were  building 
up,  and  as  a result  substantial  delays  in  claims 
processing  and  payment  were  being  encountered, 
to  the  dissatisfaction  of  both  physicians  and  elderly 
patients.  In  fact,  a year  ago  Rhode  Island  Blue 
Shield  ranked  a poor  19th  in  comparative  efficiency 
of  [Medicare  processing  according  to  figures  on  all 
carriers  produced  by  the  Social  Security  Adminis- 
tration. 

I am  happy  to  say  that  Rhode  Island  Blue 
Shield  right  now  ranks  number  one  in  the  country 
among  plans  handling  Medicare  Part  B,  and  has 
been  number  one  in  seven  of  the  past  ten  months 
according  to  the  same  SSA  figures  that  once  ranked 
us  19th.  Efficiency  is  measured  not  only  in  terms 
of  how  quickly  claims  get  processed,  or  how  much 
backlog  is  in  the  shop  at  the  end  of  the  month, 
f Continued  on  next  page) 
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but  also  in  terms  of  the  dollar  cost  per  each  claim 
processed.  Rhode  Island  Blue  Shield's  adminis- 
trative cost  per  Medicare  claim  is  now  and  has 
been  for  most  of  the  year  the  lowest  of  any  carrier 
in  the  country,  including  other  Blue  Shield  Plans, 
commercial  insurance  companies,  and  even  state 
welfare  departments. 

I would  also  note  that  ^Medicare  was  not  im- 
proved at  the  expense  of  the  basic  Blue  Shield 
operations.  During  1969  most  of  the  necessary 
systems  and  planning  work  was  done  to  automate 
basic  x-ray  and  surgical-medical  claims,  and  they 
are  now  actually  on  the  computer.  We  are  presently 
in  a de-bugging  stage,  as  the  electronic  data  proc- 
essing (EDP)  e.xperts  say,  but  the  staff  is  confident 
that  once  our  basic  claims  system  is  totally  refined 
it  will  be  second  to  none  in  the  country.  I share 
their  optimism. 

Operating  costs  on  basic  Blue  Shield  increased 
somewhat,  reflecting  substantial  rises  in  both  en- 
rollment and  claims  volumes,  as  well  as  increased 
investment  in  EDP  equipment  and  staff.  Despite 
the  dollar  increases,  however,  operating  expenses 
remained  among  the  lowest  in  the  country,  at  42c 
per  contract  month  compared  to  an  average  of  60c 
for  all  Blue  Shield  Plans. 

I would  temper  this  glowing  picture  by  admit- 
ting that  we  still  have  a wa\'  to  go  before  adminis- 
trative utopia  is  reached.  We  still  make  some  proc- 
essing errors,  with  consequent  questions  and  delays. 
Our  overall  claims  volume  went  up  38  per  cent 
last  year,  and  a total  of  almost  one  million  claims 
was  processed.  It  is  impossible,  even  with  the  aid 
of  computers,  to  process  that  many  claims  without 
making  a few  mistakes,  ^^'e  are  trying  to  do  a 
better  job,  we  are  doing  a better  job  than  ever 
before,  and  we  will  get  better  yet,  with  your  con- 
tinued support. 

I call  your  attention  once  again  to  the  improve- 
ments made  in  Plan  65  coverage  this  past  3'ear, 
when  the  Plan  picked  up  substantial  additional 
costs  for  the  increased  deductibles  and  co-pa^-ment 
accounts  imposed  b\'  the  Eederal  Government.  This 
plan  continues  to  do  a superior  job  filling  the  gaps 
in  Medicare,  and  this  was  the  fourth  time  since 
1966  that  benefits  have  been  improved  without  a 
fee  increase. 

During  1969  we  completed  the  four  or  five 
months  of  work  involved  in  producing  the  new 
ph\'sician's  manual,  which  has  been  distributed  to 
all  of  you.  Hopefulh’,  this  comprehensive  new  man- 
ual will  answer  virtually  all  of  \'Our  questions  re- 


lating to  claims  filing,  codings,  determination  of 
usual  charges,  and  other  matters. 

Responding  to  the  need  for  better  answers  to 
physicians'  questions,  we  have  recently  installed 
two  physicians'  “hot  lines  " which  will  by-pass  the 
telephone  switchboard  and  go  directly  to  trained 
specialists  in  the  Blue  Shield  claims  department. 
Hopefully,  this  new  approach  will  greatly  improve 
our  ability  to  respond  to  \’our  questions  and  prob- 
lems. 

Claims  form  revision,  which  was  begun  during 
1969.  was  temjx>rarily  delayed  because  of  the  im- 
pending automation  of  Blue  Shield  claims,  which 
has  been  essentially  completed.  We  shall  immedi- 
atel\-  begin  further  work  on  simplification  of  the 
forms,  to  reduce  the  variety  of  forms  and  simplify 
physicians’  paper  work. 

Last  year  we  completed  the  laborious,  sensitive, 
and  sometimes  painful  task  of  profiling  physicians' 
charges,  and  we  have  signed  participation  agree- 
ments from  over  92  per  cent  of  physicians  in  Rhode 
Island,  with  significant  increases  in  participation 
from  the  specialties. 

By  far  the  most  significant  achievement  of  last 
year  was  the  public  offering  of  Blue  Shield  Plan 
100,  after  more  than  a year  of  data  gathering  and 
planning,  then  filings,  public  hearings,  and  so  on. 

With  introduction  of  Plan  100,  Blue  Shield 
reached  a significant  milestone  of  service  to  the 
community.  This  Plan  has  done  away  with  income 
ceilings  and  guarantees  full  payment  of  the  cost 
of  covered  medical  services,  thus  assuring  the  sub- 
scriber of  full  protection  regardless  of  his  income, 
and  assuring  the  physician  of  fair  payment  for  his 
services  regardless  of  the  patient's  financial  con- 
dition. Further,  the  basic  Plan  covers  a much 
wider  range  of  services,  and  wdth  purchase  of  the 
home  and  office  rider  the  individual  can  repay 
virtually  all  of  his  phy.sicians’  bills. 

This  means  that  Blue  Shield  is  finally  making 
available  to  the  self-supporting  segment  of  our 
population  truly  comprehensive  protection  against 
medical  care  costs.  If  everyone  in  Rhode  Island 
were  covered  by  a Plan  such  as  this,  coupled  with 
Semi-private  Blue  Cross  and  Major  Medical,  one 
could  seriously  question  the  need  for  any  kind  of 
a national  health  insurance  program. 

There  remains,  of  course,  the  problem  of  the 
disadvantaged  and  that  marginal  percentage  of  the 
population  that  never  will  be  able  to  pa\^  the  cost 
of  its  own  medical  care,  any  more  than  it  can  pay 
for  its  own  food,  clothing,  housing,  and  education. 
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'I’his  is  an  area  of  great  personal  concern  to  me, 
and  one  in  which  Blue  Shield  must  eventually  be- 
come more  involved. 

However,  Blue  Shield  was  originally  designed 
and  is  operated  as  a mechanism  through  which  the 
.self-supporting  {X)pulation  can  adequately  protect 
itself  against  the  costs  of  medical  care.  Blue  Shield 
100  fits  that  purpose  admirably  for  most  Rhode 
Islanders. 

Xow  that  we  have  reached  this  milestone,  how- 
ev'er,  I would  suggest  to  you  that  Blue  Shield's 
next  major  goal  must  be  to  achieve  more  flexibility 
in  the  type  of  medical  delivery  systems  that  it  can 
finance.  To  date  Blue  Shield  has  been  essentially 
geared  to  the  fee-for-service,  solo-practice  system, 
primarily  because  that  is  the  way  medicine  has 
been  practiced  in  Rhode  Island.  We  are  hearing 
more  and  more  these  days  about  the  virtues  of 
group  practice,  and  I feel  certain  that  Blue  Shield 
will  be  forced  to  develop  a capability  for  handling 
jirepaid  group  practice  in  the  near  future. 

Prepaid  group  practice  has,  of  course,  become 
a somewhat  controversial  subject,  with  its  pro- 
ponents holding  it  up  as  the  answer  to  all  the  prob- 
lems in  health  care  delivery,  and  others  just  as 
firmly  opposed  to  it.  In  my  opinion,  it  can  best  be 
described  as  simply  another  system  of  delivery 
which  has  pros  and  cons  just  as  does  the  fee-for- 
service  system  to  deserve  experimentation.  It  is 
here  to  stay,  we  are  going  to  see  more  of  it,  the 
Federal  Government  is  behind  it,  labor  is  behind 
it,  and  it  is  gaining  more  support  daily  from  the 
news  media. 

It  would  appear,  then,  that  if  Blue  Shield  is  to 
maintain  and  indeed  adequately  fulfill  its  role  as 
the  major  financing  mechanism  for  physicians’ 
services  in  Rhode  Island,  the  Plan  must  have  the 
flexibility  to  prepay  the  cost  of  not  only  fee-for- 
.service,  solo-practice  medicine,  but  also  services 
rendered  through  different  types  of  group  practice. 
This  could  be  done  more  easily  than  most  of  us 
realize. 

First,  there  is  nothing  in  Blue  Shield’s  enabling 
legislation  that  weds  it  to  the  fee-for-service  sys- 
tem. There  is  no  legal  reason  why  the  Plan  could 
not  immediately  enter  into  a financing  arrange- 
ment with  a group  practice  plan  if  dollars,  staff 
time,  and  other  priorities  would  permit  such  action. 

Second,  there  is  every  reason  to  believe  the  pre- 
paid group  practice  approach  can  be  implemented 
through  more  than  a single  program  such  as  the 
proposed  AFL-CIO  group  plan.  There  is  a strong 
po.ssibility  that  in  the  near  future  a group  of  alert 


physicians,  or  a staff  of  a forward-looking  hospital, 
might  form  a group  to  provide  comprehensive  med- 
ical care  services  for  employees  of  some  large 
organization  or  for  everyone  in  a given  geographic 
area,  and  ask  Blue  Shield  to  prepay  the  costs  of 
such  care  on  an  annual  per  capita  basis. 

In  fact,  there  already  exists  in  this  state  a couple 
of  going  "group  practice”  Plans  that  lend  themselves 
ideally  to  such  an  arrangement.  We  know  also  that 
other  groups  are  on  the  ‘‘drawing  board.” 

Fortune  magazine,  as  well  as  other  national 
media,  has  cited  group  practice  as  an  important 
innovation  which  could  improve  medical  care  de- 
livery and  help  hold  down  total  costs.  In  its  Janu- 
ary, 1970,  issue.  Fortune  said 

The  real  charge  against  doctors  is  that  they 
have  been  short-sighted,  timid  and  far  too  slow 
to  recognize  and  adapt  to  change.  Most  doctors, 
far  from  taking  the  lead,  continue  to  resist  inno- 
vations aimed  at  making  the  health  care  system 
more  efficient  and  responsive  to  public  needs. 

It  would  seem  that  by  encouraging  our  own  Blue 
Shield  Plan  to  enter  into  e.xperimentation  with 
prepaid  group  practice,  we  as  physicians  would  go 
a long  way  toward  disproving  such  charges  of 
timidity,  short-sightedness,  and  resistance  to  change. 

I should  like  to  conclude  my  remarks  with  a few 
final  thoughts  on  another  subject  closely  related 
to  overall  problems  of  health  care  delivery  and 
costs,  that  is,  hospital  costs. 

It  is  encouraging  that  organized  medicine  has 
lately  begun  to  voice  its  concern  with  rising  hos- 
pital costs,  since  many  individual  physicians  have 
been  greatly  concerned  for  years.  It  will  require 
more  than  national  resolutions  calling  for  action  if 
any  real  change  is  to  be  forthcoming.  Rather  than 
simply  “blaming"’  hospitals  for  rising  costs,  I would 
suggest  that  we  as  physicians  analyze  how  we  can 
go  about  using  our  tremendous  leverage  to  bring 
about  the  change  that  is  needed. 

Ray  Brown,  a nationally  known  authority  on 
hospital  administration,  has  recognized  the  poten- 
tial influence  of  physicians.  He  sees  the  hospital 
with  its  functioning  medical  staff  becoming  the 
center  around  which  all  community  health  care 
is  organized  in  the  not  too  distant  future. 

Brown  strongly  believes,  for  example,  in  physic- 
ian membership  on  hospital  boards  of  trustees,  with 
physicians  selected  not  as  representatives  of  medi- 
cine but  because  of  their  leadership,  their  expertise, 
and  their  unique  perspective  on  hospital  problems, 
which  no  one  else  in  the  community  has. 

(Continued  on  ne.xt  page) 
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There  are  a number  of  areas  short  of  Board 
membersip  where  physicians  can  presently  exercise 
considerable  influence  on  hospital  costs.  For  ex- 
ample, 

Why  don't  we  insist  on  more  home  care  programs 
and  lend  our  know-how  to  development  of  them  so 
that  ambulaton,'  hospital  patients  can  be  discharged 
earlier? 

Why  don't  we  lobby  for  more  self-care  or  extend- 
ed care  facilities,  so  that  patients  can  be  trans- 
ferred to  less  costly  rooms  when  they  no  longer 
need  acute  care? 

Why  don't  more  of  us  take  an  active  interest 
in  utilization  committees  and  demand  action  rather 
than  merely  collection  of  statistics? 

Why  don't  more  of  us  become  involved  in  and 
take  more  interest  in  planning  committees?  Hos- 
pitals still  remain  as  autonomous  institutions  whose 
activities  must  be  incorporated  more  effectively 
into  community-wide  plans. 

I could  go  with  a long  list  of  “whj'  don’t  we,” 
but  all  I’m  suggesting  is  that  hospitals  need  con- 
certed, directional  action  from  physicians  rather 
than  cries  of  alarm  and  distress.  Th's  would  'oe  a 
welcome  change  in  our  system  of  health  care  that 
would  benefit  doctors,  hospitals  and  patients  alike. 

In  closing  I should  like  to  quote  another  para- 
graph from  Fortune,  which  presumably  sums  up 
what  the  public  thinks  about  the  medical  profession 
today: 

The  nation's  313,000  active  physicians  are 
quite  properly  the  main  target  for  the  critics  of 
the  health  care  system.  The  doctors  created  the 
system.  They  run  it.  And  they  are  the  most 
formidable  obstacle  to  its  improvement.  It  is  the 
doctor  who  decides  which  patients  will  be  treated, 
when,  where,  under  what  conditions,  and  for 
what  fee;  who  will  enter  the  hospital,  for  what 
therapy,  and  for  how  long;  what  drugs  will  be 
purchased  and  in  what  quantities.  The  U.  S. 
alone  among  the  world’s  developed  countries 
has  given  the  medical  fraternity  such  freedom. 
The  profession  not  only  can,  but  should,  be  held 
accountable  for  the  way  it  uses  its  power. 

I do  not  quote  this  paragraph  as  a criticism  of 
physicians  by  the  public,  but  rather  as  a challenge 
which  I hope  all  will  accept. 


MEDICAL  EDUCATION  AND  A 
COMMUNITY  APPROACH  TO 
ALCOHOLISM 

(Concluded  f rom  page  193) 
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(Continued  from  page  178) 
on  human  placenta  tissue.  Much  research  is  going 
on  to  find  methods  of  increasing  interferon  pro- 
duction in  many  by  using  non-infectious  materials. 
If  that  could  be  done,  it  offers  the  possibility  of 
preventing  virus  disease  after  e.xposure  and  during 
epidemics.  Injection  of  interferon  preparations  are 
quite  short-lived  and  would  be  less  valuable. 

Other  workers  are  experimenting  with  methods 
of  purification  and  standardization.  The  mechan- 
ism of  its  action  is  getting  much  attention.  It 
seems  to  inhibit  both  RXA  and  DX.A  virus  but 
no  one  knows  just  how.  Others  are  studying  the 
effects  of  carcinogens  on  the  production  in  mice 
of  interferon.  The  daily  subcutaneous  injection  of 
interferon  inhibits  the  development  of  splenome- 
gah^  caused  by  the  Friend  virus.  Irradiation  de- 
creases interferon  production  and  seems  to  stimu- 
late virus  activit^^ 

-Although  these  studies  have  not  yet  brought  us 
many  important  conclusive  results  they  have  pos- 
sibilities and  should  be  watched  with  interest. 

This  is  one  of  the  best  of  the  Ciba  S\TOposia 
and  should  be  valuable  to  those  interested  in 
biolog\’,  immunology,  and  virologA,'. 

H.  G.  Calder,  m.d. 
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The  Anaphylactic  Reaction 


In  An  Acute  Emergency  Simple  Thera- 
peutic Measures  Under  Primitive  Cir- 
cumstances Can  Be  Life  Saving 


By  John  T.  Connell,  M.D. 

Life-threatening  allergic  reactions  are  one  of  the 
most  frightening  emergencies  for  both  the  patient 
and  the  physician.  For,  within  a few  moments,  an 
unsuspecting  physician  performing  what  he  consid- 
ers a routine  and  everyday  procedure,  such  as 
giving  an  injection  of  penicillin  to  a healthy  in- 
dividual temporarily  ill  with  an  infection,  may 
suddenly  be  faced  with  a dying  or  dead  patient. 
Xo  physician  or  patient  is  immune  to  such  a ter- 
rifying event.  It  can  happen  to  the  best  qualified 
as  readily  to  the  least  qualified  doctor,  to  the 
general  practitioner,  surgeon,  internist,  otolaryng- 
ologist, and  dentist,  and  to  the  healthy  as  well  as 
the  ill  patient.  Certain  steps  can  be  taken  to  de- 
crease the  likelihood  of  such  a catastrophe,  or  if 
it  should  occur,  to  prevent  a fatal  outcome. 

This  catastrophe  is  recognized  by  several  names: 
anaphylaxis,  anaphylactoid  reaction,  constitutional 
reaction,  or  systemic  reaction.  This  discussion  will 
deal  with:  1)  what  is  a systemic  reaction,?  2) 
what  causes  it,?  3)  why  does  it  occur,?  4)  what 
is  the  mechanism,?  g)  how  is  it  treated  and  what 
is  the  rationale  for  treatment? 

JOHN  T.  COXX'ELL,  M.D.,  Attending  Physician, 
R.  A.  Cooke  Institute  of  Allergy,  Department  of 
Medicine,  The  Roosevelt  Hospital;  Assistant  Clin- 
ical Professor  of  Medicine,  Columbia  University, 
Xew  York. 

Presented  to  the  Rhode  Island  Thoracic  Society, 
at  Providence,  R.  I.,  January  21,  1970. 


WHAT  IS  SYSTEMIC  REACTION? 

A systemic  reaction  is  an  exaggerated  release 
of  chemical  mediators  caused  by  an  immune  re- 
sponse following  an  injection  of  a foreign  substance 
(antigen)  to  which  the  patient  is  allergic.  It  occurs 
in  tissues  or  organs  remote  from  the  site  of  the  in- 
jection of  antigen  and  is  reflected  clinically  as 
rhinitis,  airways  obstruction,  itching  or  urticaria, 
edema,  or  shock.  One,  a combination  of,  or  all  of 
the  tissues  may  react.  Systemic  reactions  following 
an  injection  of  antigen  may  be  so  insignificant  as 
to  go  unrecognized,  such  as  mild  palatal  or  nasal 
itching  or  so  severe  as  to  cause  death  in  a minute 
because  of  vascular  collapse.  For  unexplained  rea- 
sons only  one  tissue  may  react  or  multiple  shock 
tissues  may  be  affected.  Symptoms  may  be  apparent 
within  10  seconds  of  the  Injection.  Physicians  have 
reported  that  they  had  not  even  removed  the  needle 
When  the  patient  collapsed  unconscious  to  the  floor. 
Or,  the  reaction  may  occur  at  any  time  in  the  first 
hour  after  the  injection.  Reactions  more  than  one 
hour  after  the  injection  are  rare.  The  time  of  onset 
is  probably  related  to  a number  of  variables,  in- 
cluding the  sensitivity  of  the  individual,  the  amount 
of  antigen  injected  in  excess  of  what  ordinarily 
would  be  tolerated  by  the  patient,  and  the  time 
required  for  the  antigen  to  enter  the  systemic 
circulation.  Thus,  marked  sensitivity,  large  doses  of 
antigen,  and  intravenous  injection  would  predispose 
to  systemic  reactions,  while  minor  or  no  sensitivity, 
small  doses,  and  subcutaneous  or  intradermal  in- 
(Continued  on  next  page) 
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jections  would  decrease  the  possibility  of  a reaction. 
All  of  these  variables  can  be  condensed  into  one 
critical  point,  and  that  is  the  dose  of  antigen 
delivered  to  the  shock  tissue  compared  to  the  tol- 
erance of  shock  tissue.  Many  secondary  factors 
ordinarily  not  considered  can  affect  the  outcome. 
For  instance,  a fatal  dose  of  antigen  will  not  cause 
a reaction  if  the  antigen  is  prevented  from  spread- 
ing systemically.  Chilling  of  the  injection  site 
could  prev’ent  systemic  spread  as  could  a tourni- 
quet placed  proximally  to  an  injection  site  on  an 
extremity.  On  the  other  hand,  the  same  dose  ad- 
ministered on  a hot  day  might  cause  death  for  the 
dilated  vessels  permit  absorption  of  the  antigen  in 
amounts  exceeding  the  tolerance  of  distant  shock 
tissues.  As  a general  rule,  the  sooner  symptoms 
occur  after  an  injection  the  more  life-threatening 
the  situation  is.  Systemic  reactions  occurring  within 
seconds  or  several  minutes  tend  to  be  severe;  those 
occurring  after  15  minutes  tend  to  be  mild. 

WHY  DO  SYSTEMIC  REACTIONS  OCCUR? 

Systemic  reactions  occur  because  of  the  presence 
of  a specific  antibody  in  the  patient.  This  antibody 
is  called  '‘skin-sensitizing’’  or  ‘‘reaginic  antibody.’’ 
Recently,  it  has  been  located  more  precisely  in  a 
protein  fraction  of  serum,  immunoglobulin  E,  and 
is  frequently  referred  to  as  IgE  antibody.  The 
name,  skin- sensitizing  antibody,  might  suggest  that 
the  antibody  is  only  in  the  skin.  On  the  contrary, 
it  is  believed  to  attach  to  many  tissues,  as  well  as 
to  circulate  in  the  bloodstream.  Skin-sensitizing 
antibody  can  be  demonstrated  in  nuvo  by  the  in- 
tradermal  skin  test.  In  this  test,  a minute  quantity 
of  antigen  is  deposited  in  the  skin  through  a scratch 
or  by  intracutaneous  injection.  A positive  result  is 
a wheal  surrounded  by  erythema  visible  in  a few 
to  15  minutes  at  the  test  site  and  is  indicative  of 
the  presence  of  skin-sensitizing  antibody  specific 
for  the  antigen  injected.  Skin-sensitizing  antibody 
is  not  present  at  birth,  but  may  start  to  be  syn- 
thesized any  time  thereafter  when  a patient  is 
exposed  to  an  antigen.  Probably  other  prerequisites 
are  simultaneously  necessary  for  sensitization  to 
occur,  but  what  they  are  is  not  yet  known.  When 
skin-sensitizing  antibody  is  present,  the  patient  is 
said  to  be  allergic  or  sensitized,  .\ntibody  synthe- 
sized in  response  to  one  antigen  is  specific  for  and 
reacts  only  with  that  antigen.  For  instance,  anti- 
bod}' synthesized  because  of  exposure  to  penicillin 
reacts  to  penicillin  and  not  to  ragweed  and  vice- 
versa.  Once  synthesis  of  a specific  antibody  is 


initiated,  production  will  continue  for  months,  or 
years,  or  life  without  additional  exposure  to  the 
antigen.  There  are  no  symptoms  with  the  exposure 
which  initiates  antibody  synthesis  and  quite  rea- 
sonably so,  because  antibody  is  not  present  when 
the  sensitizing  dose  is  administered.  Symptoms  may 
occur  at  any  time  after  antibody  synthesis  begins 
if  antigen  is  readministered. 

Its  necessary  to  mention  at  this  point,  a com- 
plexity which  could  be  confusing  and  in  some 
cases  fatal  for  the  patient.  I stated  previously 
that  an  antigen  may  stimulate  synthesis  of  an 
antibody  specific  for  the  antigen.  However,  some 
antigens  are  rather  complex  molecularly  and  con- 
tain more  than  one  type  of  antibody-stimulating 
site,  conferring  on  them  the  capacity  to  cause  the 
formation  of  skin-sensitizing  antibodies  specific 
for  the  different  sites.  As  an  example,  insulin  rou- 
tinely used  in  practice  is  derived  from  several 
species  of  animals.  It  is  possible  for  a patient  w'ho 
receives  insulin  to  be  sensitized  to  either  the  insulin 
part  of  the  molecule  or  the  portion  of  the  molecule 
related  to  the  animal  species.  Thus,  a patient  who 
has  an  anaphylactic  reaction  to  pork  insulin  could 
be  allergic  to  insulin  or  pork  and,  if  allergic  to 
pork,  could  also  react  to  any  other  product  con- 
taining pork. 

WHAT  IS  THE  MECHANISM  CAUSING 
SYSTEMIC  REACTIONS? 

The  event  initiating  an  anaphylactic  reaction  is 
an  overdose  of  antigen,  which  leads  to  acute  aller- 
gic symptoms  of  varying  severity.  The  first  step  in 
the  process  is  believed  to  be  the  complexing  of 
antigen  with  specific  antibody,  .\ntibody  is  thought 
to  be  attached  to  walls  of  specialized  cells  which 
contain  mediators.  One  such  cell  type  recognized 
in  animals  is  the  mast  cell.  The  complex  of  antigen 
ard  antibody,  in  an  unknowm  fashion,  causes  a 
mediator  or  mediators  to  be  released  from  the 
cell.  The  mediators  acting  on  other  tissues  cause 
the  symptoms  recognized  clinically  as  a systemic 
reaction.  The  identity  of  the  mediators  is  unknown, 
but  the  symptoms  of  anaphylaxis  resemble  to  a 
great  extent  those  produced  by  histamine.  Another 
interesting  finding  is  that  the  blood  drawn  during 
and  immediately  after  a systemic  reaction  fails  to 
clot.  These  observations  further  incriminate  the 
mast  cell,  for  the  only  two  mediators  identified 
thus  far  in  human  mast  cells  are  histamine  and 
heparin. 
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WHO  iS  SUSPECT  FOR  A SYSTEMIC 
REACTION? 

It  is  possible  to  predict  in  some  instances  which 
patients  are  likely  to  have  systemic  reactions.  A 
patient  who  has  had  a previous  reaction  to  an 
antigen  will  almost  surely  have  another  if  the  anti- 
gen is  administered  again  in  sufficient  amounts. 

A second  major  indicator  which  strongly  suggests 
that  a systemic  reaction  may  follow  administration 
of  an  antigen  is  a positive  wheal  and  flare  skin 
test  with  the  antigen.  In  such  cases  the  antigen 
should  not  be  administered. 

If  the  patient  has  a history  of  allergy,  he  is 
more  prone  to  have  a systemic  reaction.  This  is 
because  some  patients  have  a greater  propensity 
for  synthesizing  skin-sensitizing  antibody  than 
others.  Thus,  once  antibody  is  demonstrated  in  a 
patient  for  one  or  more  antigens,  that  patient  is 
identified  as  a producer  of  skin-sensitizing  antibody 
and  more  likely  to  produce  it  following  adequate 
exposure  to  other  antigens. 

The  fourth  point  which  may  make  a patient  sus- 
pect as  a potential  anaphylactic  reactor  is  previous 
exposure  to  the  antigen.  This  is  a particularly  im- 
portant point,  since  it  illustrates  a trap  that  we 
are  all  likely  to  be  caught  in.  I have  said  I have 
heard  others  say,  “It  is  perfectly  all  right  to  give 
that  material  by  injection,  for  the  patient  re- 
ceived it  before  and  did  not  have  a reaction.”  The 
trap  is  that  the  previous  exposure  to  the  antigen 
may  have  been  the  dose  which  sensitized  the  patient. 
He  tolerated  that  injection  because  antibody  was 
not  present  at  the  time  it  was  given,  but  if  it 
initiated  antibody  production,  he  will  have  a re- 
action with  a subsequent  injection.  To  emphasize 
this  point,  all  people  who  do  have  a reaction  to  an 
antigen,  had  a previous  e.xposure  to  that  antigen 
or  a cross-reacting  antigen.  Therefore  previous  ex- 
posure without  incident  does  not  insure  the  safety 
of  readministration  of  the  same  substance. 

To  review,  those  patients  most  likely  to  have  a 
systemic  reaction  to  an  antigen  have  had  a previous 
reaction  to  the  same  antigen,  a positive  skin  test, 
the  allergic  diathesis,  or  previous  e.xposure. 

EXAMPLES  OF  ANTIGENS  CAUSING 
SYSTEMIC  REACTIONS 

Substances  which  can  act  as  allergens  stimula- 
ting skin-sensitizing  antibody  production  probably 
number  in  the  thousands  or  tens  of  thousands. 
Some  of  these  antigens  have  greater  potential  to 
sensitize  than  others,  a property  probably  related 
to  their  chemical  structures  and  the  frequency  and 


degree  of  exposure  to  them. 

Perhaps  the  allergens  which  cause  the  greatest 
number  of  systemic  reactions  are  those  associated 
with  hay  fever  and  asthma.  They  are  responsible 
for  more  reactions  primarily  because  of  their  fre- 
quent use  in  skin  testing  for  and  treatment  of  al- 
lergic disease.  They  consist  mainly  of  dust,  pollens, 
molds,  and  animal  danders.  .Although  a great  many 
systemic  reactions  occur  in  the  routine  use  of  these 
antigens,  most  are  mild  and  readily  controlled  be- 
cause the  possibility  of  allergx^  to  them  is  already 
recognized  or  suspected  and  they  are  therefore 
used  with  great  caution. 

-Although  I have  discussed  only  systemic  reactions 
caused  by  injection  of  antigen,  it  frequently  hap- 
pens that  a severe  allergic  reaction  and  even  death 
may  be  precipitated  by  ingestion  of  antigens,  such 
as  foods,  drugs,  or  other  chemicals.  The  same  rules 
apply  to  this  form  of  anaphylaxis  as  have  been 
described  for  injections  of  antigen.  The  commonest 
antigens  causing  severe  anaphylaxis  when  ingested 
are  the  foods — nuts,  eggs,  and  fish — and  the  drug 
penicillin.  Death  has  occurred  following  ingestion 
of  these  foods  or  penicillin  in  patients  sensitive  to 
them. 

Many  compounds  used  diagnostically  in  medicine 
are  capable  of  causing  life-threatening  episodes. 
Hypaque®  injected  for  intravenous  pyelograms  and 
hormones  such  as  thyrotrophin  (TSH)  and  adren- 
ocorticotropic hormone  (.ACTH)  are  among  these. 

Of  therapeutic  agents,  penicillin  and  tetanus 
antitoxin  (TAT)  are  probably  the  most  frequent 
offenders.  De.xtran,  aspirin,  insulin,  and  chymo- 
trcpsin  are  representatives  of  other  classes  of  drugs 
with  the  potential  to  cause  systemic  reactions. 

Insect  venom,  primarily  from  bees,  causes  many 
deaths  each  year  because  of  anaphylactic  reactions 
and  is  an  example  of  an  environmental  hazard. 

Since,  as  previously  stated,  thousands  of  com- 
pounds could  act  as  antigens,  the  foregoing  brief 
enumeration  of  some  of  them  is  meant  only  to 
indicate  the  wide  range  of  possibilities. 

COMMON  AGENTS  CAUSING  REACTIONS 
SIMULATING  SYSTEMIC  REACTIONS 

The  chain  of  events  culminating  in  a systemic 
reaction  is  initiated  by  an  immune  complex  which 
releases  chemical  mediators  such  as  histamine.  The 
mediators  then  cause  changes  in  tissues  recogni- 
zed clinically  as  anaphylaxis.  It  is  quite  possible 
to  shortcircuit  this  chain  of  events  if  mediators 
are  released  directly  from  cells  by  non-allergic 
(Continued  on  next  page) 


The  Anaphylactic  Re.action 


205 


mechanisms.  Since  the  mediators  are  the  same  as 
those  released  by  allergic  mechanisms,  the  end  re- 
sult is  a systemic  reaction,  but  in  this  case,  the 
symptoms  do  not  indicate  allergy.  A search 
for  antibodies  in  these  cases  is  futile. 

Some  compounds  can  act  as  allergens  and  cause 
immune  systemic  reactions,  or  they  can  act  directly 
on  cells  containing  mediators  and  cause  non-immune 
systemic  reactions.  Dextran  is  an  example  of  such 
a chemical.  Hypaque®  may  also  have  a dual  action. 
Cocaine  usually  causes  direct  mediator  release.  Co- 
deine is  also  an  example  of  a compound  which  re- 
leases histamine  by  its  direct  action  on  cells  con- 
taining mediators.  In  this  capacity,  we  frequently 
employ  codeine  as  a positive  control  in  skin  tests 
to  determine  whether  or  not  a patient’s  skin  will 
react.  Aspirin  causes  severe  anaphylactic-like  re- 
actions in  susceptible  individuals  and  can  cause 
death.  Antibodies  to  aspirin  have  been  reported  by 
a few  investigators,  but  the  work  is  not  sufficiently 
confirmed.  INIost  investigators  have  failed  to  dem- 
onstrate aspirin  antibodies  in  these  patients,  and 
suspect  that  many  or  all  reactions  to  aspirin  are 
non-immune.  Adequate  doses  of  mecholyl  causes 
severe  bronchospasm  and  bronchial  and  nasal  se- 
cretions in  all  patients.  In  some  individuals,  minute 
doses  can  cause  the  same  severe  symptoms.  The 
mode  of  action  in  mecholyl  hypersensitivity  is  not 
immune.  The  evidence  available  suggests  that  the 
mechanism  is  related  to  imbalance  of  receptor  cells. 

The  symptoms  and  signs  of  anaphylaxis  may  be 
initiated  by  different  mechanisms  acting  through  a 
final  common  pathway.  Clinically,  it  is  important 
to  recognize  and  differentiate,  if  at  all  possible,  the 
mechanisms  operating  in  a patient,  for  it  may  have 
some  bearing  on  other  forms  of  therapy  or  the  pos- 
sibility of  reactions  in  the  future. 

IMMUNE  PREVENTION  OF  SYSTEMIC 
REACTIONS 

If  an  antigen  is  injected,  it  can  stimulate  syn- 
thesis of  a number  of  classes  of  antibodies.  In  non- 
sensitized  individuals  with  allergic  predisposition, 
injection  of  an  antigen  may  cause  sensitization  by 
initiating  synthesis  of  skin-sensitizing  antibody.  In 
an  already  sensitized  individual,  injection  of  the 
antigen  often  stimulates  increased  production  of 
skin-sensitizing  antibody.  If  injections  are  repeated 
reqularly  and  frequently  for  more  than  6 months 
or  a year,  as  in  treatment  for  pollinosis,  skin-sensi- 
tizing antibody  production  appears  to  be  depressed. 
Of  course,  the  changes  that  I described  do  not 
occur  universally,  and,  when  they  do  occur,  there 


is  a great  variation  in  degree  of  change. 

Injections  of  an  antigen  into  any  individual  al- 
most always  cause  formation  of  varying  amounts 
of  a second  t>pe  of  antibody  called  “blocking”  or 
“neutralizing  antibody.”  Most  of  this  antibody 
is  found  in  the  globulin  fraction  of  serum  and  is 
frequently  referred  to  as  immunoglobulin  G or 
IgG.  Blocking  antibody  is  also  specific  for  the 
antigen  which  stimulated  its  synthesis.  It  appears 
to  have  great  avidity  for  the  antigen,  and,  if  anti- 
gen and  skin-sensitizing  and  blocking  antibody  are 
mixed  in  a test  tube,  the  antibody  will  preferentially 
combine  with  blocking  antibody.  Two  characteris- 
tics of  blocking  and  skin-sensitizing  antibody  fur- 
ther illustrate  their  differences.  Blocking  antibody 
is  primarily  in  the  circulation;  and  complexes  of 
blocking  antibody  and  antigen  generally  do  not 
cause  disease,  whereas  skin-sensitizing  antibody  is 
tissue-fixed  and  circulates,  and  complexes  of  anti- 
body and  antigen  cause  allergic  disease. 

From  this  brief  description  of  the  characteristics 
of  the  two  antibodies,  it  could  be  postulated  that 
blocking  antibody  has  the  potential  to  prevent 
systemic  reactions.  Indeed,  our  clinical  studies  in- 
dicate that  this  is  so.  The  mechanism  we  believe 
to  be  responsible  for  the  protective  effect  is  neu- 
tralization of  antigen  in  the  circulation.  Thus,  a 
theoretically  fatal  dose  of  antigen  administered  in 
an  extremity  must  be  transported  via  the  circula- 
tion to  distant  shock  tissues  before  a systemic  re- 
action will  occur.  If  blocking  antibody  is  present 
in  sufficient  quantities  in  the  circulation,  it  will 
neutralize  the  antigen  in  transit,  rendering  the  an- 
tigen harmless  when  it  reaches  shock  tissues. 

An  additional  extremely  important  difference  be- 
tween blocking  and  skin-sensitizing  antibodies 
should  be  taken  into  account  when  considering  a 
protective  immune  mechanism.  Whereas  production 
of  skin-sensitizing  antibody  often  persists  in  the 
absence  of  further  exposure  to  antigen,  blocking 
antibody  production  decreases  when  injections  of 
antigens  cease.  In  90  per  cent  of  patients,  four 
months  after  their  last  injection,  blocking  levels 
are  so  low  as  to  offer  no  protection.  Clinically,  this 
finding  is  quite  significant  as  illustrated  by  the 
following  hypothetical  example.  A first  injection 
of  antigen  causes  no  symptoms  in  an  individual,  but 
sensitizes  him  and  at  the  same  time  stimulates 
blocking  antibody  synthesis.  Two  weeks  later  a 
second  injection  is  given.  This  injection,  in  the 
now  sensitive  individual,  would  have  caused  ana- 
phylaxis but  for  the  presence  of  blocking  antibody. 
Six  months  later  a third  injection  is  administered 


206 


Rhode  Island  IMedical  Journal 


and  does  cause  anaphylaxis  because  sensitivity  per- 
sisted but  blocking  titers  decreased  in  the  interval 
between  the  second  and  third  injections. 

RATIONALE  FOR  TREATMENT  OF 
SYSTEMIC  REACTIONS 

Inevitably  systemic  reactions  occur  if  the  amount 
of  antigen  injected  is  greater  than  the  blocking 
svstem's  capacity  to  neutralize  it  and  the  amount 
reaching  shock  tissues  exceeds  the  tolerance  of  the 
shock  tissue.  If  a reaction  does  occur,  how  do  we 
treat  it  and  what  it  the  rationale  for  treatment? 

At  the  time  a systemic  reaction  is  recognized,  and 
unless  antigen  was  given  intravenously,  we  must 
assume  that  a significant  part  of  the  dose  of  anti- 
gen given  is  still  occurring.  Additional  absorption 
can  only  mean  an  increase  in  the  severity  of  the 
reaction.  Thus,  one  of  the  first  steps  in  the  treat- 
ment of  a systemic  reaction  is  to  isolate  the  deposit 
of  antigen  from  the  systemic  circulation.  Impair- 
ment of  life-dependent  systems,  such  as  cardiac- 
dysfunction,  hypotension,  and  respiratory  distress 
caused  by  mediators,  must  be  reversed.  Mediators 
released  or  in  the  process  of  being  released  by  the 
allergic  reaction  must  be  blocked  before  they  com- 
bine with  reactive  tissues,  thereby  increasing  the 
symptoms. 

Specific  treatment  administered  properly  and 
rapidly  can  change  a grave  condition  into  one  of 
little  danger. 

A deposit  of  antigen  is  efficiently  isolated  in  an 
extremity  by  applying  a tourniquet  proximal  to  the 
injection  site.  An  injection  of  aqueous  Epinephrine 
0.3  ml.  into  the  site  further  decreases  absorption. 
If  the  antigen  was  administered  in  the  trunk  or 
head  where  tourniquets  cannot  be  applied,  an  ice 
pack,  if  available,  will  decrease  absorption,  as  will 
Epinephrine  injected  into  the  site.  In  the  fashion 
described,  procedures  for  isolation  of  antigen  should 
not  take  more  than  10  or  15  seconds.  Elementary 
rules  governing  the  administration  of  any  injectable 
should  include:  1)  give  injections  in  an  extremity 
if  at  all  possible,  and  2)  have  a tourniquet  and 
Epinephrine  readily  available. 

Shock  and  respiratory  distress,  if  present,  should 
be  reversed.  Aqueous  Epinephrine  1:1000  dilution. 
0.3  ml.  administered  subcutaneously,  intravenously, 
or  intracardially,  is  the  drug  of  choice.  If  given 
subcutaneously,  administer  in  two  sites  and  mas- 
sage the  sites  to  promote  more  rapid  absorption. 
If  the  patient  is  in  shock  Epinephrine  should  be 
administered  intravenously. 

Histamine  is  believed  to  be  one  major  mediator 


released  by  the  allergic  reaction.  .Antihistamines 
compete  with  histamine  for  receptor  sites  on  cells. 
Therefore,  an  injectable  antihistamine  should  be 
administered  intramuscularly  or  intravenously. 
There  is  a tendency  , if  the  patient  does  not  appear 
to  be  gravely  ill,  to  give  the  antihistamine  orally. 
I object  to  oral  administration  in  this  condition, 
for  the  mildly  or  moderately  ill  patient  can  become 
severely  ill  in  a moment  or  two.  If  the  antihistamine 
is  given  orally,  15  to  30  minutes  will  pass  before 
it  is  effective,  far  too  late  to  be  of  value.  If  the 
patient  becomes  hypotensive,  the  antihistamine 
in  the  gastro-intestinal  tract  will  not  be  absorbed 
at  all.  In  the  latter  case,  additional  drugs  will 
usually  be  required  and  must  be  administered  by 
injection.  As  the  patient  responds  to  them  and 
shock  abates,  absorption  of  the  ingested  antihista- 
mine will  occur  and  could  possibly  lead  to  distress- 
ing or  confusing  symptoms. 

Doses  of  drugs  and  frequency  of  administration 
in  treatment  of  systemic  reactions  are  of  necessity 
related  to  the  severity  of  the  reaction.  With  mild 
reactions,  a tourniquet  isolating  the  antigen  may 
suffice.  On  the  other  hand,  I have  administered  as 
much  as  1.5  ml.  of  Epinephrine  over  a 10  minute 
period  in  severe  cases. 

There  is  no  reason  to  substitute  any  other  mo- 
dality of  treatment  for  that  described  above.  Other 
secondary  measures  may  be  employed  if  one  wishes, 
but  only  as  additions  to  and  not  substitutes  for  the 
primary  treatment.  Intravenous  steriods  are  some- 
times utilized  and  are  effective  in  allergy,  but  their 
effect  in  the  acute  allergic  emergency  is  debatable, 
since  the  issue  of  life  or  death  is  usually  resolved 
before  they  could  possibly  reverse  the  situation. 
Penicillinase  given  after  a reaction  to  penicillin 
will  neutralize  the  penicillin  and  in  this  respect 
cannot  be  criticized,  but  it  will  not  reverse  the 
symptoms  of  anaphylaxis  already  present.  Penicil- 
linase may  be  much  more  valuable  for  delayed 
reactions  or  serum  sickness-like  reactions  following 
administration  of  penicillin.  It  should  be  noted  that 
a patient  can  also  become  allergic  to  penicillinase. 

Tracheostomy  is  of  no  value  if  respiratory  ob- 
struction is  below  the  larynx.  However,  on  occasion, 
obstructing  laryngeal  edma  without  lower  airw-ay 
pathology  has  been  reported,  and  in  these  cases 
tracheostom}'  could  have  been  life  saving. 

I have  frequently  started  an  intravenous  infusion 
in  some  patients  with  moderately  severe  systemic 
reactions  when  I thought  their  condition  might 
worsen.  The  purpose  of  the  infusion  was  merely 
f Concluded  on  page  2181 
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Report  Of  The  21st  Annual  Meeting  Of 
The  Corporation.  At  Providence,  R.  I., 
March  4,  1970. 


The  21st  annual  meeting  of  the  Corporation  of 
the  Rhode  Island  ^Medical  Society  Physicians  Ser- 
vice was  held  in  the  Garden  Room  of  the  Provi- 
dence Biltmore  Hotel  on  Wednesday,  ^larch  4, 
1970.  The  meeting  was  called  to  order  by  the 
President,  Dr.  Arnold  Porter,  at  5:22  p.m. 

Members  of  the  Corporation  in  attendance  were: 
Charles  J.  .\shworth,  M.D.,  Paul  E.  Barber,  ^I.D., 
John  T.  Barrett,  M.D.,  IMr.  Albert  E.  Bonte,  Che- 
Icie  C.  Bosland,  Ph.D.,  J.  Robert  Bowen,  iM.D., 
Bertram  H.  Buxton,  Jr.,  iM.D.,  Joseph  E.  Caruolo, 
M.D.,  Mr.  George  W.  Chaplin,  George  W.  Coleman, 
M.I).,  Charles  S.  Dotterer,  iM.D.,  Martin  E.  Felder, 
M.D.,  i\lr.  Daniel  H.  Ford,  Seebert  J.  Goldowsky, 
M.D.,  John  P.  Grady,  M.D.,  Edmund  T.  Hackman, 
M.D.,  Herbert  Hager,  M.D.,  ]\lr.  John  J.  Hall, 
Paul  J.  Healey,  M.D.,  John  C.  Ham,  M.D.,  Francis 
D.  Lamb,  iM.D.,  J.  Gerald  Lamoureux,  M.D.,  Rev. 
Joseph  L.  Lennon,  O.P.,  Robert  V.  Lewis,  IM.D., 
Thomas  R.  Littleton,  IM.D.,  Vincent  1.  MacAndrew, 
M.D.,  William  J.  ^lacDonald,  M.D.,  Earl  J.  Mara, 
M.D.,  Peter  L.  Mathieu,  Jr.,  ^I.D.,  Mr.  Charles  V. 
McCaffery,  James  McGrath,  M.D.,  Gustavo  A. 
Motta,  iM.D.,  Judge  Florence  K.  Murray,  Raul 
Xodarse,  M.D.,  John  C.  Osenkowski,  M.D.,  Ralph 
F.  Pike,  M.D.,  Arnold  Porter,  M.D.,  Richard  P. 
Sexton,  IM.D.,  Stanley  D.  Simon,  M.D.,  Leonard 
S.  Staudinger,  IM.D.,  William  R.  Thompson,  ^LD., 
John  Turner,  H,  ^I.D.,  and  Joseph  E.  Wittig,  ]\I.D. 

.Also  present  were  Air.  .Arthur  F.  Hanley,  Execu- 
tive Director,  and  seven  members  of  his  adminis- 
trative staff.  Air.  AA'illiam  E.  AIcCabe,  legal  coun- 
cil. Air.  John  E.  Farrell,  Executive  Secretary  of  the 
Corporation,  and  Air.  Edward  J.  Lynch,  .Assistant 
Executive  Secretary  of  the  Rhode  Island  Aledical 
Society. 


Alembers  of  the  Corporation  absent  were:  Rocco 
.Abbate,  AI.D.,  F.  Bruno  .Agnelli,  AI.D.,  Joseph  E. 
Cannon,  AI.D.,  Francis  P.  Catanzaro,  AI.D.,  Na- 
than Chaset,  AI.D.,  .Arthur  J.  Clarkin,  AI.D.,  John 
J.  Cunningham,  AI.D.,  Alorgan  Cutts,  AI.D.,  John 
.A.  Dillon,  AI.D.,  Daniel  J.  Dorman,  Jr.,  AI.D., 
Joseph  L.  Dowling  Jr.,  AI.D.,  Herbert  Ebner,  AI.D., 
Frederick  C.  Eckel,  AI.D.,  Air.  Emil  E.  Fachon, 
Charles  L.  Farrell,  AI.D.,  Frank  D.  Fratantuono, 
AI.D.,  William  F.  Garrahan,  AI.D.,  .Alvin  G.  Gen- 
dreau,  AI.D.,  Air.  John  J.  Halloran,  Alilton  AAA 
Hamolsky,  AI.D.,  Robert  C.  Hayes,  AI.D.,  Thomas 
F.  Head,  AI.D.,  AA'aldo  Hoey,  AI.D.,  Stephen  J. 
Hoye,  AI.D.,  .Alexander  A.  Jaworski,  AI.D.,  Air. 
Paul  P.  Johnson,  Joseph  J.  Lambiase,  AI.D.,  Henry 
AT  Litchman,  AI.D.,  AA'illiam  .A.  AIcDonnell,  AI.D., 
Frank  Alerlino,  AI.D.,  Air.  Felix  Alirando,  James 
B.  Aloran,  AI.D.,  Edwin  B.  O’Reilly,  AI.D.,  .Alton 
Pauli,  AI.D.,  Frederick  .A.  Pierce,  Jr.,  AI.D.,  Air. 
George  R.  Ramsbotton,  Joseph  L.  C.  Ruisi,  AI.D., 
Robert  P.  Sarni,  AI.D.,  Francis  L.  Scarpaci,  AI.D., 
Air.  John  Shepard,  H,  Nathan  Sonkin,  AI.D.  Banice 
AT  AVebber,  AI.D.,  and  Elihu  S.  AVing,  Jr.,  AI.D. 

Annual  Report  of  the  Secretary 
The  President  noted  that  the  annual  report  of 
the  Secretary  had  been  included  in  the  handbook 
sent  to  the  members  prior  to  the  meeting. 

Actions  .A  motion  was  made,  seconded  and  voted 
that  the  annual  report  of  the  Secretary,  as  sub- 
mitted, be  approved  and  placed  on  record.  (Copy 
is  made  part  of  the  official  records  of  the  meeting). 

Annual  Report  of  the  Treasurer 
Air.  George  AAh  Chaplin,  Treasurer,  stated  that 
his  annual  report  was  included  in  the  handbook 
('Contimied  on  page  216) 
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Editorials 


RLBELLA 


Rubella  reinfection  has  recently  been  reported 
in  some  vaccinated  children.  University  of  Southern 
California  researchers  provide  some  unexpected 
findings  of  clinical  significance  with  their  recent 
demonstration  serologically  of  rubella  reinfection 
in  14  of  30  children,  the  nasopharyngeal  shedding 
of  virus,  and  the  apparent  transmission  of  infection 
from  vaccinated  to  susceptible  contacts  in  a closed 
population  at  Pacific  State  Hospital. 

The  world  has  witnessed  a tremendous  interest 
in  the  last  few  years  in  immunization.  Part  of  this 
activity  may  have  been  due  to  the  failure  of  re- 
searchers to  develop  effective  chemical  agents  in 
the  treatment  of  the  proliferating  viral  disease.  As 
a result  medicine  has  operated  mainly  in  the  area 
of  prevention  of  viral  diseases  through  the  use  of 
vaccines. 

Rubella,  first  described  in  1881,  was  not  thought 
to  be  a serious  disease  until  1940  when  Gregg  ob- 
served in  Sydney.  .Australia,  that  some  infants  born 
to  mothers  who  had  had  rubella  early  in  pregnancy 
delivered  babies  with  congenital  defects.  Enders 
identified  the  rubella  virus  in  1949,  and  with  Wel- 
ler-Xeva  at  Harvard  and  Parkman,  Buescher,  and 
Artenstein  at  Walter  Reed  General  Hospital  culti- 
vated the  virus  in  1962.  It  was  observed  that  the 
infective  process  occurs  in  the  fetus  and  that 
the  virus  persists  after  birth,  producing  specific 
anomalies  in  the  newborn. 

The  last  rubella  epidemic  in  the  United  States 
in  1964-65  accounted  for  approximately  30,000 
infants  with  congenital  defects.  The  disease  has 
generated  much  anxiety,  causing  debate  of  medico- 
legal and  religious  difficulties  associated  with  ther- 
apeutic abortion  and  contraception.  In  the  child 
or  adult,  rubella  is  a mild  upper  respiratory  disease 
spread  by  viremia  and  clinically  charasterized  by 
lympadenopathy,  fever,  rash,  and  leukopenia.  Sub- 
clinical  infections  may  account  for  as  many  as  40 
to  50  per  cent  of  the  total  cases.  The  only  risk  is 
encephalitis  which  is  usually  mild  and  occurs  once 
in  30,000  cases.  .Adults  occasionally  have  arthritis 
and  arthralgia. 

The  largest  impact  of  rubella  lies  in  the  terato- 
genic properties  of  the  virus.  There  is  good  evidence 


that  there  is  a three-fold  increase  in  congenitally- 
defective  children  in  pregnant  women  who  have 
had  rubella  in  the  first  trimester  of  pregnancy.  The 
most  common  anomalies  are  heart  defects,  deafness 
or  impaired  hearing,  cataract,  glaucoma,  and  men- 
tal and  motor  retardation.  Surveys  show  that  19 
to  32  per  cent  of  women  in  the  child-bearing  age 
are  susceptible  to  infection. 

Rubella,  like  other  infections,  occurs  in  cycles. 
The  years  1935,  1943,  and  1964  have  been  epidemic 
years,  with  a pattern  of  peak  activity  every  6 to  9 
years.  Alarch,  April,  and  Alay  are  rubella  months; 
summer  and  early  fall  have  the  lowest  case  inciden- 
ce. Fifteen  per  cent  of  children  are  immune  by 
school  age,  and  seventy-five  per  cent  of  adolescents 
are  immune.  Reinfection  is  debatable,  but  Brody 
has  reported  that  reinfection  with  rubella  disease 
has  occurred  in  .Alaska  in  patients  that  acquired 
primary  infection  21  years  earlier.  Presumably,  re- 
infection may  occur  in  persons  with  waning  immun- 
ity or  a low  level  of  antibody. 

At  the  present  time  several  drug  companies  have 
marketed  an  effective  live  attenuated  rubella  virus 
vaccine.  There  is  evidence  that  when  rubella  virus 
vaccine  is  injected  into  a nonimmune  person  good 
immunity  as  evidenced  by  a rise  in  antibody  levels 
results.  There  is  little  evidence  to  indicate  how 
long  this  vaccine  induced  immunity  lasts.  One  re- 
searcher reports  that  5 months  after  rubella  vac- 
cination there  is  a ver}'  sharp  drop  in  antibody 
level.  None  of  the  immunized  patients  developed 
complement  fixing  antibodies. 

Does  this  pose  the  possibility  that  a vaccinated 
woman  may  receive  so-called  “clinical”  protection, 
but  be  susceptible  to  the  wild  virus  and  then,  after 
exposure  during  pregnancy,  carry  a “silent”  in- 
fection transmissable  to  her  unborn  child,  who 
subsequently  at  birth  demonstrates  the  stigmata 
of  rubella  infection?  Can  a recently  vaccinated 
person  transmit  a subclinical  case  of  rubella  to  a 
susceptible  contact?  Should  we  be  vaccinating  3, 
4,  5,  10  year-old  children  with  rubella  vaccine  when 
we  do  not  know  how  long  the  immunity  from  the 
vaccine  lasts?  How  long  does  immunity  from  most 
(Continued  on  next  page) 
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vaccines  last  and  to  what  degree  of  protection  after 
five  years? 

The  Committee  on  Control  of  Infectious  Disea- 
ses, American  Academy  of  Pediatrics,  emphasizes 
that  the  live  attenuated  rubella  virus  vaccine  now 
available  appears  to  be  a highly  effective  immun- 
izing agent  and  the  first  suitable  method  of  control- 
ling rubella.  Careful  surveillance  of  rubella  infec- 
tion is  particularly  important  now  with  an  effective 
vaccine  in  use.  Let  us  improve  our  diagnosis  and 


reporting  of  rubella.  Let  us  make  competent  labor- 
atory investigation  of  all  infants  born  with  defects 
suspected  of  being  due  to  rubella.  Let  us  tighten 
the  patterns  of  vaccine  use  and  determine  their 
long  range  effectiveness.  Let  us  consider  the  va- 
lidity of  including  a test  for  the  serological  rubella 
titre  along  with  the  serological  test  for  syphilis  now 
required  of  every  young  couple  applying  for  a 
marriage  license. 


THE  SENATE  STAFF  REPORT  ON  MEDICARE 


We  believe  that  the  recent  report  of  the  Staff  to 
the  Senate  Finance  Committee  on  the  problems  of 
^ledicare  and  ^ledicaid  is  an  unconscionable  and 
casuistic  use  of  data  by  men,  who  surely  knew  what 
they  were  doing,  for  the  purpose  of  discrediting 
the  Medical  Profession  and  the  Carriers. 

Xed  F.  Parish,  executive  vice  president  of  the 
National  Blue  Shield  has  analyzed  the  report  as 
follows: 

“We  were  called  on  by  government  in  1966  to 
assist  in  the  administration  of  the  Medicare  pro- 
gram, which  was  designed  in  a manner  contrar\’  to 
the  suggestions  we  had  made  based  on  25  years  of 
experience. 

“Xow,  we  are  faced  with  a report  which  states 
that  Blue  Shield  Plans  paid  more  to  physicians  for 
taking  care  of  Medicare  patients  than  for  patients 
covered  by  Blue  Shield  private  programs. 

'‘The  report  takes  Blue  Shield  fee  schedules — 
some  developed  more  than  15  years  ago — and  com- 
pares them  to  ^Medicare  payments  in  1968.  Obvi- 
ously these  fee  schedules,  some  of  which  were  de- 
signed for  partial  payment  to  physicians,  do  not 
meet  current  physician  charges. 

‘•Medicare  administration  calls  for  ])ayment  to 
the  physician  on  the  basis  of  the  usual,  prevailing 
and  reasonable  charge.  In  comparing  this  with 
Blue  Shield  programs  based  on  the  same  payment 
principle,  there  was  no  significant  difference  in  the 
amounts  allowed  to  physicians.” 

Parish  had  testified  before  the  House  Ways  and 
Means  Committee  on  November  10,  1969,  and  had 
submitted  a study  entitled  “Physician  Fees:  A 
Comparison  of  Government  and  Xon-Government 
Carrier  Payments,”  prepared  by  the  staff  of  Na- 
tional Blue  Shield. 


This  study  showed  that  “no  statistically  signifi- 
cant difference  existed  between  the  charge  levels 
allowed  by  Blue  Shield  carrier  Plans  for  ^Medicare 
and  for  their  private  enrollment,  when  the  compar- 
able customary,  prevailing  and  reasonable  charge 
method  of  payment  was  used.” 

The  result  of  this  Blue  Shield  study  had  been 
distributed  to  the  news  media  and  government 
agencies,  and  there  had  not  been  any  comments 
critical  of  the  data  or  their  interpretation  of  it. 

The  Blue  Shield  analysis  of  the  staff  re{X)rt  fur- 
ther revealed  the  following: 

— The  Senate  staff  report  indicates  an  average 
[Medicare  payment  by  Alabama  Blue  Shield  for  an 
inguinal  hernia  is  $193  compared  to  the  Blue  Shield 
maximum  payment  for  private  business  of  $75.  The 
$75  figure  is  from  the  Alabama  Plan's  lowest  level 
contract — last  revised  in  1956 — which  was  never 
intended  as  a paid-in-full  .schedule. 

— For  a cholecystectomy  (gall  bladder)  opera- 
tion. the  Senate  staff  report  lists  an  Alabama  Blue 
Shield  maximum  of  $100 — again  from  the  lowest 
level  fee  schedule — compared  to  the  average  Medi- 
care payment  of  $303.  NABSP  computation  of  the 
Alabama  data  indicates  an  average  Medicare  pay- 
ment of  $289  and  a private  business  average  pay- 
ment of  $286. 

— In  [Michigan  and  [Minnesota,  the  average  Blue 
Shield  figure  for  a prostate  operation  was  higher 
than  the  average  Medicare  payment.  In  Michigan, 
the  Blue  Shield  allowance  was  $398  and  for  [Medi- 
care. $389.  In  [Minnesota,  the  private  subscriber 
fee  was  $384,  but  only  $348  for  the  average  Medi- 
care patient. 

The  Colorado  Blue  Shield  Plan  has  also  taken 
issue  with  a chart  which  shows  that  the  average 
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-Medicare  cataract  operation  in  Colorado  costs  $348 
as  compared  to  ‘‘Blue  Shield  maximum  payment” 
of  $250.  The  Colorado  Plan  pointed  out  that  the 
$348  represented  a cataract  operation  in  1968,  com- 
pared to  a Blue  Shield  schedule  of  $250  for  this 
oi^eration  in  1953. 

The  Senate  Staff  report  resulted  in  the  following 
.sensational  headline  in  the  ROCKY  MOUNTAIN 
NEWS  on  February  8:  “One  Colorado  Doctor 
Reaps  $326,262  From  Medicare.”  The  story  indi- 
cated that  another  Colorado  physician  had  earned 
.some  $150,000  from  Medicare. 

John  J.  Vance,  E.xecutive  Vice  President  of  Col- 
orado Blue  Shield,  said  that  the  $326,262  payment 


was  actually  made  to  staff  physicians  at  Colorado 
General  Hospital  for  hundreds  of  procedures,  x-ray, 
and  larobatory  charges  by  many  staff  physicians  in 
the  teaching  institution. 

.\s  for  the  $150,000  payment,  this  was  made  to 
the  Denver  General  Hospital,  again  for  services 
performed  by  a number  of  physicians. 

As  Parish  has  pointed  out;  “It  is  unfortunate 
that  because  of  the  complexity  of  the  subject  a 
report  of  this  sort  is  open  to  such  misinterpreta- 
tions.” 

We  in  the  profession  are  indeed  at  the  mercy  of 
the  hatchet  men  in  Washington  and  in  the  press. 


EXTENDED  CARE 


Is  the  extended  care  concept  under  Medicare  a 
snare  and  a delusion?  Many  extended  care  facility 
(FCF)  operators  complain  of  restrictive  govern- 
ment red  tape  and  slow  payments.  As  a result  there 
is  much  disillusionment,  and  many  nursing  home 
operators  are  withdrawing  from  acceptance  of  Med- 
icare patients.  A few  have  gone  bankrupt.  Govern- 
ment officials  point  out  that  many  physicians  and 
FCF  administrators  did  not  understand  just  what 
the  law  does  and  does  not  permit.  We  might  add 
that  in  the  beginning  this  was  also  widely  true  in 
the  case  of  hospital  social  service  departments  and 
the  public. 

-A  substantial  decline  in  the  number  of  FCF 
bills  paid  by  the  Social  Security  administration 
(SSA)  in  the  last  half  of  1969  appears  to  suggest 
a decline  in  utilization. 

Some  295  facilities  withdrew  from  participation 
during  1969,  although  the  total  number  of  beds 
rose  slightly  because  of  the  certification  of  new 
larger  facilities. 

FCF  operators  have  complained  that  often  a 
patient  admitted  in  good  faith  will  later  be  dis- 
qualified by  the  intermediary,  with  the  result  that 
the  charges  must  then  be  collected  from  the  pa- 
tient or  perhaps  be  lost  altogether.  Recently  inter- 
mediaries have  been  asked  to  rule  on  eligibility 
within  48  hours.  Operators  also  complain  of  obscure 
regulations,  burdensome  accounting  procedures, 
and  slow  payment.  IMany  of  these  problems  arise 
from  the  law  itself. 

The  auto  workers  for  the  past  two  years  have 
had  in  their  contracts  an  FCF  provision  for  pa- 
tients under  65.  It  is  interesting  that  a somewhat 
parallel  experience  has  been  reported  from  this 


group.  The  report  states:  “Utilization  under  the 
UAW  program  during  its  first  two  years  was  far 
below  the  level  anticipated,  although  there  was 
greater  use  during  the  second  year.’" 

study  by  the  Michigan  Research  Institute  and 
Brandeis  University  indicates  that  lack  of  avail- 
able beds  in  approved  facilities  due  to  high  occu- 
pancy rates  and  absence  of  a central  mechanism 
for  locating  beds  are  factors  in  the  limited  use.  The 
study  concludes:  “The  traditionally  negative  at- 
titude toward  nursing  homes  has  continued  to  per- 
sist in  the  community  at  large  and  there  have  been 
no  visible  dramatic  changes  in  the  institutions  to 
reverse  these  attitudes.” 

The  FCF  provisions  of  Medicare  have  been  only 
minimally  effective  in  promoting  progressive  care 
and  moving  patients  from  expensive  acute  hospi- 
tal beds.  It  is  precisely  the  custodial  cases,  for 
which  coverage  is  denied  under  medicare,  that  clog 
up  acute  beds.  They  are  not  being  moved  to  better 
quality  nursing  home  beds  because  adequate  funds 
are  usually  not  available.  They  must  await  the 
scarce,  poorer  quality,  cheaper,  general  nursing 
home  beds  for  which  demand  is  great. 

Either  because  of  impractical  sociological  theory 
or  political  sleight  of  hand  the  public  did  not  re- 
ceive through  the  FCF  provisions  of  Medicare 
what  it  e.xpected.  There  was  much  big  talk  about 
a relatively  inexpensive  program.  To  move  custodial 
patients  from  acute  hospital  beds  adequate  federal 
funds  should  be  provided  for  this  purpose.  Nursing 
homes  would  then  begin  to  provide  such  beds  in 
sufficient  numbers  to  correct  this  serious  cause  of 
ov'erutilization. 


Editorials 
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President’s  Message 


If  the  past  decade  is  referred  to  as  the  “sensa- 
tional sixties”  pertaining  to  the  changes  in  the  de- 
livery of  health  care,  the  next  ten  years  will  prob- 
ably be  termed  the  “stupendous  seventies.”  Stu- 
pendous because  of  rising  hospital  costs,  rising 
costs  of  practicing  medicine,  changes  in  medical 
school  curriculum,  advances  in  medical  technology, 
the  expansion  of  total  prepayment  for  health  care, 
and  group  practice. 

The  inauguration  of  Medicare  and  ^Medicaid  has 
not  only  eased  the  financial  burden  of  health  care 
costs  for  the  aged  and  the  medically  indigent,  but 
it  has  in  the  process  burst  the  financial  seams  of 
the  government  because  of  failure  to  project  accu- 
rate and  realistic  cost  estimates  when  launching 
these  tax  supported  plans.  Xow,  after  a period  of 
experience  in  operation  of  the  programs,  we  find 
the  physician  assaulted  by  federal  planners  and  the 
news  media  as  the  culprit  who  is  charged  with 
gouging  the  public  and  the  Social  Security  system 
through  socalled  inflated  fees;  and  although  ex- 
■ tremely  high  and  continuously  rising  hospital  costs 
1 are  mentioned,  it  is  apparently  not  as  germane  to 
indict  such  an  essential  commodity  as  the  commun- 
I ity  hospital. 

Vet  out  of  each  ^Medicare  dollar,  for  example, 

! doctors  received  only  23  cents.  That’s  medical  care 
cost.  The  remaining  77  cents  went  to  the  other 
' health  care  costs — for  hospitalization,  dentists’  ser- 
;;  vices,  fees  and  salaries  for  technologists,  prescrip- 
tions, nursing  homes,  and  government  health  pro- 
jects. 

I Here  in  Providence  hospital  rates  have  risen 
I nearly  300  per  cent  in  the  past  ten  years  and  they 

i are  now  headed  for  a $100  per  day  rate  in  the  next 

decade.  Although  in  the  same  past  decade  physi- 
cian’s fees  are  only  up  approximately  10  per  cent, 
this  cost  of  living  increase  has  caught  the  public 
eye  (or  the  journalist  ear),  and  is  made  the  basis 
for  unwarranted  attacks  on  the  medical  Profession. 

With  the  spotlight  on  the  doctor  he  can  justifi- 
ably remind  the  public,  and  the  editorialist,  that 


the  cost  of  food,  of  the  labor  services  such  as  the 
plumber,  the  carpenter,  the  television  repairman, 
and  even  the  price  of  a theater  admission,  have 
also  gone  up  drastically.  ^lore  specifically,  for  the 
doctor  the  charges  for  office  rent  and  secretarial 
assistance  represent  expensive  items  of  practice, 
and  professional  liability  insurance,  without  which 
no  doctor  can  or  should  practice,  has  risen  in  an- 
nual costs  in  Rhode  Island  from  approximately 
$100  to  $500,  and  in  some  instances  to  nearly 
$1,000. 

The  rising  cost  of  living  is  always  a problem,  and 
we  all  must  make  every  effort  to  slow  down  this 
spiral.  The  medical  Profession  is  embarking  on  a 
post  graduate  medical  education  review  program  to 
keep  the  practicing  physician  aware  of  the  rapid 
changes  in  his  field  of  activity. 

To  aid  the  overworked  generalist,  training  pro- 
grams for  medical  assistants,  including  the  use  of 
Armed  Service-trained  medical  corpsmen,  have  been 
established  whereby  such  aides  will  work  directly 
under  the  supervision  of  a physician. 

In  Rhode  Island  the  Profession  has  urged  the 
development  of  utilization  review'  committees  in  the 
hospitals,  and  many  such  committees  are  working 
effectively.  Each  inhospital  patient  day  saved  rep- 
resents many  dollars  a year  in  costs.  Peer  review 
of  medical  claims,  developed  under  the  administra- 
tion of  Dr.  Stanley  D.  Simon,  is  working  at  local 
levels,  augmented  by  consultant  committees  from 
the  various  specialty  societies,  and  is  proving  prac- 
tical. 

The  further  use  of  pre-admission  testing,  multi- 
phasic  screening  programs,  post  hospital  extended 
care  facilities,  and  outpatient  surgery,  should  help 
reduce  the  use  of  the  increasingly  expensive  hos- 
pital bed. 

Since  medical  care  is  now  a “right,”  the  medical 
Profession  must  strive  to  present  the  best  possible 
care  at  the  lowest  reasonable  cost. 

Richard  P.  Sextox,  m.d.  President 
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(.Continued  from  page  208) 
sent  to  the  members  prior  to  the  meeting,  and  he 
offered  to  answer  any  inquiries  about  the  report. 

Action:  A motion  was  made,  seconded  and  voted 
that  the  annual  report  of  the  Treasurer,  as  sub- 
mitted, be  approved  and  placed  on  record.  (Copy 
is  made  part  of  the  official  records  of  the  meeting). 

Annual  Report  of  the  President 
Doctor  Arnold  Porter  read  his  annual  report, 
copy  of  which  is  made  part  of  the  official  records 
of  the  meeting. 

Nominees  for  Board  of  Directors 
Physician  Nominees 

The  President  noted  that  the  Rhode  Island 
iNIedical  Society  had  named  as  nominees  to  serve 
on  the  Board  of  Directors  of  the  Corporation  until 
the  annual  meeting  in  1973  the  following: 

Joseph  E.  Caruolo,  M.D.,  of  Providence 
William  J.  IMacDonald,  IM.D.,  of  Providence 
Earl  J.  Mara,  ^I.D.,  of  Pawtucket 
John  J.  Walsh,  M.D.,  of  Wickford 
Action:  A motion  was  made,  seconded  and  voted 
that  the  physicians  nominated  by  the  Rhode  Island 
^Medical  Society  be  elected  as  members  of  the 
Board  of  Directors  for  three  years  each. 

^ ^ 4^ 

Non-Physician  Nominees 

Dr.  John  Turner,  Chairman  of  the  Nominating 
Committee  of  the  Corporation,  submitted  for  the 
committee  as  nominees  for  three  year  terms  each 
on  the  Board  of  Directors  the  following: 

Albert  E.  Bonte 
George  \\'.  Chaplin 
Charles  V.  McCaffrey 

Action:  A motion  was  made,  seconded  and  voted 
that  the  nominees  submitted  by  the  Nominating 
Committee  be  elected  as  members  of  the  Board 
for  three  year  terms  each. 

Report  of  the  Executive  Director 
Mr.  Arthur  E.  Hanley,  Executive  Director, 
stated  that  for  the  information  of  the  Corporation 
the  Assistant  Executive  Directors  in  charge  of  he 
five  major  operating  areas  of  the  Plans  had  pre- 
pared reports  which  were  distributed  to  the  mem- 
bers of  the  Corporation  at  the  meeting.  He  com- 
mended the  staff  for  its  outstanding  work  in  mak- 
ing Physicians  Service  the  number  one  Blue  Shield 
plan  in  the  nation,  and  he  introduced  the  staff 
members  present  as  follows: 


Frank  R.  Adae,  Associate  Executive  Director 
Paul  L.  Rossi,  Assistant  Executive  Director, 
Financial  Affairs 

Joseph  F.  Sullivan,  Assistant  Executiv^e  Direc- 
tor, Blue  Shield  Affairs 
Douglas  IMcIntosh,  Administrative  Assistant 
George  Peterson,  Director,  Blue  Shield  Claims 
J.  Lewis  Eddy,  Division  of  Professional  Re- 
lations 

Preston  Jordan,  Assistant  to  the  Executive 
Director 

Mr.  Hanley  also  discussed  the  rise  in  the  number 
of  claims  processed  annually  by  the  Plan,  and  he 
commented  on  the  planned  utilization  of  reserve 
funds  in  1969  as  reported  in  the  Treasurer’s  annual 
report. 

% ^ 

Doctor  Nodarse  commented  on  the  challenge  of 
the  AFL-CIO  Group  Health  Association,  and  he 
inquired  if  the  Blue  Plans  had  any  solution  to  the 
problems  of  health  coverage  presented  by  the  labor 
group. 

^Ir.  Hanley  discussed  the  development  of  Group 
Health  Association  in  Rhode  Island,  and  he  stated 
the  Blue  Plans  had  offered  assistance  in  exploring 
their  programs,  but  no  action  would  be  taken  in  any 
direction  without  full  professional  guidance  of 
the  boards  of  Blue  Cross  and  Physicians  Service. 

Adjournment 

The  meeting  of  the  Corporation  was  adjourned 
at  6:20  p.m..  and  the  members  were  then  guests 
for  dinner. 

Respectfully  submitted: 

Judge  Florence  K.  IMurray 

Secretary 

ANNUAL  REPORT  OF  THE  SECRETARY 

21st  Annual  fleeting  of  the  Corporation  of  the 
Rhode  Island  IMedical  Society  Physicians  Service 
To  the  Members  of  the  Corporation: 

The  annual  meeting  of  the  Corporation  in  1969 
was  held  on  March  26.  The  Board  of  Directors 
held  eight  meetings  during  the  year,  including  a 
special  joint  meeting  with  the  Board  of  Directors 
of  the  Hospital  Service  Corporation  of  Rhode 
Island.  (Blue  Cross). 

At  its  20th  annual  meeting  on  March  26,  held 
in  the  Blue  Cross  building  at  444  Westminster 
]Mall.  in  Providence,  the  annual  reports  of  the 
officers  were  received  and  approved.  The  Corpora- 
tion elected  for  three  year  terms  each  to  the  Board 
CCoiitinued  on  page  217) 
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here’s 


a soup 


PROTEIN  CONTENT/  7 oz.  Serving* 


Bean  with  Bacon 

6.8 

Green  Pea  with  Ham  (Frozen) 

7.6 

Beef 

8.0 

Hot  Dog  Bean 

8.4 

Chicken  Broth 

5.5 

Pepper  Pot 

6.1 

Chicken  'N  Dumplings 

5.8 

Split  Pea  with  Ham 

10.2 

Chili  Beef 

6.2 

Vegetable  Beef 

5.0 

Green  Pea 

6.9 

Vegetable  with  Beet  (Frozen) 

5.4 

fit 


When  protein  is  the  focal  point  in  your  patients’ 
special  diets,  Campbell’s  Soups  can  be  a convenient 
supplementary  source  of  that  essential  nutrient. 


♦ From  Nutritive  Composition  of  Campbell’s  Products” 
which  gives  values  of  important  nutritive  constituents  of  all 
Campbell’s  Products.  For  your  copy,  write  to  Campbell  Soup 
Company,  Dept.  365,  Camden,  New  Jersey  08101. 


for  almost  every  patient  and  diet 
.for  every  meal  ^ - 

and,  it’s  made  by  VttmpOsU 


Pro-Banthine  Helps... 

propantheline  bromide 


...REVEAL  the  ulcer 
...HEAL  the  ulcer 


The  efficiency  of  Pro-Banthine — its  favorable  balance  of  therapeutic  anc 
secondary  actions — has  been  thoroughly  tested  and  observed.  This  qual 
ity  has  been  demonstrated  surgically,  roentgenographicaUy,  cinegastros 
copically  and,  above  all,  clinically. 

When  physicians  needed  to  relax  the  restless  duodenum  for  the  re 
cently  refined  technic  of  hypotonic  duodenography  they  logicaUy  turnec 
to  Pro-Banthine. 

For  years  Pro-Banthine  has  been  the  most  widely  used  anticholinergii 
medication  for  calming  the  gastrointestinal  tract — for  suppressing  secre 
tion,  prolonging  the  action  of  antacids  and  providing  the  proper  environ 
ment  for  healing  peptic  ulcers.  j 

These  established  therapeutic  actions  make  Pro-Banthine  particular!; 
useful  in : 

• peptic  ulcer  • irritable  colon 

• gastritis  • biliary  dyskinesia 

• diverticuhtis  • functional  hypermotility 


We  wish  to  thank  Drs.  Marcia  K.  Bilbao,  Louis  H 
Frische,  Josef  Rosch  and  Charles  T.  Dotter  for  this  excel 
tionally  graphic  example  of  hypotonic  duodenographi 


Contraindications : 
diac  disease. 


Glaucoma,  severe  car- 


Precautions:  Since  varying  degrees  of  uri- 
nary hesitancy  may  occur  in  elderly  men 
with  prostatic  hypertrophy,  this  should  be 
watched  for  in  such  patients  until  they  have 
gained  some  experience  with  the  drug.  Al- 
though never  reported,  theoretically  a cu- 
rare-like action  may  occur  with  possible  loss 
of  voluntary  muscle  control.  Such  patients 
should  receive  prompt  and  continuing  arti- 
ficial respiration  unth  the  drug  effect  has 
been  exhausted. 


Side  Effects:  The  more  common  side  effects, 
in  order  of  incidence,  are  xerostomia,  my- 
driasis, hesitancy  of  urination  and  gastric 
fullness. 


Dosage:  The  maximal  dosage  tolerated  witi 
out  excessive  side  effects  is  usually  the  mo£ 
effective.  For  most  adult  patients  this  will  b 
four  to  six  15-mg.  tablets  daily  in  divide 
doses.  In  severe  conditions  as  many  as  tw 
1 5-mg.  tablets  four  to  six  times  daily  may  b 
required.  Pro-Banthine  (brand  of  propar 
theline  bromide)  is  supplied  as  tablets 
15  mg.,  as  prolonged-acting  tablets  of  3 
mg.  and,  for  parenteral  use,  as  serum-typ 
vials  of  30  mg.  The  parenteral  dose  shoul 
be  adjusted  to  the  patient’s  requirement  an 
may  be  up  to  30  mg.  or  more  every  six  houn 
intramuscularly  or  intravenously. 


SEARLE 


Research  in  the 
Service  of  Medicine 


solved  with  Pro-Banthine 


With  hypotonic  duodeno- 

graphyduodenalcalm  induced 
by  Pro-BanthTne  permits  clear 
anatomic  appraisal.  In  this  ex- 
ample the  duodenum  was  in- 
tubated. Pro-BanthTne,  60  mg. 
intramuscularly,  produced 
prompt  aperistalsis.  Double 
contrast  visualization  was  ob- 
tained with  barium  and  air. 


Nose  clear  as  a whistle 

(THANKS  TO  DIMETAPP  ) 


Dimetapp  Extentabs®  does  an  outstanding  job  of  helping  to 
clear  up  the  stuffiness,  drip  and  congestion  of  colds  and  upper 
respiratory  allergies  and  infections.  Each  Extentab  keeps 
working  up  to  12  hours.  And  for  most  patients  drowsiness  or 
overstimulation  is  unlikely.  Try  Dimetapp.  It  clearly  works. 


FOR  I PPKR  RESPIRATORY  ALLERGIES  AND  INFECTIONS 

Dimetapp  Extentabs* 

Dimetane®  (brompheniramine  maleate),  12  mg.;  phenylephrine 
HCI,  15  mg.;  phenylpropanolamine  HCl,  15  mg. 

UP  TO  12  HOLRS  CLEAR  BREATHING  ON  ONE  TABLET 


Indications:  Dimetapp  is  indicated  for  symptomat- 
ic relief  of  the  allergic  manifestations  of  respira- 
tory illnesses,  such  as  the  common  cold  and  bron- 
chial asthma,  seasonal  allergies,  sinusitis,  rhinitis, 
conjunctivitis,  and  otitis. 

Contraindications:  Hypersensitivity  to  antihista- 
mines. Not  recommended  for  use  during  pregnancy. 
Precautions:  Until  patient’s  response  has  been  de- 
termined, he  should  be  cautioned  against  engag- 
ing in  operations  requiring  alertness.  Administer 
with  care  to  patients  with  cardiac  or  peripheral 
vascular  diseases  or  hypertension. 

Side  Effects:  Hypersensitivity  reactions  including 
skin  rashes,  urticaria,  hypotension  and  thrombo- 
cytopenia, have  been  reported  on  rare  occasions. 
Drowsiness,  lassitude,  nausea,  giddiness,  dryness 
of  the  mouth,  mydriasis,  increased  irritability  or 
excitement  may  be  encountered. 

Dosage:  1 Extentab  morning  and  evening. 
Supplied:  Bottles  of  100  and  500. 

A.H.  ROBINS  COMPANY  A-H'DOBINS 
RICHMOND.  VA.  23220  ^ 
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of  Directors  Doctors  Edmund  T.  Hackman,  Fred- 
erick A.  Peirce,  Arnold  Porter,  and  Stanley  D. 
Simon,  all  nominated  by  the  Rhode  Island  Medical 
Society,  and  Messrs.  Chelcie  C.  Bosland  and  J. 
.\ustin  Carroll,  and  Reverend  Joseph  L.  Lennon, 
O.P.,  nominated  by  the  committee  on  nominations 
of  the  Corporation. 

In  April  Mr.  J.  Austin  Carroll  resigned  from  the 
Board  of  Directors  and  Mr.  Daniel  J.  Ford  was 
elected  to  fill  his  unexpired  term. 

At  the  annual  meeting  of  the  Board  of  Directors, 
held  on  April  28th  standing  committees  were  elect- 
ed as  well  as  officers.  Dr.  Arnold  Porter  was  re- 
elected as  President,  Dr.  Earl  J.  Mara  was  named 
\’ice  President,  Judge  Florence  K.  Murray,  Sec- 
retary and  Mr.  George  W.  Chaplin,  Treasurer. 

With  the  addition  of  the  federal  Medicare  pro- 
gram under  the  administration  of  the  Corporations 
of  the  Plans,  and  with  the  development  of  a Blue 
Shield  “100  Plan”  calling  for  individual  profiles 
for  physicians’  usual  and  customary  charges,  the 
Board  was  faced  with  many  important  issues  dur- 
ing the  year. 

The  Professional  Advisory  and  the  Claims  Com- 
mittees provided  the  Board  with  much  factual  and 
helpful  information  to  assist  it  in  making  decisions 
of  direct  benefit  to  the  beneficiaries  of  the  plan. 
Rates  were  develoj^ed  and  submitted  for  approval 
for  the  new  program,  and  the  great  majority  of 
physicians  cooperated  'by  enrolling  as  participating 
physicians. 

Enrollment  in  Physicians  Service  reached  new 
highs  each  month,  and  by  the  end  of  the  year 
closely  approximated  the  enrollment  of  Blue  Cross 
which  had  been  started  ten  years  prior  to  Physic- 
ians Service. 

The  Board  established  the  precedent  of  inviting 
the  President  of  the  Rhode  Island  Medical  Society 
to  meet  with  it  in  order  that  he  might  be  fully 
informed  of  the  work  of  the  Corporation  during 
his  term  in  office. 

The  Board  was  pleased  with  the  recognition  given 
Chelcie  Bosland  as  Vice  Speaker  of  the  House  of 
Delegates  of  the  National  Association  of  Blue 
Shield  Plans. 

Respectfully  submitted: 

Judge  Florence  K.  ^lurray 
Secretary 
March  4,  1970 

REPORT  OF  THE  TREASURER 

The  year  1969  was  marked  by  a continued  in- 


crease in  income  from  all  lines  of  business  which 
reached  an  all-time  high  of  $16,525,000.  The  in- 
crease was  experienced  without  a rate  adjustment 
but  rather  due  to  two  principal  factors — 

— An  increase  in  enrollment — which  incidentally 
now  is  at  an  all-time  high — and  movement  up 
by  plan  subscribers  to  contracts  providing  better 
benefit  coverages. 

— An  increase  in  investment  income  of  $43,000  to 
$386,700  which  included  a program  of  investing 
temporary  funds  held  for  operating  purposes 
each  month  to  yield  $16,600. 

The  plan  also  experienced  an  all-time  high  pay- 
out for  benefits  provided  to  its  subscribers.  Pay- 
ments for  services  increased  $2,800,000  to  $16,100,- 
000  for  all  programs — again  this  was  due  chiefly 
to — 

— higher  enrollment 

— new  benefits  effective  as  of  January  1,  1969  and 
the  first  full  year  impact  of  Plan  65  improve- 
ments made  in  mid  1968 
— increase  usage  of  benefits 

— implementation  of  the  100  contract  program,  and 
enrollment  of  almost  85,000  members  on  this 
full-payment  plan 

The  administrative  cost  for  the  year  increased 
to  $1,709,000  which  was  attributable  to  a number 
of  factors  such  as: 

— substantial  increases  in  Claims  volume 
— increase  in  new  contracts  and  membership  chang- 
es 

— continued  economic  inflationary  spiral 
— increase  in  a planned  sales  and  promotion  pro- 
gram 

— increase  in  usage  of  computerized  equipment  to 
handle  rapidly  increasing  volume  and  to  provide 
faster  and  more  efficient  service  to  subscribers 
and  providers  of  service 

The  effect  of  income  and  expense  for  the  year 
resulted  in  a loss  of  $1,326,000.  This  reduction  in 
reserve  was  as  planned.  Incidentally,  the  staff  fore- 
casted the  overall  plan  loss  for  1969  at  $1,339,000. 
The  overall  reserve  level  decreased  by  $1,390,000 
which  included  a provision  of  additional  funds  re- 
quired to  satisfy  the  maternity  liability. 

Rhode  Island  Blue  Shield  as  of  December  31, 
1969,  is  in  sound  financial  condition.  Additional 
losses  of  approximately  $500,000  are  anticipated 
for  1970.  This  was  planned  to  bring  reserves  down 
to  what  the  Board  of  Directors  considers  a proper 
reserve  level  for  operational  purposes. 

George  \V.  Chaplin 
Treasurer 
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TABLE  1 


RHODE  ISLAND  BLUE  SHIELD 


FINANCIAL  STATEMENTS  AS-OF 

DECEMBER  31, 

1968  AND  1969 

Increase 

STATEMENT  OF  INCOME  AND  EXPENSE: 

Dec.  31,  1969 

Dec.  31,  1968 

(Decrease) 

INCOME: 

Received  from  Subscribers 

$16,324,850 

$15,144,342 

$1,380,508 

Income  from  Investments 

386.744 

343,037 

43,707 

TOTAL  INCOME  

$16,524,850 

$15,144,342 

$1,380,508 

EXPENSES: 

Claims  Pavments  

$16,141,641 

$13298.244 

$2,843,397 

Operating  Expenses  

1,709,198 

1,351.701 

357,497 

TOTAL  EXPENSES  

$17,850,839 

$14,649,945 

$3200,894 

NET  GAIN  OR  (LOSS)  TO  RESERVES 

$(1,325,989) 

$ 494.397 

($1,820,386) 

COMPARATIVE  BALANCE  SHEET: 

ASSETS : 

Cash  in  Bank  and  on  Hand 

$ .V3.711 

$ 397,042 

$ 176,669 

Accounts  Receivable  

1.350,465 

925,795 

424,670 

Investments  

7,197,510 

7,889,512 

(692,002) 

TOTAL  ASSETS  

$ 9.121,686 

$ 9.212.349 

$ (90,663) 

LIABILITIES: 

Accounts  Payable  

$ 1.715,756 

$ 1.251,104 

$ 464,652 

Accrued  for  Claims 

3,733,682 

2,962,980 

770,702 

Unearned  .Subscriptions  

351,746 

288,351 

63,395 

Other  Liabilities  

10,729 

9,285 

1,444 

TOTAL  LIABILITIES  

$ 5.811,913 

$ 4,511,720 

$1,300,193 

RESERVES : 

Reserve  for  Excess  Losses 

$ 2,309,773 

$ 3,700,629 

($1,390,856) 

Statutorv  Reserve  

1.000,000 

1,000,000 

TOTAL  RESERVES  

$ 3.309,773 

$ 4,700,629 

($1,390,856) 

TOTAL  LIABILITIES  AND  RESERVES 

$ 9,121,686 

$ 9,212..549 

$ (90.663) 

DISTRIBUTION  OF  BLUE  SHIELD  DOLLAR: 

Claims  Expense  

.977 

.878 

.099 

Operating  Expense  

.103 

.089 

.014 

Added  to  Reserves 

(.080) 

.033 

(.113) 

TOTAL  SPENT  

1.000 

1.000 

THE  ANAPHYLACTIC  REACTICLN 

(Concluded  from  page  207) 
to  have  a route  available  for  rapid  administration 
of  therajjeutic  agents  if  they  were  needed. 

Patients  with  known  sensitivities  which  could  re- 
sult in  anaphylaxis  if  antigen  is  readministered 
should  be  specifically  warned  of  the  danger  and 
perhaps  even  carry  a card  specifying  antigens  and 
previous  reactions. 

Whether  or  not  a patient  survives  a severe  re- 


action is  usually  decided  in  the  first  five  minutes 
after  the  symptoms  are  recognized.  There  is  no 
more  acute  emergency  in  medicine,  nor  one  in  which 
simpler  therapeutic  measures  may  be  employed 
even  under  the  most  primitive  circumstances  with 
life-saving  effects.  To  have  a patient  die  of  ana- 
phylaxis is  a tragic  event,  but  it  is  even  more 
tragic  if  the  physician  is  unprepared. 
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TABLE  II 


RHODE  ISLAND  BLUE  SHIELD 


COMPARISON  OF  STATISTICS 

— YEARS  1968 

AND  1969 

Increase  or 

1969 

1963 

(Decrease) 

Blue  Shield  Subscribers 

706,198 

692,456 

13,742 

People  Served  Under  Government  Programs 

99,000 

99,000 

(Medicare  Part  B) 

People  Served  Under  B/S  Additional  Programs 

392,890 

325,548 

67,342 

(Major  Medical,  Extended  Benefits,  F.  E.  Program) 

Firms  With  Blue  Shield  Coverage 

3.675 

3,507 

168 

Firms  Buying  Blue  Shield  for  Employees 

2,912 

2,651 

261 

Benefit  Payments,  Blue  Shield 

$ 16,141,641 

$ 13.298,244 

$ 2,843,397 

Benefit  Payments,  Federal  Programs 

$ 9,036,664 

$ 7,325,707 

$ 1,710,957 

Total  Benefit  Payments 

$ 25,178.305 

$ 20,623,951 

$ 4,554,354 

Total  Benefits  Paid  Since  Start  of  Play 

$172,729,826 

$147,551,521 

$25,178,305 

Total  Assets  

$ 9,121,686 

$ 9,212,349 

$ (90,663) 

Total  Income  

$ 16,524,850 

$ 15,144,342 

$ 1,380,508 

Total  Reserves  

$ 3,309,773 

$ 4,700,629 

$(1,390,856) 

Operating  Expenses  

$ 1.709,198 

$ 1,351,701 

$ 357,497 

Number  of  Blue  Shield  Cases  Paid 

678,841 

487,553 

191,288 

Number  of  Cases  Paid  (Inch  Medicare) 

954,617 

689,144 

265,473 

Number  of  Participating  Physicians 

1,113 

1,103 

10 

Attractive  i Functional  Offices 


Designers  S Suppliers  of  Offices 

150  Oorrance  Street  • Providence  3,  R.  I.  • GAspee  1-5228 


HEALTH  HAVENS 

NURSING  HOME 

A Participating  Extended  Care  Facility 
In  Federal  Medicare 


Registered  Professional  Nurses  On  All  Shifts 
Dietician  Physiotherapist 

Organized  But  Open  Medical  Staff 
Ethically  Managed 


100 


Wampanoag  Trail  East  Providence 
Tel.  438-4275 

JCAH  Accredited 


April  1970 
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SNOWMOBILE  SALES  SOAR  AS  SACROILIACS 
SUFFER 

A sleek  little  metal  machine  is  replacing  the  one- 
horse  open  sleigh  in  America  this  mnter. 

It  is  the  many-horsejx)\vered  snowmobile,  mod- 
ern, flashy,  speedy  and  — unless  handled  carefulh- 
— more  dangerous  than  our  old-fashioned  vehicles. 

In  recent  years  snowmobile  sales  have  increased 
spectacularly. 

So  have  the  injuries,  reix)rts  the  Health  Insur- 
ance Institute. 

The  first  snowmobile  as  we  know  it  was  as- 
sembled in  1958.  B}’  1964,  7,000  had  been  sold; 
last  3’ear  an  estimated  100,000  were  produced;  this 
year  manufacturers  estimate  1 million  snowmobiles 
will  be  in  use  in  North  America. 

Authoritative  sources  say  that  the  majority  of 
snowmobile  accidents  occur  from  the  imprudent 
operation  of  the  machine  rather  than  from  mechan- 
ical defects  in  it. 

The  Medical  Center  Hospital  of  Vermont  in 
Burlington  has  reported  on  snowmobile  injuries 
treated  in  six  \'ermont  hospitals  last  winter,  and 
said  dislocations  and  fractures,  often  of  the  spine, 
were  most  common. 

Of  the  103  persons  treated,  man\"  suffered  frac- 
tures caused  by  hard  landings  after  traveling 
through  the  air  from  hitting  a bump. 

But  the  greatest  danger  from  the  machines,  ac- 
cording to  the  National  Safety  Council  is  in  col- 
lisions with  other  motor  vehicles  and  drownings 
that  occur  when  the  snowmobile  breaks  through 
nearly  — but  not  quite  — frozen  lakes. 

Winter  sports  enthusiasts  were  warned: 

® Never  ride  a snowmobile  into  deep  woods 
without  a companion. 


• Be  certain  you  can  handle  the  vehicle  and  are 
in  good  physical  condition  as  the  sport  can  be 
tiring. 

® Keep  children  a safe  distance  from  the  ma- 
chine when  it  is  in  operation. 

• If  you  have  a heart  condition,  never  attempt 
to  push  the  snowmobile  out  of  a snowbank. 

CONGRESS  GETS  BILL  TO  AID  FAMILY  DOCTOR 
TRAINING 

A bill  authorizing  425  million  dollars  in  federal 
funds  to  support  training  programs  for  family  doc- 
tors and  others  in  the  field  of  family  medicine  was 
introduced  in  the  U.S.  Senate  and  House  of  Repre- 
sentatives simultaneously  on  Februar\-  9 by  Sen. 
Ralph  Yarborough  (D-Tex.)  and  Rep.  Fred  Roo- 
ney (D-Pa.). 

The  bill,  whose  funds  would  be  appropriated 
through  1975,  provides  for  grants  to  be  made  by 
the  Secretary  of  Health.  Education  and  Welfare 
to  (1)  medical  schools;  (2)  teaching  hospitals, 
and  (3)  interns  and  residents  who  plan  to  make 
famih’  medicine  their  specialty. 

The  proposed  legislation  was  introduced  on  the 
first  anniversary  of  the  announcement  of  the  ap- 
proval of  family  medicine  as  a primary  medical 
specialty.  The  specialty  became  a fact  when  the 
Council  on  IMedical  Education  of  the  American 
Medical  Association  and  the  Advisory  Board  for 
Medical  Specialties  approved  a certifying  board  in 
family  medicine  in  1969  just  prior  to  the  annual 
Congress  on  Medical  Education  in  Chicago. 

The  Yarborough-Rooney  legislation  is  designed 
to  assist  medical  schools  and  teaching  hospitals  to 
set  up  quality  family  practice  departments  and 
(Continued  on  page  221) 
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lou  can  hang  on  for  a few  more  minutes,  Doctor, 
I sure  ril  sneeze  again.” 


5‘  eze.  And  sneeze  some  more.  But  with  Novahis- 
^ most  patients  get  prompt  and  long-lasting 
hm  the  symptoms  of  allergies  and  colds.  These 
^)us-release  tablets  have  a vasoconstrictor-anti- 
f e formulation  that  begins  working  in  minutes, 
cntinues  to  provide  relief  for  hours.  Even  when 
ingestion  is  due  to  repeated  allergic  episodes, 
'^./ahistine  LP  tablets,  morning  and  evening,  let 


most  patients  breathe  freely  all  day  and  all  night.  Use 
with  caution  in  individuals  with  severe  hypertension, 
diabetes  mellitus,  hyper-  j 1 • j.*  ® 

thyroidism  or  urinary  JNIOVSniStlllC 
retention.  Caution  am-  T 

bulatory  patients  that  1 JX  decongestant 

drowsiness  may  result.  (Each  tablet  contains  25  mg.  of  phenylephnne 

hydrochloride  and  4 mg.  of  chlorpheniramine 
maleate.) 


THE  DOW  CHEMICAL  COMPANY  Rx  Pharmaceuticals  Indianapolis 
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Damage  to  tne  ya-'- 


For  the  patient  who  has  been 
through  an  accident,  the  worry 
and  anxiety  following  the 
mishap  may  actually  heighten 
the  perception  of  pain.  This  is 
why  there’s  a classic  1/4  grain 
sedative  dose  of  phenobarbital 
in  Phenaphen  with  Codeine— 
to  take  the  nervous  "edge”  off, 
so  the  rest  of  the  formula  can 
control  the  pain  more  effectively. 


A. H. Robins  Company,  ^ U.nODIMC 
Richmond, Va.  23220  Al  rl 


Phenaphen  with  Codeine 

Phenaphen  with  Codeine  Nos.  2,  3,  or  4 contains:  Phenobarbital  (Vi  gr.),16.2 
mg.  (warning:  may  be  habit  forming);  Aspirin  (272  gr.),  162.0  mg.;  Phenacetir 
(3  gr.),  194.0  mg.;  Hyoscyamine  sulfate,  0.031  mg.;  Codeine  Phosphate,  Vi 
gr.  (No.  2),  V2  gr.  (No.  3),  or  1 gr.  (No.  4)  (warning:  may  be  habit  forming) 

The  compound  analgesic  that  calms  instead  of  caffeinates 

indications:  Phenaphen  with  Codeine  provides  relief  in  severer  grades  0 
pain,  on  low  codeine  dosage,  with  minimal  possibility  of  side  effects.  Its  us( 
frequently  makes  unnecessary  the  use  of  addicting  narcotics.  Contraindica  1 
tions:  Hypersensitivity  to  any  of  the  components.  Precautions:  As  with  all 
phenacetin-containing  products  excessive  or  prolonged  use  should  b( 
avoided.  Side  effects:  Side  effects  are  uncommon,  although  nausea,  con 
stipation  and  drowsiness  may  occur.  Dosage:  Phenaphen  No.  2 and  No.  3—1 
1 or  2 capsules  every  3 to  4 hours  as  needed;  Phenaphen  No.  4 — 1 capsulu 
every  3 to  4 hours  as  needed.  For  further  details  see  product  literature.  l 


THROUGH  THE  MICROSCOPE 

(Continued  from  page  220) 
programs  to  produce  highly-qualified  family  doc- 
tors as  quickly  as  possible.  The  shortage  of  pri- 
mary physicians  has  been  tvidely  recognized  as  a 
basic  shortcoming  in  the  American  medical  sys- 
tem. 

The  bill  defines  family  medicine  as  “those  cer- 
tain principles  and  techniques  and  that  certain 
body  of  medical,  scientific,  administrative  and 
other  knowledge  and  training  which  specifically 
equip  and  prepare  a physician  to  engage  in  the 
practice  of  family  physician.”  Family  practice  then 
is  defined  as  the  “practice  of  medicine  by  a physi- 
cian . . . who  specializes  in  providing  families 
. . . comprehensive,  continuing  professional  care 
and  treatment  of  the  type  necessary  or  appropriate 
for  the  general  health  maintenance.” 

Among  major  provisions  of  the  bill  is  that  an 
•Advisory  Council  on  Family  Medicine  be  set  up 
to  assist  the  Secretary  of  HEW  to  award  grants. 
This  council  would  review  all  grant  applications 
and  recommend  approvals  to  the  Secretary.  The 
council  would  be  composed  of  ( 1 ) four  doctors 
engaged  in  the  practice  of  family  medicine;  (2) 
four  doctors  engaged  in  the  teaching  of  family 
medicine,  and  (3)  four  persons  representing  the 
general  public.  The  council  initially  would  help 
the  Secretary  set  up  regulations  for  execution  of 
the  legislation. 

The  bill  covers  not  only  financing  the  operation 
of  training  programs  in  family  medicine  but  also 
construction  of  facilities  designed  to  make  such 
programs  functional.  Also  covered  are  training 
programs  designed  to  produce  heads  of  depart- 
ments and  teachers  of  family  medicine.  In  addi- 
tion, the  bill  incorporates  a provision  for  training 
paramedical  personnel  — non-M.D.  medical  per- 
sonnel — to  work  in  the  field  of  family  medicine. 

The  appropriations  schedule  calls  for  50  million 
dollars  through  the  end  of  fiscal  1971,  75  million 
from  then  until  June  30,  1972,  and  then  100  mil- 
lion dollars  each  year  for  the  remaining  three  years 
through  June  30,  1975. 

THE  HAZARDS  OF  FLYING 

The  hazards  of  flying  as  a passenger  on  United 
States  scheduled  lines  have  been  quite  low  and 
the  record  since  1960  suggests  that  it  is  still  de- 
creasing. During  the  1960’s,  the  number  of  fatal 
accidents  in  domestic  flights  on  United  States 
scheduled  airlines  has  ranged  from  3 to  7 per  year. 
The  corresponding  fatality  rates,  which  were  .0012 


per  1,000  passenger  hours  during  1960-63  and  were 
.0008  during  1964-67.  The  fatality  rate  for  1968 
has  been  estimated  at  .0009  per  1,000  passenger 
hours,  the  result  of  six  passenger  accidents.  The 
experience  on  international  flights  of  United  States 
scheduled  airlines  has  been  similar  to  that  in  do- 
mestic flying. 

•Although  the  safety  record  of  scheduled  airlines 
of  foreign  countries  has  been  less  favorable  than 
that  of  United  States  scheduled  airlines,  it  has 
shown  continual  improvement.  The  fatality  rate 
on  the  scheduled  airlines  of  other  member  countries 
of  the  International  Air  Transix)rt  Association  was 
.0040  per  1,000  passenger  hours  during  1960-63 
and  declined  to  .0019  in  1964-67. 

The  number  of  passengers  carried  by  United 
States  scheduled  airlines  was  nearly  58  million  in 
1960,  but  grew  to  over  132  million  in  1967.  The 
revenue  passenger  miles  registered  by  United  States 
scheduled  airlines  in  both  domestic  and  interna- 
tional flights  rose  from  more  than  40  billion  in 
1960  to  103  billion  in  1967. 

The  hours  flown  in  general  aviation  in  the 
United  States  — that  is,  in  flying  other  than  on 
public  carriers  — exceed  those  on  scheduled  air- 
lines and  other  public  carriers  by  a wide  margin. 
The  safety  record  for  the  principal  types  of  flying 
in  general  aviation  indicates  that  the  pilot  fatality 
rates  vary  markedly  depending  on  the  purpose  of 
the  flights  and  the  qualifications  of  the  pilot. 

Of  special  interest  is  cor{X)rate  and  business 
flying  in  the  United  States.  This  is  done  either 
by  professional  pilots  who  operate  planes  owned 
by  corporations  (for  the  transportation  of  their 
employees  and  cargo)  or  by  nonprofessional  pilots 
who  engage  in  a wide  variety  of  activities  for  busi- 
ness purposes.  Corporate  and  business  flying  ac- 
counts for  about  a third  of  the  hours  flown  in 
general  aviation.  During  1963-66,  the  pilot  fatality 
rate  in  such  flying  was  .014  per  1,000  airplane 
hours. 

Other  commercial  aviation,  such  as  transporta- 
tion for  hire,  survey  and  patrol  flights  (excluding 
aerial  application  activities,  such  as  crop  dusting) 
has  been  subject  to  a similar  hazard  — about  .016 
per  1,000  airplane  hours  during  1963-66.  The 
pilot  hazard  in  aerial  application  flying  has  been 
considerably  greater:  .037  per  1,000  airplane  hours 
during  1963-66. 

The  flying  time  logged  in  flight  instruction  of 
civilians  has  increased  rapidly  in  recent  years,  but 
the  fatality  rate  has  remained  low,  reflecting  close 
(Continued  on  next  page) 
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Doctor,  you  are  an  expert!  Your 
education,  experience  and  judgement 
are  invaluable.  When  people  need 
medical  advice,  they  call  on  you. 
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. . . the  proper  wine  for  each  event. 
We  specialize  in  wines.  We  have  more 
than  1600  types  from  which 
you  can  select.  If  you'd  like 
to  come  in  and  browse,  come  on  in. 
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supervision  of  student  pilots.  The  pilot  fatalities 
include  the  instructor  or  the  student  pilot,  de- 
pending on  who  was  at  the  controls  of  the  aircraft 
when  the  accident  occurred;  they  exclude  fatalities 
among  student  pilots  who  were  engaged  in  practice 
flying  when  an  instructor  was  not  present.  During 
1963-66,  the  fatality  rate  in  instructional  flying 
ranged  from  .006  to  .010  per  1,000  airplane  hours. 

Plane  travel  on  domestic  scheduled  airlines  is 
somewhat  more  hazardous  than  travel  by  railroad 
or  bus.  How'ever,  the  scheduled  airline  passenger 
fatality  rate  is  distinctly  lower  than  the  average  in 
automobile  travel  on  turnpikes,  which  in  turn  is 
considerably  safer  than  automobile  travel  in  gen- 
eral. 

— Statistical  Bulletin,  ^letropolitan  Life, 
September  1969 

INDEPENDENT  BUSINESS  OWNERS  FAVOR 
INCREASED  BENEFITS  FOR  ELDERLY 

There’s  not  much  security  in  a Social  Security 
system  which  penalizes  the  elderly  who  try  to  sup- 
plement their  pensions  to  combat  inflation.  This 
opinion  emerges  from  a poll  of  the  nation’s  inde- 
pendent business  owners  on  a proposal  to  lift  the 
ceiling  on  elderly  persons’  earnings. 

Under  the  so-called  Social  Security  “retirement 
test,”  a beneficiary  can  earn  only  $140  a month 
($1,680)  a year)  in  wages  before  seeing  his  or 
her  Social  Security  benefits  reduced.  Many  re- 
cipients are  not  able  to  live  on  current  benefits, 
averaging  $100  a month,  but  are  prevented  from 
productive,  even  part-time,  work  by  the  penalty 
provision. 

Many  of  the  oldsters  protest  that  they  are  en- 
titled to  full  benefits  because  they  paid  into  the 
fund  for  years,  and  persons  with  rental,  dividend 
and  other  non-wage  income  are  not  penalized  by 
reduced  benefits. 

President  Nixon  has  proposed  to  raise  the  earn- 
ings test  to  $1,800  and  reduce  the  amount  for- 
feited when  earnings  exceed  $2,800. 

But  the  nation’s  independent  business  owners 
want  Congress  to  go  considerably  farther.  Legis- 
lation by  Rep.  Paul  (Pete)  McCloskey,  Jr.,  of 
California,  to  permit  earnings  of  $4,800  a year  won 
endorsement  from  76  per  cent  of  the  businessmen 
polled  by  the  National  Federation  of  Independent 
Business. 

Onlv  20  per  cent  opposed  the  measure  and  4 
per  cent  withhold  their  opinion. 

Because  of  complaints,  the  “retirement  test”  was 
raised  from  $1,500  to  $1,680  by  the  last  Congress, 
but  in  view  of  rising  cost  of  living  and  problems 
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faced  by  persons  with  fixed  incomes,  most  busi- 
nessmen believe  a major  change  is  necessary  and 
overdue. 

MEDICAL  COSTS  MAY  DOUBLE  IN  DECADE, 
ECONOMIST  WARNS 

A Columbia  University  economist  has  warned 
that  medical  costs  may  double  in  the  next  decade, 
with  no  improvement  in  care. 

‘‘V\’e  may  be  on  the  way  to  raising  our  total 
annual  outlays  from  $50  billion  to  $100  billion 
within  less  than  one  decade,  with  little  likelihood 
of  getting  much  more  or  better  care  than  we  do 
now,’’  said  Eli  Ginzberg,  A.  Barton  Hepburn  Pro- 
fessor of  Economics  at  Columbia. 

‘‘Unless  key  groups,  such  as  third  parties  who 
purchase  care,  and  hospital  trustees,  exercise  lead- 
ership to  improve  planning  and  management,  there 
is  little  prospect  that  total  medical  expenditures 
can  be  brought  under  control,”  he  said. 

Professor  Ginzberg,  chairman  of  the  President’s 
^lanpower  Committee  under  Lyndon  Johnson  and 
director  of  Columbia’s  Conservation  of  Human  Re- 
sources Project,  issued  his  warning  in  “Men,  Mon- 
ey & Medicine,”  just  published  by  the  University 
Press.  The  book  was  written  with  Miriam  Ostow, 
research  associate  for  the  Conservation  of  Human 
Resources  Project. 

MEDICARE  INCREASES  HOSPITAL  UTILIZATION 

Patients  65  and  over  have  steadily  increased 
their  utilization  of  community  hospital  facilities 
during  the  first  three  years  of  Medicare,  the  Amer- 
ican Hospital  Association  reports. 

Elderly  patients  have  increased  their  percentage 
of  both  hospital  admissions  and  days  of  care.  For 
the  first  six  months  of  Medicare,  elderly  admis- 
sions were  18.9  per  cent  of  total  admissions.  From 
January  to  June  1969,  they  accounted  for  21.4 
per  cent  of  total  admissions. 

Averaging  almost  double  the  length  of  stay  for 
patients  under  65,  older  patients  increased  their 
percentage  of  total  days  of  hospital  care  more 
rapidly  than  admissions.  The  elderly  used  29.8 
per  cent  of  total  days  of  care  in  community  hos- 
pitals in  the  first  six  months  of  ^Medicare.  From 
January  to  June,  1969,  they  used  34.4  per  cent 
of  the  total  patient  days. 

PRESCRIPTION  INSTRUCTIONS  OVERLOOKED 

When  Dr.  Travis  R.  Gavins  of  Milwaukie,  Ore- 
gon, suspected  that  many  pharmacies  in  his  area 
were  not  labeling  contents  of  prescribed  medicines 
(Continued  on  next  page) 
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as  requested  by  the  physician,  he  conducted  a sur- 
vey to  determine  the  extent  of  the  problem.  Car- 
bon copies  of  one-hundred  consecutive  prescriptions 
were  compared  with  the  pharmacists’  labels  as  read 
by  the  patient.  Xo  pre-selection  was  made  as  to 
type  of  patient  or  medicine.  The  results  disclosed 
that  53  per  cent  of  the  prescribed  medicines  were 
not  labeled  as  to  contents  as  requested.  Both  chain 
store  pharmacies  and  small  privately  owned  phar- 
macies intermittently  and  randomly  labeled  con- 
tents. In  addition,  it  was  discovered  that  the  phar- 
macists’ instructions  to  the  patient  for  taking  the 
medicines  were  incompletely  transcribed  in  five 
per  cent  of  the  cases. 

— (Source:  Northwest  ^ledicine,  September,  1969) 

WASHINGTON,  D.C.,  SLATED  FOR  VOLUNTARY 
HEALTH  CONFERENCE 

The  Third  National  \’oluntar3^  Health  Con- 
ference will  be  held  at  the  Statler-Hilton  Hotel  in 
Washington,  D.C.,  IMay  7-8,  1970.  Sponsored  by 
the  AiMA’s  Board  of  Trustees  and  Council  on  Vol- 
untary Health  Agencies,  the  meeting  will  empha- 
size “Health  Team  Relationships:  Professional  As- 
sociations, Governmental  Agencies,  X’oluntary  Or- 
ganizations.” 

National  leaders  will  explore  the  roles,  responi- 
sibilities  and  relationships  among  professional  as- 
sociations, governmental  agencies  and  voluntary 
organizations  in  the  provision  of  health  care, 
broadly  interpreted  to  include  research,  health  ed- 
ucation and  health  services. 

Information  on  registration  and  reservations 
may  be  obtained  from  D.  A.  Dukelow,  M.D.,  Con- 
ference Coordinator,  Department  of  Health  Edu- 
cation, AiMA,  535  North  Dearborn  Street,  Chicago, 
Illinois  60610. 

PENICILLIN  WILL  KILL  300  IN  1969 

Penicillin,  the  “wonder  drug”  that  has  been  a 
life  saver  to  millions  of  Americans,  has  become  a 
lethal  threat  to  thousands  of  them  eveiy  year,  saj' 
medical  authorities. 

At  least  3,000  or  more  people  in  this  country 
will  have  gone  into  shock  before  the  end  of  this 
year  after  taking  the  drug. 

.\bout  300  will  die  because  of  it. 

-And  next  \'ear  the  situation  could  grow  worse. 

Some  authorities  believ'^e  that  the  prevalence  of 
penicillin  in  our  food  — in  meat  and  milk,  for 
example,  from  animals  treated  with  the  drug  — 
ma\"  be  sensitizing  more  people  and  making  them 
prone  to  an  anaphylactic  shock  (extreme  sensi- 
tivity) . 
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And  penicillin  is  the  most  frequent  cause  of  ana- 
ph\’laxis. 

Yet,  clinicians  still  have  no  reUable  means  of 
telling  which  patients  will  have  a severe  reaction 
to  the  drug. 

Host  physicians  toda}-  rely  on  their  records,  and 
on  a read\'  bottle  of  a drug  called  epinephrine  to 
treat  the  shock  if  it  develops. 

Researchers  at  several  U.S.  and  Canadian  cen- 
ters are  working  on  tests  to  solve  the  problem.  But 
none  is  currentlv’  available  to  private  practitioners, 
and  the  situation  is  not  e.xpected  to  change  at  least 
through  1970.  — Health  Insurance  News 

AID  FOR  AVIATION  OTITIS 

Chewing  and  swallowing  can  ease  the  condition 
known  as  aerotitis  — or  aviation  otitis  — from 
wEich  airline  passengers  may  suffer.  Aerotitis 
ranges  from  an  uncomfortable  feeling  of  fullness 
in  the  ear  to  severe  pain,  ringing  in  the  ears,  ver- 
tigo, or  even  hearing  impairment.  Imflammation  of 
the  middle  ear  is  brought  on  by  the  difference  in 
pressure  between  air  in  the  middle  ear  and  that 
outside  the  eardrum.  This  occurs  when  the  airflow 
through  the  eustachian  tubes  — leading  from  the 
throat  to  the  middle  ear  — becomes  blocked. 

Cornell  Universitj'  ear,  nose,  and  throat  special- 
ist, Dr.  Ferdinand  LaA'enuta,  suggests  that  chew- 
ing and  swallowing  usually  prevent  aviation  otitis 
in  persons  with  no  pre-existing  respiratory^  prob- 
lems. Chewing  gum  or  eating  candy  or  other  foods 
helps  equalize  middle  ear  and  environmental  pres- 
sures. 

The  specialist  cautions  against  flying  w^hen  a 
cold  or  nasal  allergy  is  present.  If  an  airplane  trip 
is  necessarv"  under  these  conditions,  he  recommends 
the  use  of  nose  drops  before  take-off  and  landing. 
A decongestant-antihistamine  pill,  selected  by  a 
physician,  ma\'  also  be  helpful.  Under  no  circum- 
stances, he  warns,  should  one  fly  with  a severe 
cold. 

— (“Ears  and  -Airplanes,”  in  Today’s  Health, 
October  1969) 

COURT  DILEMMA:  TENNIS  LEG 

^^'hile  serving  the  ball  or  reaching  to  the  side 
for  a difficult  shot,  tennis  players  may  suffer  a 
sudden,  intense  pain  in  the  mid-calf  that  is  occa- 
sionalh’  accompanied  bj^  a snapping  sound.  They 
often  assume  that  they  have  been  struck  by  a swift 
ball  or  stone  but  the  trouble  is  tennis  leg  — a tear 
in  the  calf  muscle  that  occurs  when  the  muscle  is 
overstretched  by  a fully  extended  knee  and  flexed 
ankle. 
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A Cleveland  orthopedic  surgeon,  Dr.  Avrum 
Froimson,  reports  that  tennis  leg  is  often  heralded 
by  a dull  ache  in  the  affected  calf  a day  or  two 
before  the  injury.  For  treating  the  immediate  in- 
jury he  recommends  that  the  leg  be  elevated  and 
ice  bags  applied  fo  the  calf  for  at  least  24  hours. 
When  patients  can  walk  he  advises  them  to  wear 
heel  lifts  for  about  two  weeks  to  reduce  the  strain 
on  the  leg  and  he  cautions  them  not  to  play  tennis 
for  five  weeks. 

— (“Tennis  Leg,”  in  iSID,  September  1969) 

DENTAL  EDUCATION  PER  STUDENT  PEGGED 
$7,340  ANNUALLY 

It  costs  American  dental  schools  about  $7,340 
per  year  to  educate  each  dental  student.  This  is 
the  estimate  given  in  the  Annual  Report  on  Dental 
Education  published  by  the  ADA  and  the  Ameri- 
can Association  of  Dental  Schools.  The  report  is 
based  on  information  received  from  46  dental 
schools  in  the  United  States  during  the  1968-69 
academic  year.  It  revealed  that  the  average  con- 
tribution of  the  dental  schools  and  of  their  parent 
universities  to  the  cost  of  educating  each  student 
was  $2,147.  This  is  the  amount  by  which  the 
$7,340  cost  exceeded  the  average  income  of  $5,193. 

The  report  also  showed  that  the  cost  of  a dental 
education  program  on  a per  student  basis  far  ex- 
ceeds the  tuition  income.  Typically,  income  from 
student  tuition  and  fees  accounts  for  approximately 
forty  per  cent  of  the  cost  of  educating  each  stu- 
dent. Clinic  income  provides  about  25  per  cent  of 
the  cost  of  education  and  the  balance  comes  from 
other  sources  such  as  state  and  federal  support 
and  private  contributions.  The  report  was  sup- 
ported by  a grant  from  the  Division  of  Dental 
Health  of  the  U.S.  Public  Health  Service. 

NEW  AGE  LIMITS  FOR  DONATING  BLOOD 

A liberalization  of  medical  standards  for  donat- 
ing blood  was  recently  announced  by  the  Ameri- 
can Association  of  Blood  Banks  and  and  the 
American  National  Red  Cross.  The  two  organiza- 
tions together  collect  and  process  90  per  cent  of 
the  more  than  6,500,000  pints  of  blood  used  annu- 
ally for  surgery  and  therapy. 

Americans  in  good  health  can  now  be  blood  do- 
nors until  their  sixty-sixth  birthday  instead  of  the 
sixtieth  or  sixty-first  as  in  the  past.  Concerning 
younger  persons,  state  laws  generally  require  blood 
donors  to  be  2 1 years  old  or  to  have  parental  con- 
sent to  give  blood  between  the  ages  of  18  and  21. 

(Continued  on  next  page) 
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Recently,  ho\ve\-er,  a number  of  slates  including 
California,  Kansas,  Washington,  New  York,  In- 
diana, Oklahoma,  ^Minnesota  and  Oregon  have  en- 
acted legislation  permittting  those  18  to  21  to  give 
blood  without  parental  consent.  In  some  states 
persons  18  to  21  must  be  self-supporting  and  living 
away  from  home  in  order  to  give  blood  without 
such  consent. 

According  to  the  president  of  the  American  As- 
sociation of  Blood  Banks,  the  extension  of  the  age 
limit  for  blood  donors  is  in  recognition  of  two  facts. 
First,  the  need  for  blood  is  constantly  increasing 
— at  a rate  of  about  1 2 per  cent  annually.  Second, 
due  to  better  medical  care,  better  nutrition,  and 
other  factors,  Americans  are  li\ing  longer  and  also 
keeping  their  health  and  \igor  longer  than  before. 

Donors  must  be  in  good  health,  have  normal 
temperature,  pulse,  and  blood  pressure,  and  meet 
certain  other  requirements  for  blood  donors.  Indi- 
viduals should  check  with  their  local  community 
or  hospital  blood  bank  or  Red  Cross  blood  center 
about  their  eligibility  to  give  blood. 

— ( ‘Blood  Donor  Age  Limit  Raised  to  66,’’  in 
Pennsylvania  Medicine,  August  1969) 

OLDER  OPERATED  PATIENTS  RECEIVE  FEWER 
ECGs 

Hospital  data  received  by  the  Commission  on 
Professional  and  Hospital  Activities  were  ex- 
amined in  a recent  study  to  determine  the  number 
of  operated  patients  over  forty  years  of  age  who 
received  electrocardiograms.  Of  the  total  number 
of  these  patients  discharged  during  the  first  half 
of  1968,  42  per  cent  received  ECGs.  Larger  hos- 
pitals tend  to  have  a greater  percentage  of  surgi- 
cal patients  receiving  ECGs.  The  table  below  shows 
the  percentage  of  ECGs  in  the  median  hospital  in 
each  size  group: 


Hospital  Size  by  num- 
ber of  discharges 

X umber 
Hospitals 

Median 

Hospital 

Small  (below  5,000) 

449 

2S% 

Medium-Small  (5-10,000) 

297 

36% 

Medium-Large  (10-15,000) 

210 

42% 

Large  (above  15,000) 

151 

41% 

In  about  75  per  cent  of  the  hospitals  studied, 
less  than  half  of  the  patients  over  40  had  ECGs. 
In  at  least  a few  hospitals,  however  ECGs  are  the 
norm. 

— (Source:  PAS  Reporter,  Vol.  7,  Xo.  11.) 


FIRST  BALDNESS  POTION  CONTAINED  LION, 
IBEX,  GOOSE,  SERPENT  FATS 

When  it  comes  to  preventing  baldness,  research- 
ers have  been  drawing  blanks  for  thousands  of 
years. 

The  first  known  medical  record,  the  Ebers  pa- 
pyrus (written  about  1500  B.C.),  contains  a pre- 
scription to  correct  loss  of  hair. 

This  ancient  Eg\-ptian  remedy  contained,  among 
other  things,  fats  of  the  lion,  hippopotamus,  croco- 
dile, goose,  serpent  and  ibex. 

Unfortunately,  it  didn't  work.  The  feeling  was 
that  someone  must  have  left  something  out. 

— Health  Insurance  Institute 

MOST  ASTHMATIC  CHILDREN  CAN  PARTICIPATE 
IN  SPORTS 

^lost  children  with  asthma  can  participate  in 
physical  activities  at  school,  and  can  also  take  part 
in  athletics  with  minimum  difficult}^  pro\aded  their 
asthma  is  satisfactorily  controlled. 

According  to  the  American  Academj-  of  Pedi- 
atrics, the  majority  of  asthmatic  children  in  school 
can  participate  in  such  physical  education  pro- 
grams ‘‘with  proper  medical  management.” 

In  a statement  appearing  in  the  current  (Janu- 
ary) issue  of  Pediatrics,  the  official  journal  of  the 
AAP,  the  Academy’s  Committee  on  Children  \vith 
Handicaps  does  point  out  how’ever,  that  overfatigue 
and  emotional  upheaval  in  competitive  athletic 
contests  ‘‘appear  to  be  predisposing  factors  in  pre- 
cipitating asthmatic  attacks  in  some  instances.” 

The  Committee  emphasizes  that  as  a general 
rule  every  effort  should  be  made  to  minimize  re- 
strictions relating  to  asthmatic  children  participat- 
ing in  school  physical  activities,  and  to  invoke 
these  restrictions  only  when  the  condition  of  the 
child  makes  it  necessary. 

“In  severe!}'  asthmatic  children,  sports  involving 
body  contact  should  be  prohibited,”  the  Academy 
cautions.  "Xon-contact  sjxjrts  (such  as  tennis) 
and  gymnastics  (such  as  rop>e  climbing,  parallel 
bars  and  so  forth)  should  be  encouraged  but 
should  be  evaluated  on  an  individual  basis  for  each 
asthmatic  child,  depending  upon  his  tolerance  for 
duration  and  intensity  of  effort.” 

The  Committee  on  Children  with  Handicaps 
also  Indicates  that  swimming  may  be  beneficial  for 
these  children. 

In  other  recommendations,  the  Committee  sug- 
gests that  any  desicion  to  modify  a school  athletic 
program  for  a child  with  asthma  should  be  made 
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jointly  by  the  physician,  child,  parent  and  school. 
The  Academy  urges  caution  in  such  decisions  to 
avoid  ‘‘giving  the  child  a feeling  of  inferiority  or 
of  being  different  from  other  children.” 

AMA,  ABA  AGREE:  ALCOHOLISM  AN  AILMENT 

The  precept  that  alcoholism  is  an  illness  and 
should  be  treated  as  such  is  the  basis  for  a joint 
statement  drafted  by  the  American  Medical  and 
American  Barr  associations.  The  statement  declares 
alcoholism  to  be  a major  health  problem  . . . says 
it  is  due  to  multiple  causes  beyond  the  control  of 
an  individual  . . . and  asserts  that  alcoholics 
should  receive  the  same  privileges  in  law  and  the 
same  opportunities  for  medical  treatment  as  are 
accorded  to  persons  with  other  diseases. 

Among  other  things,  the  AMA-ABA  statement 
says: 

• Alcoholism  should  be  regarded  as  an  illness 
in  medical  and  hospital  care  insurance  contracts, 
and  should  be  subject  to  benefits  comparable  to 
those  which  apply  to  other  chronic  illnesses. 

• Both  public  and  private  general  hospitals 


should  accept,  on  a non-discriminatory  basis,  pa- 
tients diagnosed  as  alcoholics. 

• Courses  in  the  prevention,  causes,  diagnosis 
and  treatment  of  alcoholism  should  be  developed 
at  medical  schools  and  in  hospital  training  pro- 
grams. 

• State  governments  should  adopt  comprehen- 
sive legislation  covering  the  problems  of  alcoholism, 
including  provisions  for  adequate  rehabilitation 
services  and  for  civil,  rather  than  criminal,  com- 
mitment for  treatment. 

• Legislation  should  provide  for  civil  commit- 
ment in  cases  where  the  defendant  is  acquitted  of 
a crime  on  the  grounds  of  alcoholism. 

• Statutes  labeling  public  intoxication  a crime 
should  be  eliminated. 

The  statement  urges  all  medical  and  bar  groups 
to  appoint  committees  to  study  the  problem  of  al- 
coholism in  their  respective  areas,  with  a view  tc 
making  recommendations  to  the  AMA  and  ABA. 

—(“Alcoholic  ‘ill,  AMA,  ABA  agree,”  in  Ameri- 
ican  Medical  News,  October  27,  1969) 
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for  the  problem  drinker 


TABLETS 

high  potency  B-complex  and  C 
for  nutritional  support 


I 

I 

I AVAILABLE  ONLY  ON  Rx 


contains  water-soluble  vitamins  only 
b.i.d.  dosage 


good  patient  acceptance 


no  odor,  and  virtually  no  aftertaste 


Each  Berocca  Tablet  contains: 


Thiamine  mononitrate  15  mg 

Riboflavin  15  mg 

Pyridoxine  HCI 5 mg 

Niacinamide 100  mg 

Calcium  pantothenate  20  mg 

Cyanocobalamin  5 meg 

Folic  acid 0.5  mg 

Ascorbic  acid 500  mg 


Usual  dosage  is  one  tablet  b.i.d. 

Indications:  Nutritional  supplementation  in  conditions  in 
which  water-soluble  vitamins  are  required  prophylacticaliy 
or  therapeutically. 

Warning:  Not  intended  for  treatment  of  pernicious  anemia 
or  other  primary  or  secondary  anemias.  Neurologic  involve- 
ment may  develop  or  progress,  despite  temporary  remission 
of  anemia,  in  patients  with  pernicious  anemia  who  receive 
more  than  0.1  mg  of  folic  acid  per  day  and  who  are  in- 
adequately treated  with  vitamin  B|2. 

Dosage:  1 or  2 tablets  daily,  as  indicated  by  clinical  need. 
Available:  In  bottles  of  100. 


Roche 

LABORATORIES 


Division  of  Hoffmann-La  Roche  Inc 
Nutley,  New  Jersey  07110 


When  disease  is  mled  out 
and  psychic  tension  is  implicated 


\h.llVllTl*  (diazepam) 

helps  relax  the  patient 
and  relieve  his  somatic  symptoms 


Before  prescribing,  please  consult  complete  product 
infonnation,  a summary  of  which  follows: 

Indications:  Tension  and  anxiety  states;  somatic  com- 
plaints which  are  concomitants  of  emotional  factors; 
psychoneurotic  states  manifested  by  tension,  anxiety, 
apprehension,  fatigue,  depressive  symptoms  or  agita- 
tion; acute  agitation,  tremor,  delirium  tremens  and 
hallucinosis  due  to  acute  alcohol  withdrawal;  adjunc- 
tively  in  skeletal  muscle  spasm  due  to  reflex  spasm  to 
local  pathology,  spasticity  caused  by  upper  motor 
neuron  disorders,  athetosis,  stiE-man  syndrome,  con- 
vulsive disorders  (not  for  sole  therapy). 
Contraindicated:  Known  hypersensitivity  to  the  drug. 
Children  under  6 months  of  age.  Acute  narrow  angle 
glaucoma. 

Warnings:  Not  of  value  in  psychotic  patients.  Caution 
against  hazardous  occupations  requiring  complete 
mental  alertness.  When  used  adjunctively  in  convul- 
sive disorders,  possibility  of  increase  in  frequency 
and/or  severity  of  grand  mal  seizures  may  require 
increased  dosage  of  standard  anticonvulsant  medica- 
tion; abrupt  withdrawal  may  be  associated  with  tem- 
porary increase  in  frequency  and/ or  severity  of 
seizures.  Advise  against  simultaneous  ingestion  of 
alcohol  and  other  CNS  depressants.  Withdrawal 
symptoms  have  occurred  following  abrupt  discon- 
tinuance. Keep  addiction-prone  individuals  under 
careful  surveillance  because  of  their  predisposition  to 
habituation  and  dependence.  In  pregnancy,  lactation 


or  women  of  childbearing  age,  weigh  potential  benefit 
against  possible  hazard. 

Precautions:  If  combined  with  other  psychotropics  or 
anticonvulsants,  consider  carefully  pharmacology  of 
agents  employed.  Usual  precautions  indicated  in  pa- 
tients severely  depressed,  or  with  latent  depression, 
or  with  suicidal  tendencies.  Observe  usual  precau- 
tions in  impaired  renal  or  hepatic  function.  Limit 
dosage  to  smallest  eEective  amount  in  elderly  and 
debilitated  to  preclude  ata.xia  or  oversedation. 

Side  EEects:  Drowsiness,  confusion,  diplopia,  hypo- 
tension, changes  in  libido,  nausea,  fatigue,  depression, 
dysarthria,  jaundice,  skin  rash,  ataxia,  constipation, 
headache,  incontinence,  changes  in  salivation,  slurred 
speech,  tremor,  vertigo,  urinary  retention,  blurred 
vision.  Paradoxical  reactions  such  as  acute  hyperexcited 
states,  anxiety,  hallucinations,  increased  muscle  spas- 
ticity, insomnia,  rage,  sleep  disturbances,  stimulation, 
have  been  reported;  should  these  occur,  discontinue 
drug.  Isolated  reports  of  neutropenia,  jaundice;  peri- 
odic blood  counts  and  liver  function  tests  advisable 
during  long-term  therapy. 
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(continuous  release  form} 


(dielhylpropion  hydrochloride) 


works  on  the  appetite 
not  on  the ‘nerves’ 

When  girth  gets  out  of  control,  TEPANIL  con  provide  sound 
support  for  the  weight  control  program  you  recommend. 
TEPANIL  reduces  the  appetite  — patients  enjoy  food  but  eat 
less.  Weight  loss  is  significant— gradual— yet  there  is  a rela- 
tively low  incidence  of  CNS  stimulation. 

Contraindications:  Concurrently  with  MAO  Inhibitors,  In  potlents  hypersensitive  to 
this  drug;  In  emotionolly  unstoble  potlents  susceptible  to  drug  obuse. 

Warning:  Although  generally  safer  than  the  amphetomines,  use  with  great  caution  In 
patients  vvith  severe  hypertension  or  severe  cordlovosculor  dlseose.  Do  not  use  dur- 
ing first  trimester  of  pregnancy  unless  potential  benefits  outvyeigh  potential  risks. 
Adverse  Reactions:  Rarely  severe  enough  to  require  discontinuation  of  theropy,  un- 
pleosont  symptoms  with  diethylproplon  hydrochloride  hove  been  reported  to  occur 
In  relatively  low  incidence.  As  Is  chorocteristlc  of  sympothomimetic  ogents,  it  may 
occoslonolly  cause  CNS  effects  such  os  insomnia,  nervousness,  dizziness,  onxiety. 


and  jitteriness.  In  contrast,  CNS  depression  has  been  reported.  In  o few  epilepti 
on  increose  In  convulsive  episodes  hos  been  reported.  Sympothomimetic  cord 
vascular  effects  reported  Include  ones  such  os  tochycardia,  precordiol  po 
orrhythmia,  palpitotlon,  ond  Increased  blood  pressure.  One  published  rep; 
described  T-wove  changes  In  the  ECG  of  a healthy  young  mole  after  Ingestion 
diethylproplon  hydrochloride;  this  was  an  isolated  experience,  which  hos  not  be 
reported  by  others.  Allergic  phenomena  reported  include  such  conditions  os  ro; 
urficoria,  ecchymosis.  ond  erythema.  Gasfro»ntest/nof  effects  such  os  dlorrh- 
constipotion,  nousea,  vomiting,,  and  obdominal  discomfort  have  been  reporte| 
Specific  reports  on  the  hematopoietic  system  Include  two  eoch  of  bone  morr(| 
depression,  ogranulocytosis,  ond  leukopenia.  A variety  of  miscelloneous  odve 
reactions  hove  been  reported  by  physicians.  These  include  comploints  such  os  ; 
mouth,  headache,  dyspnea,  menstruol  upset,  hair  loss,  muscle  pain,  decrees- 
libido,  dysuria,  and  polyuria. 

Convenience  of  two  dosage  forms:  TEPANIL  Ten-tab  toblets-  One  75  mg.  tab, 
daily,  swollowed  whole,  in  midmorning  (10  o.m.);  TEPANIL;  One  25  mg.  toblet  fh 
times  daily,  one  hour  before  meols.  If  desired,  on  additional  toblet  moy  be  given; 
midevening  to  overcome  night  hunger.  Use  In  children  under  12  yeors  of  oge  is ' 
recommended.  t-oo6a  / i/7o  / u.s.  patent  no  j.oot 

THE  NATIONAL  DRUG  COMPAN 

DIVISION  OF  RICHARDSON  MERRELL  IN. 

PHILADELPHIA,  PENNSYLVANIA  191^ 


HW&D  BRAND  OFLUTUTRIN 

3000  UNIT  TABLETS 


IN  THE  TREATMENT  OF  FUNCTIONAL  DYSMENORRHEA  AND  SELECTED  CASES  OF 
PREMATURE  LABOR  AND  2ND  AND  3RD  TRIMESTER  THREATENED  ABORTION 


LUTREXIN,  the  non-steroid  “uterine 
relaxing  factor”  has  been  found  to  be  useful 
by  many  clinicians  in  controlling  abnormal 
luterine  activity. 

■ Literature  on  indications  and  dosage  avail- 
able on  request. 


■ No  side  effects  have  been  reported,  even 
when  massive  doses  (25  tablets  per  day) 
were  administered. 

fl  Supplied  in  bottles  of  twenty-five  3,000 
unit  tablets. 


( In  vivo  measurement  of  Lutrexin  on  contracting 
uterine  muscle  of  the  guinea  pig.) 


HYNSON,  WESTCOTT  & DUNNING,  INC,  Baltimore,  Maryland  21201 

( LTR23 I 


Corticosteroid  therapy 
week  after  week. 

then  antibiotic 
therapy  last  week. 

and  monilial 
overgrowth  this  week. 


For  many  patients  on  long-term  corticosteroid 
therapy,  the  addition  of  oral  antibiotic  therapy 
may  trigger  monilial  overgrowth  in  the  intestine. 
When  you  anticipate  such  a problem,  take 
action  with  DECLOSTATIN  300.  It  combines  the 
broad-spectrum  potency  of  demethylchlortetra- 
cycline  with  the  antifungal  effectiveness  of 
nystatin  — it  helps  avoid  monilial  take-over. 
Experience  has  shown  DECLOSTATIN  to  be 
highly  useful  for  many  women  patients;  indi- 
vidual culture  studies  will  show  exactly  where 
this  usefulness  may  best  be  applied. 

it  doesn’t  let  monilia  begin 
where  bacteria  end. 

Declostatirr'SOO 


Demethylchlortetracycline  HCI  300  mg  and  Nystatin 
500,000  units  Capsule-Shaped  Tablets  Lederle 


Effectiveness:  Because  its  antibacterial  component  is 
DECLOMYCIN*  Demethylchlortetracycline.  DECLOSTATIN  should 
be  equally  or  more  effective  therapeutically  than  other  tetracyclines 
in  infections  caused  by  tetracycline-sensitive  organisms.  The 
antifungal  component,  nystatin,  protects  against  superinfection  by 
antibiotic-resistant  fungal  overgrowth  (particularly  monilia)  in  the 

intestinal  tract. 

Contraindication:  History  of  hypersensitivity  to  demethylchlortetra- 

cycline  or  nystatin. 

Warning:  In  renal  impairment,  usual  doses  may  lead  to  excessive 
accumulation  and  liver  toxicity.  Under  such  conditions,  lower  than 
usual  doses  are  indicated  and,  if  therapy  is  prolonged,  serum  level 
determinations  may  be  advisable  A photodynamic  reaction  to 
natural  or  artificial  sunlight  has  been  observed  Small  amounts  of 
drug  and  short  exposure  may  produce  an  exaggerated  sunburn 
reaction  which  may  range  from  erythema  to  severe  skin  mani- 
festations. In  a smaller  proportion,  photoallerg ic  reactions  have 
been  reported  Patients  should  avoid  direct  exposure  to  sunlight 
and  discontinue  drug  at  the  first  evidence  of  skin  discomfort. 
Necessary  subsequent  courses  of  treatment  with  tetracyclines 
should  be  carefully  observed. 

Precautions:  Overgrowth  of  nonsusceptible  organisms  may  occur. 
Constant  observation  is  essential.  If  new  infections  appear, 
appropriate  measures  should  be  taken.  In  infants,  increased 


intracranial  pressure  with  bulging  fontanels  has  been  observed. 

All  signs  and  symptoms  have  disappeared  rapidly  upon  cessation 
of  treatment. 

Side  Effects  Gastrointestinal  system -anorexia,  nausea,  vomiting, 
diarrhea,  stomatitis,  glossitis,  enterocolitis,  pruritus  ani.  Skin  — 
maculopapular  and  erythematous  rashes;  a rare  case  of  exfoliative 
dermatitis  has  been  reported.  Photosensitivity;  onycholysis  and 
discoloration  of  the  nails  (rare).  Kidney- rise  in  BUN,  apparently 
dose-related.  Transient,  reversible,  nephrogenic  diabetes  insipidus 
with  excessive  thirst  and  polyuria  (rare).  Hypersensitivity  reactions 
-urticaria,  angioneurotic  edema,  anaphylaxis  Teeth-dental 
staining  (yellow-brown)  in  children  of  mothers  given  this  drug 
during  the  latter  half  of  pregnancy,  and  in  children  given  the  drug 
during  the  neonatal  period,  infancy  and  early  childhood.  Enamel 
hypoplasia  has  been  seen  in  a few  children.  If  adverse  reaction  or 
idiosyncrasy  occurs,  discontinue  medication  and  institute  appro- 
priate therapy.  Demethylchlortetracycline  may  form  a stable 
calcium  complex  in  any  bone-forming  tissue  with  no  serious 
harmful  effects  reported  thus  far  in  humans. 

Average  Adult  Daily  Dosage:  One  tablet  b i d Should  be  given 
1 hour  before  or  2 hours  after  meals,  since  absorption  is  impaired 
by  the  concomitant  administration  of  high  calcium  content 
drugs,  foods  and  some  dairy  products.  Treatment  of  streptococcal 
infections  should  continue  for  10  days,  even  though  symptoms 
have  subsided. 
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ptracycline  HCl— Antihistamine— Analgesic  Compound 

.';h  tablet  contains:  ACHROMYCIN®  Tetracycline  HCl  125  mg.;  Phenacetin  120  mg.;  Caffeine  30  mg.;  Salicylamide  150  mg.;  Chlorothen  Citrate  25  mg. 

vHROCIDIN  Tetracycline  HCl— Antihistamine— Analgesic  Compound  Tablets  and  Syrup  are  recommended  for  the  treatment 
' tetracycline-sensitive  bacterial  infection  which  may  complicate  vasomotor  rhinitis,  sinusitis  and  other  allergic  diseases  of  the 
I per  respiratory  tract,  and  for  the  concomitant  symptomatic  relief  of  headache  and  nasal  congestion.  For  children  and  elderly 
jtients  you  may  prefer  caffeine-free  ACHROCIDIN  Syrup.  Each  5 cc  contains:  ACHROMYCIN  Tetracycline  equivalent  to 
tracycline  HCl  125  mg.;  Phenacetin  120  mg.;  Salicylamide  150  mg.;  Ascorbic  Acid  (C)  25  mg.;  Pyrilamine  Maleate  15  mg. 


' nlraindications:  Hypersensitivity  to  any 
inponent. 

^iTiiing:  In  renal  impairment,  since  liver  tox- 
!,y  is  possible,  lower  doses  are  indicated;  dur- 
1 prolonged  therapy  consider  serum  level 
t erminations.  Photodynamic  reaction  to  sun- 
1 It  may  occur  in  hypersensitive  persons. 
1 Uosensitive  individuals  should  avoid  expo- 
si;;  discontinue  treatment  if  skin  discomfort 
‘ urs. 

I cautions:  Drowsiness,  anorexia,  slight  gas- 
t'  distress  can  occur.  In  excessive  drowsi- 
r,>,  consider  longer  dosage  intervals.  Persons 


on  full  dosage  should  not  operate  vehicles. 
Nonsusceptible  organisms  may  overgrow;  treat 
superinfection  appropriately.  Treat  beta- 
hemolytic  streptococcal  infections  at  least  10 
days  to  help  prevent  rheumatic  fever  or  acute 
glomerulonephritis.  Tetracycline  may  form  a 
stable  calcium  complex  in  bone-forming  tissue 
and  may  cause  dental  staining  during  tooth 
development  (last  half  of  pregnancy,  neonatal 
period,  infancy,  early  childhood). 

Adverse  Reactions:  Gastrointestinal— dinoxt\idi, ' 
nausea,  vomiting,  diarrhea,  stomatitis,  glossi- 
tis, enterocolitis,  pruritus  ani.  maculo- 


papular  and  erythematous  rashes;  exfoliative 
dermatitis;  photosensitivity;  onycholysis,  nail 
discoloration,  /f/dney— dose-related  rise  in 
BUN.  Hypersensitivity  reac/;o/;r— urticaria, 
angioneurotic  edema,  anaphylaxis.  Intracranial 
—bulging  fontanels  in  young  infants.  Teeth— 
yellow-brown  staining;  enamel  hypoplasia. 
B/oocf— anemia,  thrombocytopenic  purpura, 
neutropenia,  eosinophilia.  L/ver— cholestasis  at 
high  dosage. 

Upon  adverse  reaction,  stop  medication  and 
treat  appropriately. 
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House  of  Delegates  of  the 
Rhode  Island  Medical  Society 

Report  of  Meeting  Held  March  18, 

1970. 


A meeting  of  the  House  of  Delegates  of  the 
Rhode  Island  iMedical  Society  was  held  at  the  ^led- 
ical  Library,  Providence,  on  Wednesday,  IMarch 
18,  1970.  The  meeting  was  called  to  order  by  the 
Speaker  of  the  House,  Dr.  John  J.  Cunningham, 
at  3:07  p.m. 

ROLL  CALL 

In  the  absence  of  the  Secretary,  the  roll  call  of 
Delegates  was  made  by  the  Executive  Secretary. 

Members  in  attendance  were:  Drs.  John  J.  Cun- 
ningham, William  F.  Garahan,  John  C.  Osenkow- 
ski,  Charles  S.  Dotterer,  Paul  J.  M.  Healey,  Earl 
J.  Mara,  Richard  G.  Bertini,  James  ^IcGrath,  J. 
Gerald  Lamoureux,  Stanley  D.  Simon,  Richard  P. 
Sexton,  John  P.  Grady,  John  T.  Barrett,  Joseph 
E.  Caruolo,  Francis  P.  Catanzaro,  George  V.  Cole- 
man, Herbert  F.  Hager,  Henry  M.  Litchman, 
Thomas  R.  Littleton,  Vincent  1.  MacAndrew,  Wil- 
liam J.  MacDonald,  Peter  L.  Mathieu,  William  A. 
McDonnell,  Frank  Merlino,  Gustavm  A.  IMotta, 
Raul  Xodarse,  Ralph  F.  Pike,  Robert  P.  Sarni,  See- 
bert  J.  Goldowsky,  Edmund  T.  Hackman,  and 
.Arnold  Porter. 

.Also  present  were  Alessrs.  John  E.  Farrell,  Ex- 
ecutive Secretary,  and  Edward  J.  Lynch,  .Assistant 
Executive  Secretary. 

Alembers  absent  were:  Drs.  John  C.  Ham,  Dan- 
iel J.  Dorman,  .Arthur  J.  Clarkin,  Francis  D.  Lamb, 
Joseph  E.  Wittig,  Frederick  Peirce,  Robert  Hayes, 
David  Hallmann,  F.  Bruno  .Agnelli,  Joseph  L.  C. 
Ruisi,  Francis  L.  Scarpaci,  Leonard  S.  Staudinger, 
Stephen  J.  Hove,  J.  Robert  Brown,  Bertram  H. 
Buxton.  Nathan  Chaset,  John  .A.  Dillon,  Joseph  L. 


Dowling,  Herbert  Ebner,  Alartin  E.  Felder,  Frank 
D.  Fratantuono,  .Alvin  G.  Gendreau,  Milton  W. 
Hamolsky,  Thomas  F.  Head,  Joseph  J.  Lambiase, 
Robert  V.  Lewis,  James  B.  Moran,  Edwin  B.  O’- 
Reilly, William  R.  Thompson,  John  Turner,  II, 
Banice  AT  Webber,  Elihu  S.  Wing,  and  Joseph  E. 
Cannon. 

APPROVAL  OF  MINUTES  OF  PREVIOUS 
MEETING 

The  Speaker  noted  that  the  minutes  of  the  Jan- 
uary meeting  of  the  House  had  been  prepared  and 
distributed  to  the  members. 

Action:  A motion  was  made,  seconded  and  voted 
that  the  minutes  of  the  House  of  Delegates  meeting 
of  January  28,  1970,  as  submitted,  be  approved 
and  placed  on  record. 

REPORT  OF  THE  SECRETARY 

In  the  absence  of  Dr.  Stephen  J.  Hoye,  Secretary, 
his  report  was  presented  by  the  Executive  Sec- 
retary who  noted  that  the  report  was  published  in 
the  handbook  for  the  meeting. 

Doctor  Simon  commented  on  the  regional  meet- 
ing on  quackery,  and  asked  that  any  member  of 
the  House  interested  in  attending  the  meeting 
notify  him. 

Doctor  Hackman  reported  on  the  speech  seminar 
to  be  conducted  at  the  Kent  County  Alemorial 
Hospital  by  the  Kent  County  Aledical  Society  in 
cooperation  with  the  AAI.A,  on  Alarch  19. 

Doctor  Simon  briefly  discussed  the  planning 
(Continued  on  Page  235) 
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Nose  clear  as  a whistle 

(THANKS  TO  DIMETAPP  ) 


Dimetapp  Extentabs®  does  an  outstanding  job  of  helping  to 
clear  up  the  stuffiness,  drip  and  congestion  of  colds  and  upper 
respiratory  allergies  and  infections.  Each  Extentab  keeps 
working  up  to  12  hours.  And  for  most  patients  drowsiness  or 
overstimulation  is  unlikely.  Try  Dimetapp.  It  clearly  works. 


FOR  I PPER  RESPIRATORY  ALLERGIF:S  AND  INFECTIONS 

Dimetapp  Extentabs* 

Dimetane®  (brompheniramine  maleate),  12  mg.;  phenylephrine 
HCl,  15  mg.;  phenylpropanolamine  HCl,  15  mg. 

UP  TO  12  HOURS  CLEAR  BREATHING  ON  ONE  TABLET 


Indications:  Dimetapp  is  indicated  for  symptomat- 
ic relief  of  the  allergic  manifestations  of  respira- 
tory illnesses,  such  as  the  common  cold  and  bron- 
chial asthma,  seasonal  allergies,  sinusitis,  rhinitis, 
conjunctivitis,  and  otitis. 

Contraindications:  Hypersensitivity  to  antihista- 
mines. Not  recommended  for  use  during  pregnancy. 
Precautions:  Until  patient’s  response  has  been  de- 
termined, he  should  be  cautioned  against  engag- 
ing in  operations  requiring  alertness.  Administer 
with  care  to  patients  with  cardiac  or  peripheral 
vascular  diseases  or  hypertension. 

Side  Effects:  Hypersensitivity  reactions  including 
skin  rashes,  urticaria,  hypotension  and  thrombo- 
cytopenia, have  been  reported  on  rare  occasions. 
Drowsiness,  lassitude,  nausea,  giddiness,  dryness 
of  the  mouth,  mydriasis,  increased  irritability  or 
excitement  may  be  encountered. 

Dosage:  1 Extentab  morning  and  evening. 
Supplied:  Bottles  of  100  and  500. 

A.H.  ROBINS  COMPANY  /I'H'DOBINS 
RICHMOND,  VA.  23220 


Phenaphen* 
with  Codeine 

Phenaphen  with  Codeine  Nos.  2,  3,  or  4 contains:  Pheno- 
barbital  (Vi  gr.),  16.2  mg.  (warning;  may  be  habit  forming); 
Aspirin  (2V2  gr.),  162.0  mg.  Phenacetin  (3  gr.),  194.0  mg.; 
Hyoscyamine  sulfate,  0.031  mg.  Codeine  Phosphate,  Vi  gr. 
(No.  2),  V2  gr.  (No.  3),  or  1 gr.  (No.  4)  (warning:  may  be 
habit  forming). 

The  compound  analgesic  that  calms  instead  of  caffeinates 


Indications:  Phenaphen  with  Codeine  provides  relief  in  severer 
grades  of  pain,  on  low  codeine  dosage,  with  minimal  possibility 
of  side  effects.  Its  use  frequently  makes  unnecessary  the  use  of 
addicting  narcotics.  Contraindications:  Hypersensitivity  to  any 
of  the  components.  Precautions:  As  with  all  phenacetin-con- 
taining  products  excessive  or  prolonged  use  should  be  avoided. 
Side  effects:  Side  effects  are  uncommon,  although  nausea, 
constipation  and  drowsiness  may  occur.  Dosage:  Phenaphen 
No.  2 and  No.  3 — 1 or  2 capsules  every  3 to  4 hours  as 
needed;  Phenaphen  No.  4 — 1 capsule  every  3 to  4 hours  as 
needed.  For  further  details  see  product  literature. 

A.  H.  Robins  Company,  Richmond,  Va.  23220 
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meeting  called  by  Governor  Licht  for  a Conference 
on  Health  Costs  to  be  held  early  in  May. 

Action:  A motion  was  made,  seconded  and  voted 
that  the  report  of  the  Secretary,  as  submitted,  be 
approved  and  placed  on  record. 

REPORT  OF  THE  TREASURER 

Dr.  John  P.  Grady,  Treasurer,  noted  that  his 
report  was  published  in  the  handbook  for  the 
meeting. 

Action:  A motion  was  made,  seconded  and  voted 
that  the  report  of  the  Treasurer,  as  submitted,  be 
approved  and  placed  on  record. 

RECOMMENDATIONS  OF  THE  COUNCIL 

The  Executive  Secretary  presented  the  recom- 
mendations from  the  Council,  as  follows: 

I.  That  the  Council  recommends  that  the  House 
record  its  opposition  to  H.R.  1290  in  the  Rhode 
Island  General  Assembly,  and  to  any  similar  leg- 
islation that  may  be  introduced  that  would  allow 
optometrists  to  use  diagnositc  drugs. 

Action:  A motion  was  made,  seconded  and  voted 
that  the  recommendation  of  the  Council  be  adopted. 

II.  That  the  Council,  in  accordance  with  the 
bylaws  of  the  Society,  submits,  with  recommenda- 
tion of  adoption,  a slate  of  nominees  to  serve  the 
Society  from  the  annual  meeting  in  1970  until  the 
annual  meeting  in  1971.  The  proposed  slate  was 
published  in  the  handbook  for  the  meeting. 

The  Speaker  called  for  counter  nominations. 
There  were  none. 

Action:  A motion  was  made,  seconded  and  voted 
that  the  slate  of  nominees  recommended  by  the 
Council  be  adopted,  and  that  the  nominees  be  de- 
clared elected.  The  complete  slate  is  made  part  of 
the  official  records  of  the  meeting. 

PLANNING  AND  DEVELOPMENT  REPORT  OF 

THE  AMERICAN  MEDICAL  ASSOCIATION 

The  Speaker  noted  that  the  House  had  received 
a copy  of  the  Planning  and  Development  Report, 
both  majority  and  minority,  as  submitted  to  the 
Society  by  the  House  of  Delegates  of  the  .American 
Medical  .Association  for  review  and  comment. 

He  noted  that  an  .Ad  Hoc  committee  of  the  So- 
ciety had  reviewed  the  report,  and  its  findings  had 
been  sent  to  the  members  of  the  House. 

Doctor  Hackman,  Chairman  of  the  Ad  Hoc 
Committee,  reviewed  the  report  of  the  committee, 
pointing  out  the  amendments  and  changes  recom- 


niended.  Copy  of  the  complete  report  is  made  part 
of  the  official  records  of  the  meeting. 

Action:  A motion  was  made,  seconded  and  voted 
that  the  report  of  the  Ad  Hoc  Committee  on  the 
study  of  the  .AM.A  Planning  and  Development 
Report  be  adopted  by  the  House. 

REPORT  OF  SOCIAL  WELFARE  COMMITTEE 
Dr.  Peter  L.  Mathieu,  Chairman  of  the  commit- 
tee on  sical  welfare  gave  a brief  oral  report,  stating 
that  the  medical  director  of  the  state  Social  Welfare 
Department  had  supported  the  proposal  of  usual 
and  customary  fees  for  welfare  recipients  as  pro- 
posed by  the  committee,  and  the  issue  had  been 
submitted  to  the  Governor  for  his  consideration. 

REPORT  OF  HIGHWAY  SAFETY  COMMITTEE 
Dr.  Joseph  E.  Caruolo  reported  that  his  com- 
mittee was  supporting  legislation  that  would  lower 
the  blood  alcohol  level  for  breathalyzer  tests  of 
motorists  alleged  to  be  driving  a vehicle  while  under 
the  influence  of  alcohol.  He  also  stated  that  some 
strong  approach  must  be  made  to  convince  hospital 
administrators  that  blood  alcohol  level  tests  should 
be  done  on  patients  seen  in  the  accident  room  as 
a step  towards  halting  highway  accidents. 

COMMITTEE  ON  MEDICAL  ECONOMICS 
In  the  absence  of  Dr.  John  Turner,  Chairman 
of  the  committee  on  medical  economics,  the  Exec- 
utive Secretary  discussed  the  committee’s  report  as 
published  in  the  handbook  for  the  meeting. 

Action:  A motion  was  made,  seconded  and  voted 
that  the  report  of  the  committee  on  medical  econ- 
omics be  received  and  placed  on  record. 

MISCELLANEOUS  COMMITTEE  REPORTS 
The  Speaker  noted  that  information  reports  not 
calling  for  House  actions  were  included  in  the 
handbook  from  the  Advisory  Committee  to  the 
State  Department  of  Education,  the  Library  Com- 
mittee, and  the  Public  Laws  Committee. 

Action:  A motion  was  made,  seconded  and  voted 
that  the  reports  of  the  .Advisory  Committee  to  the 
State  Department  of  Education,  the  Library  Com- 
mittee, and  the  Public  Laws  Committee  be  received 
and  placed  on  record. 

PAWTUCKET  TIMES  EDITORIAL 
The  Speaker  recognized  Dr.  Paul  J.  M.  Healey 
of  Pawtucket  who  read  to  the  House  an  editorial 
castigating  the  medical  profession  which  appeared 
{■Continued  on  next  page) 
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in  the  February  13,  1970  issue  of  the  Pawtucket 
TliNIES.  He  stated  that  the  Pawtucket  iMedical 
Association,  with  the  assistance  of  the  Executive 
Secretary,  had  compiled  data  which  provided  a 
basis  for  a reply  to  the  editorial.  He  stated  that 
if  the  newspaper  did  not  publish  the  answer  of  the 
Pawtucket  Medical  Association  in  its  news  columns, 
the  Association  would  consider  a paid  display  ad- 
vertisement to  publish  its  answer. 

Doctor  Pitchman  discussed  the  need  for  the 
Society  to  issue  a position  statement  on  the  doc- 
tor's role  in  health  costs  that  might  be  issued  at 
the  time  of  the  planned  Governor's  Conference  on 
Health  Costs  and  which  would  point  out  the  pro- 
fession's role  in  utilization  and  peer  review,  its 
suggestions  for  alternate  ways  to  save  money  in  the 
operation  of  hospitals,  etc.  His  recommendation 
that  the  Council  of  the  Society  prepare  such  a 
statement  met  with  the  approval  of  the  House. 

PAYMENT  FOR  PAP  SMEARS  UNDER 
MEDICARE 

The  Executive  Secretary  read  a communication 
for  m the  Rhode  Island  Blue  Shield  regarding  the 
January  action  of  the  House  of  Delegates  in  ask- 
ing for  a review  of  the  Social  Security  Depart- 
ment's position  regarding  payment  for  pap  smears. 
The  Blue  Shield  statement  noted  that  “recent 
clarifications  have  tended  to  liberalize  the  original 
policy  as  contained  in  their  (^Medicare)  1968  di- 
rective. Accordingly,  the  Medicare  Claims  Depart- 
ment has  been  instructed  to  process  all  claims  for 
pap  smears  contained  in  the  March  4,  1970  letter 
from  the  Social  Security  Administration.”  Copy 
of  this  correspondence  is  made  part  of  the  official 
minutes  of  this  meeting. 

UNIFORM  DONOR  CARD 
The  Executive  Secretaix’  reported  that  the  Uni- 
ted States  Life  Insurance  Company  had  asked  for 
approval  by  the  Society  for  the  distribution  of 
Uniform  Donor  Cards  as  printed  by  the  National 
Kidney  Foundation.  ^Ir.  Farrell  stated  that  he 
had  been  informed  by  legal  counsel  of  the  Society 
that  such  distribution  was  not  in  conflict  with  the 
Uniform  .\natomical  Act  of  Rhode  Island.  The 
House  was  in  agreement  that  the  Insurance  Com- 
pany might  distribute  the  donor  cards. 

FINANCING  HEALTH  COSTS 
A member  of  the  House  inquired  regarding  the 
prepayment  for  group  health  costs  by  Blue  Shield 
as  mentioned  by  Dr.  Arnold  Porter  in  his  address 


to  the  Corporation  of  Physicians  Service  on  ^larch  S 

4.  1970.  1 

Doctor  Porter  discussed  the  issues  involved,  and  * 
ansfered  questions  from  the  House.  He  stated  that 
the  Board  of  Directors  of  Physicians  Service  had 
authorized  the  staff  to  explore  various  proposals 
to  meet  the  challenges  of  the  day  in  meeting  health  , 
costs,  and  that  no  commitment  would  be  made  1^’ 
without  Board  approval  and  with  the  support  of  ^ 
the  medical  profession. 

ADJOURNMENT  '' 

The  Speaker  declared  the  House  adjourned  at 
4; 55  p.m.,  after  commending  Dr.  Stanley  D. 
Simon  for  his  outstanding  leadership  during  the 
past  12-month  period.  The  House  gave  Doctor 
Simon  a rising  vote  of  acclamation. 

Respectfully  submitted: 

John  E.  Farrell,  Sc.D. 

Executive  Secretary 

(In  the  absence  of  the  Secretary) 

REPORT  OF  THE  SECRETARY  ' 

Stephen  J.  Hoye,  M.D. 

Since  the  January  meeting  of  the  House  of 
Delegates  the  Council  has  taken  the  following 
actions: 

1.  It  has  heard  a report  from  the  President  re- 
garding the  staff  report  made  to  the  United 
States  Senate  Committee  on  Finance  relative 
to  costs  of  ^Medicare  and  Medicaid. 

2.  It  received,  and  transmits  to  the  House  of 
Delegates  an  informative  report  on  MEDEX, 
a demonstration  program  in  primary  medical 
care  that  might  be  feasible  in  Rhode  Island. 

3.  It  authorized  the  Society’s  committee  on  the 
secondary  schools'  Science  Fair  to  act  as  it  has 
in  previous  years  in  reviewing  the  exhibits  and 
awarding  three  prizes  in  the  senior  high  divis-  t 
ion.  and  three  in  the  junior  high  division. 

4.  It  endorsed  the  proposal  of  the  American  Med- 
ical Association’s  Council  on  Foods  and  Nu- 
trition to  conduct  seminars  at  Brown  Univer- 
sity, Providence  College,  and  the  University 
of  Rhode  Island  in  the  fall. 

5.  It  approved  the  appointment  b\'  the  President 
of  Dr.  Jorge  Benavides  to  replace  Dr.  Thomas 
Perry  as  one  of  the  Society’s  representatives 
on  the  Board  of  the  Interagency  Council  on 
Smoking. 

6.  It  authorized  the  President  to  name  delegates 
to  a regional  conference  on  Health  Quackery- 

(Contimicd  on  Page  238) 
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Picture  of 
torticollis 


treated  with 
Parafon  Forte 

Paraflex®  (chlorzoxazone)*  250  mg. 
Tylenol®  (acetaminophen)  300  mg. 


TABLETS 


ufon  Forte  tablets  help  to  relieve  pain, 
B)re  mobility. . . stop  pain-spasm  feedback 

oviding: 

!■  salicylate  analgesic  equal  to  aspirin  for  the  relief 
1 in, ^'2  yet  unlikely  to  produce  the  irritation  to  the 
ic  mucosa  so  often  associated  with  salicylate 

- py2 

dt  skeletal  muscle  relaxant  effective  in  a wide  va- 
t of  conditions2-5...but  not  likely  to  have  the  cen- 
il  ffects  of  tranquilizing  compounds.® 

e ribe  Parafon  Forte  for  effective  spasmolysis 
d nalgesia  in  sprains,  strains,  myalgias,  low  back 
ii  bursitis  and  other  musculoskeletal  disorders, 
u patients  will  appreciate  the  restored  comfort 
dreedom  of  movement  it  usually  provides. 


Contraindications:  Sensitivity  to  either  component.  Precautions: 
Exercise  caution  in  patients  with  known  allergies  or  history  of 
drug  allergies.  If  a sensitivity  reaction  or  signs  or  symptoms  sug- 
gestive of  liver  dysfunction  are  observed,  the  drug  should  be 
stopped.  Adverse  Reactions:  Occasionally,  drowsiness,  dizziness, 
lightheadedness,  malaise,  overstimulation  or  gastrointestinal 
disturbances  may  be  noted;  rarely,  allergic-type  skin  rashes, 
petechiae,  ecchymoses,  angioneurotic  edema  or  anaphylactic 
reactions.  In  rare  instances,  Paraflex  (chlorzoxazone)  may  pos- 
sibly have  been  associated  with  gastrointestinal  bleeding.  While 
Paraflex  (chlorzoxazone)  and  chlorzoxazone-containing  prod- 
ucts have  been  suspected  as  being  the  cause  of  hepatic  toxicity 
in  approximately  eighteen  patients,  it  was  not  possible  to  state 
that  the  dysfunction  was  or  was  not  drug  induced.  Usual  Adult 
Dosage:  Two  tablets  q.i.d.  Supplied:  Scored,  light  green  tablets, 
imprinted  “McNEIL”  — bottles  of  100. 

References : 1.  Batterman,  R.  C.,  and  Grossman,  A,  J.:  Fed,  Proc.  74:316,  1955. 
2.  Goodman,  L.  S.,  and  Gilman,  A.,  ed.:  The  Pharmacological  Basis  of  Thera- 
peutics, ed.  3,  New  York,  The  Macmillan  Company,  1965.  p.  331.  3.  Kestler,  O. 

C.,  and  Gyurik,  J.:  Industr.  Med.  Surg. 
31:Z12,  1962.  4,  Forster,  S.,  et  al.:  Amer. 
J.  Orthop.  2:285,  1960.  5.  Friend,  D.  G. : 
Clin.  Pharmacol.  Ther,  5:871,  1964. 

MCNEIL  laboratories,  INC.,  FT,  WASHINGTON,  PA.  19034  ♦W-S-  PATENT  NO.  2.895.877 
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HOUSE  OF  DELEGATES  REPORT 

(Continued  from  Page  236) 

Chiropractic,  sponsored  b\’  the  American  Med- 
ical Association,  to  be  held  in  Boston,  )tlay  1, 
1970. 

7.  It  commended  the  Kent  County  iNIedical  So- 
ciety for  presenting  a speaker's  program  sem- 
inar in  cooperation  with  the  American  Medical 
Association. 

8.  It  heard  a report  on  a proposed  new  statewide 
health  services  corporation  of  which  the  So- 
ciet\'  would  be  a member  and  which  would 
conduct  or  procure  studies,  surveys,  research 
or  demonstration  projects  and  other  related 
activities  designed  to  explore,  encourage  and 
evaluate  various  means  of  effecting  improve- 
ments and  changes  in  the  delivery  of  personal 
health  services. 

9.  It  was  informed  by  the  President  of  plans  by 
Governor  Licht  for  a one  day  Conference  on 
Health  Costs  to  be  held  early  in  May,  under 
the  sponsorship  of  many  state  health  and  wel- 
fare organizations,  including  the  Society. 

REPORT  OF  THE  TREASURER 
John  P.  Grady,  M.D. 

Agency  Account 

Attached  is  the  latest  report  of  the  invested 
funds  of  the  Society  as  submitted  by  the  Trust 
Department  of  the  Industrial  National  Bank.  (Ap- 
pendix B) 

Veterinary  Association  Gift 

We  have  received,  and  acknowledged,  a gift 
of  §100  from  the  Rhode  Island  Veterinary  Asso- 
ciation for  the  purchase  of  books  and/or  journals 
on  veterinary  medicine  for  our  medical  library. 
Tax  Ex‘'mpt  Status  of  the  Society 

The  Providence  City  Assessor  has  requested 
detailed  data  regarding  the  Society's  sources  of 
income,  etc.,  to  determine  the  tax  exempt  status 
of  the  library.  Legal  counsel  is  preparing  the  So- 
ciety's reply. 

Rhode  Island  Medical  Journal 
The  Rhode  Island  Medical  Journal  finished  1969 
with  an  operating  deficit  of  §3,347.68  due  to  re- 
duced volume  of  national  advertising.  Total  receipts 
were  §26,324.32  and  total  expenses,  amounted  to 
§29.672.00.  The  §5,000  charge  is  being  carried 
as  a debt  in  order  that  the  Journal  may  proceed 
with  its  1970  publication  with  a cash  operating 
reserx^e. 


REPORT  OF  THE  ADVISORY  COMMITTEE  TO 
THE  R.  I.  STATE  DEPARTMENT  OF 

EDUCATION  I 

After  several  meetings  of  this  committee  in  1968 
and  1969  the  following  communication  was  sent 
to  the  R.  I.  Board  of  Education. 

The  medical  community  in  Rhode  Island  has 
been  concerned  for  some  time  about  the  education 
of  the  handicapped  child  in  our  state  and  has 
shared  in  the  recent  interest  to  provide  better 
educational  opportunities  for  the  disadvantaged 
children.  The  reason  for  this  concern  is  an  ap- 
parent lack  of  medical  involvement  in  an  area, 
which  b\’  its  very  nature  seems  to  stress  the  needs 
for  the  special  skills  of  pediatrician,  neurologist, 
child  psychiatrist,  opthalmologist,  and  orthopedist.  || 
Because  of  this  concern,  following  a discussion  with  u 
the  Department  of  Education,  the  Rhode  Island 
^ledical  Society,  through  its  Child-School  Health 
Committee,  formed  a special  committee  of  medical  j 
specialists  to  meet  with  the  Department  to  propose 
some  ideas  to  improve  the  services  now  offered  to 
handicapped  or  disadvantaged  children.  We  have  j 
met  with  the  Department  of  Education  and  have 
offered  our  services  in  a broad  consulting  range, 
specificalh’  involving  E.S.E.A.  Titles  I,  HI,  VI.  At 
their  suggestion  we  agreed  to  serve  on  a “panel  of 
experts”  as  required  by  Title  HI  and  to  serve  on  ; 
advisory  boards  for  the  other  Titles.  Because  of  the 
funding  nature  of  these  programs  it  appears  that  • 
there  will  be  no  new  funds  for  at  least  the  next  , 
fiscal  year,  and,  therefore,  our  contacts  with  the 
Department  will  be  meager  from  now  until  then. 
Because  of  this  our  Committee  feels  it  is  important 
to  relay  our  concerns  to  the  Board  so  that  they  can 
be  considered  when  policx’  is  formulated.  We  are 
also  greatly  concerned  with  the  format  of  existing 
programs  and  would  urge  all  efforts  to  modify  some 
of  these  programs. 

Since  our  first  meeting  we  have  become  better 
informed  of  the  administrative  complexities  of  fed- 
eral programs  and  realize  it  is  difficult  to  effect  , 
changes.  However,  the  basic  purpose  of  E.S.E.A.  | ' 
was  to  encourage  new  and  imaginative  approaches 
to  meet  the  needs  of  these  children,  as  it  appeared  ; 
that  traditional  approaches  had  not  been  effective.  , 
We  assumed  that  the  intent  of  the  R.  I.  legislation  * ' 
was  similar  when  it  proxdded  additional  funds  for 
the  education  for  the  disadvantaged  and  handi- 
capped. It  appears  to  us  that  programs  funded  so 
far  have  shown  relatively  little  in  the  way  of  truly  , 
innovative  approaches.  Nationally,  this  particular  , | 
(Contiiniecl  on  Page  284)  , , 
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^311,  Dr.  Cunningham!  I was  just  telling  Herbert 
:hould  talk  to  you  about  my  allergy. 

Tst  my  nose  starts  to  tickle  and. . .” 


u;now  the  rest  of  the  story.  Sneezing.  Watery  eyes. 
'S  nose.  And  for  prompt  relief  of  these  symptoms, 
irj  Novahistine®  LP.  These  continuous-release  tablets 
V'a  vasoconstrictor-antihistamine  formulation  that 
3'?  working  in  minutes,  then  continues  to  provide 
■efor  hours.  Even  when  nasal  congestion  is  due  to 
•>€ed  allergic  episodes,  two  Novahistine  LP  tablets. 


morning  and  evening,  let  most  patients  breathe  freely  all 
day  and  all  night.  Use  with  caution  in  individuals  with 
severe  hypertension,  diabe- 
tes mellitus,  hyperthyroid- 
ism or  urinary  retention. 

Caution  ambulatory  patients 
that  drowsiness  may  result. 


Novahistine* 

kilr  decongestant 

(Each  tablet  contains  25  mg.  of  phenylephrine 
hydrochloride  and  4 mg.  of  chlorpheniramine 
maleate.) 


THE  DOW  CHEMICAL  COMPANY  Rx  Pharmaceuticals  Indianapolis 


Results  on  skin  are  final  proof  of  any  topical  antibiotic’s  effectiveness 

No  in  vitro  test  can  duplicate  a clinical  situation  on  living  skin.  ‘Neosporin’  (polymyxin  B 
— bacitracin -neomycin)  Ointment  has  consistently  proven  its  effectiveness  in  thousands  of 
cases  of  bacterial  skin  infection.  The  spectra  of  the  three  antibiotics  overlap  in  such  a way 
as  to  provide  bactericidal  action  against  most  pathogenic  bacteria  likely  to  be  found  topically. 
Diffusion  of  the  antibiotics  from  the  special  petrolatum  base  is  rapid  since  they  are  insoluble 
in  the  petrolatum,  but  readily  soluble  in  tissue  fluids.  The  Ointment  is  bland  and  nonirritating. 

Caution:  As  with  other  antibiotic  preparations,  prolonged  use  may  result  in  overgrowth  of  nonsuscep- 
tible  organisms  and/or  fungi.  Appropriate  measures  should  be  taken  if  this  occurs.  Articles  in  the 
current  medical  literature  indicate  an  increase  in  the  prevalence  of  persons  allergic  to  neomycin. 
The  possibility  of  such  a reaction  should  be  borne  in  mind. 

Contraindications:  This  product  is  contraindicated  in  those  individuals  who  have  shown  hyper- 
sensitivity to  any  of  its  components. 

Supplied:  Tubes  of  1 oz.,  Vz  oz.  with  applicator  tip,  and  Vs  oz.  with  ophthalmic  tip. 

Complete  literature  available  on  request  from  Professional  Services  Dept.  PML. 


‘NEOSPORIIf’ 


brand 


POLYMYXIN  B-BACITRACIN-NEOMYCIN 

OINTMENT 


BURROUGHS  WELLCOME  & CO.  (U.S.A.)  INC.,  Tuckahoe,  N.Y. 


I 


I 

i 


IN 

IN 


ASTHMA 

EMPHYSEMA 


optional 

therapy 


All  Mudranes  are  bronchodilator-mucolytic  in  action,  and 
are  indicated  for  symptomatic  relief  of  bronchial  asthma, 
emphysema,  bronchiectasis  and  chronic  bronchitis.  MXJ- 
DRANE  tablets  contain  195  mg.  potassium  iodide;  130  mg. 
aminophylline;  21  mg.  phenobarbital  (Warning:  may  be 
habit-forming) ; 16  mg.  ephedrine  HCl.  Dosage  is  one  tablet 
with  full  glass  of  water,  3 or  4 times  a day.  Precautions  are 
those  for  aminophylline-phenobarbital-ephedrine  combina- 
ations.  Iodide  side-effects:  May  cause  nausea.  Very  long 
use  may  cause  goiter.  Discontinue  if  symptoms  of  iodism 
develop.  Iodide  contraindications;  Tuberculosis;  preg- 
nancy (to  protect  the  fetus  against  possible  depression  of 
thyroid  activity).  MUDRANE-2  tablets  contain  195  mg. 
potassium  iodide;  130  mg.  aminophylline.  Dosage  is  one  tablet 
with  full  glass  of  water,  3 or  4 times  a day.  Precautions  are 
those  for  aminophylline.  Iodide  side-effects  and  contra- 
indications are  listed  above.  MUDRANE  GG  tablets 
contain  100  mg.  glyceryl  guaiacolate;  130  mg.  aminophylhne; 
21  mg.  phenobarbital  (Warning:  may  be  habit-forming); 
16  mg.  ephedrine  HCl.  Dosage  is  one  tablet  with  full  glass  of 
water,  3 or  4 times  a day.  Precautions  are  those  for  amino- 
phylline-phenobarbital-ephedrinecomhinations.  MUDRANE 
GG-2  tablets  contain  100  mg.  glyceryl  guaiacolate;  130  mg. 
aminophylline.  Dosage  is  one  tablet  with  full  glass  of  water, 
3 or  4 times  a day.  Precautions:  Those  for  aminophylline. 
MUDRANE  GG  Elixir.  Each  teaspoonful  (5  cc)  contains 
26  mg.  glyceryl  guaiacolate;  20  mg.  theophylline;  5.4  mg. 
phenobarbital  (Warning:  may  be  habit-forming);  4 mg.  ephe- 
drine HCl.  Dosage:  Children,  1 cc  for  each  10  lbs.  of  body 
weight;  one  teaspoonful  (5  cc)  for  a 50  lb.  child.  Dose  may 
be  repeated  3 or  4 times  a day.  Adult,  one  tablespoonful,  4 
times  daily.  All  doses  should  be  followed  with  )/%  to  full  glass 
of  water.  Precautions:  See  those  listed  above  for  Mudrane 
GG  tablets. 


MUDRANE— original  formula 

First  choice 

MUDRANE>2 

When  ephedrine  is  too  exciting 
or  is  contraindicated 

MUDRANE  GG 

During  pregnancy  or  when  K.I.  is 
contraindicated  or  not  tolerated 

MUDRANE  GG-2 

A counterpart  for  Mudrane-2 

MUDRANE  GG  ELIXIR 

For  pediatric  use 

or  where  liquids  are  preferred 

Clinical  specimens 
available  to  physicians. 


WILLIAM  P.  POYTHRESS  & COMPANY,  INC.,  RICHMOND,  VIRGINIA  23217 


r overewihg 
Maybe  hazardous 

TO  YOUR  health. 


According  to  the  Framingham  Heart  Study 
the  obese  face : 


86%  greater  risk  of  angina  pectoris, 

82%  greater  risk  of  diabetes, 

71  % greater  risk  of  coronary  heart  disease 


Obesity  may  also  aggravate  osteoarthritis, 
flat  feet,  intertriginous  dermatitis,  varicose 
veins,  and  ventral  or  diaphragmatic  hernias 


j 


If  you  are  considering  weight  reduction,  consider 

phenmetrazine  hydrochloride 
Endurets® 

prolonged-action  tablets 

Often  effective 

Controlled  studies  in  a general  patient  popu- 
lation have  shown  that  when  Preludin  is  used 
with  diet,  the  rate  of  weight  loss  exceeds 
that  obtained  by  placebo  and  diet. 

Long  acting 

Slow,  even  release  of  the  active  principle 
usually  suppresses  appetite  continuously  for 
about  12  hours. 

Once-a-day  dosage 

One  Endurets  tablet  after  breakfast.  It  helps 
reduce  weight  and  costs,  conveniently. 

For  contraindications,  warning,  precautions, 
and  adverse  reactions,  please  see  the  full 
prescribing  information. 

It  is  summarized  on  this  page. 

Where  there’s  no  will  there’s  a therapeutic  way. 


•Among  persons  20%  or  more 
overweight  as  compared  with 
median  weight  for  persons  of 
like  height  and  sex. 

1.  Kannel,  W.B..  et  al.:  Circula- 
tion 35:734,  1967. 

2.  Thomas,  H.E.,  Jr.,  et  al.:  Med. 
Times  95:1099,  1967. 

3.  Albrink,  M.J.,  in:  Beeson, 

P.B.  & McDermott,  W.  (eds.): 
Cecil-Loeb  Textbook  of  Medicine, 
ed.  12,  Phila.:W.B.  Saunders 
Co..  1967. 

Preludin® 

phenmetrazine  hydrochloride 

Preludin  is  indicated  only  as  an 
anorexigenic  agent  in  the  treat- 
ment of  obesity.  It  may  be  used  in 
simple  obesity  and  in  obesity 
complicated  by  diabetes,  mod- 
erate hypertension  (see  Pre- 
cautions), or  pregnancy  (see 
Warning). 

Contraindications:  Severe 
coronary  artery  disease,  hyper- 
thyroidism, severe  hypertension, 
nervous  instability,  and  agitated 
prepsychotic  states.  Do  not  use 
with  other  CNS  stimulants, 
including  MAO  inhibitors. 
Warning:  Do  not  use  during  the 
first  trimester  of  pregnancy  un- 
less potential  benefits  outweigh 
possible  risks.  There  have  been 
clinical  reports  of  congenital  mal- 
formation, but  causal  relation- 
ship has  not  been  proved.  Animal 
teratogenic  studies  have  been 
inconclusive. 

Precautions:  Use  with  caution  in 
moderate  hypertension  and 
cardiac  decompensation.  Cases 


involving  abuse  of  or  depend- 
ence on  phenmetrazine  hydro- 
chloride have  been  reported.  In 
general,  these  cases  were 
characterized  by  excessive 
consumption  of  the  drug  for  its 
central  stimulant  effect,  and  have 
resulted  in  a psychotic  illness 
manifested  by  restlessness,  mood 
or  behavior  changes,  hallucina- 
tions or  delusions.  Do  not  exceed 
recommended  dosage. 

Adverse  Reactions:  Dryness  or 
unpleasant  taste  in  the  mouth, 
urticaria,  overstimulation, 
insomnia,  urinary  frequency  or 
nocturia,  dizziness,  nausea,  or 
headache. 

Dosage:  One  25  mg.  tablet  b.i.d. 
or  t.i.d.  Or  one  75  mg.  Endurets 
tablet  a day,  taken  by  mid- 
morning. 

Availability:  Pink,  square,  scored 
tablets  of  25  mg.  for  b.i.d.  or 
t.i.d.  administration,  in  bottles  of 
100  and  1000. 

Pink,  round  Endurets®  prolonged- 
action  tablets  of  75  mg.  for 
once-a-day  administration,  in 
bottles  of  100  and  1000. 
(B)R3-46-550-B 

For  complete  details,  please  see 
full  prescribing  information. 

Under  license  from 
Boehringer  Ingelheim  G.m.b.H. 


Geigy  Pharmaceuticals 
Division  of 

Geigy  Chemical  Corporation 
Ardsley,  New  York  10502 


rheumatoid  spondylitis,  and  osteoarthritis  of  the  hip 

do  for  these  patients? 

salicylate  and  ret 


REVISED  PRESCRIBING  INFORMATION 


IMPORTANT  NOTE:  INDOCIN  (Indomethacin,  MSO) 
cannot  be  considered  a simple  analgesic  and 
should  not  be  used  in  conditions  other  than  those 
recommended  under  Indications.  The  drug  should 
not  be  prescribed  for  children  because  safe  con- 
ditions for  use  have  not  been  established. 

General  Adverse  Effects:  Because  of  the  high 
potency  of  the  drug  and  the  variability  of  its 
potential  to  cause  adverse  reactions,  the  follow- 
ing are  strongly  recommended:  1)  the  lowest 
possible  effective  dose  for  the  individual  patient 
should  be  prescribed.  Increased  dosage  tends  to 
increase  adverse  effects,  particularly  in  doses 
over  150-200  mg/day,  without  corresponding 
clinical  benefits;  and  2)  careful  instructions  to, 
and  observations  of,  the  individual  patients  are 
essential  to  the  prevention  of  serious  and  irre- 
versible. including  fatal,  adverse  reactions, 
especially  in  the  aging  patient. 

Indications:  Symptomatic  relief  of  adult  rheuma- 
toid and  degenerative  joint  disease  unresponsive 
to  adequate  trial  of  salicylates  and  other  mea- 
sures of  established  value,  such  as  appropriate 
rest.  Has  been  found  effective  in  active  stages 
of:  1)  moderate  to  severe  rheumatoid  arthritis 
including  acute  flares  of  chronic  disease,  2)  mod- 
erate to  severe  rheumatoid  (ankylosing)  spondy- 
litis. and  3)  moderate  to  severe  degenerative 
joint  disease  of  the  hip  (osteoarthritis  of  the  hip). 
Has  been  found  effective  in  relieving  pain  and 
reducing  fever,  swelling,  and  tenderness  in  acute 
gouty  arthritis  in  selected  patients.  May  enable 
reduction  of  steroid  dosage  in  patients  receiving 
steroids  for  the  more  severe  forms  of  rheuma- 
toid arthritis;  in  such  instances  the  steroid  dos- 
age should  be  reduced  slowly  and  the  patients 
followed  very  closely  for  any  possible  adverse 
effects. 

Contraindications:  Children  14  years  of  age  and 
under;  pregnant  women  and  nursing  mothers; 
active  gastrointestinal  lesions  or  history  of  re- 
current gastrointestinal  lesions;  allergy  to  as- 
pirin and  indomethacin. 


Warnings:  Gastrointestinal  Effects:  Because  of 
the  occurrence  and,  at  times,  severity  of  gastro- 
intestinal reactions,  be  continuously  alert  for 
any  sign  or  symptom  signaling  a possible  gas- 
trointestinal reaction.  The  risks  of  continuing 
therapy  with  INDOCIN  in  the  face  of  such  symp- 
toms must  be  weighed  against  the  possible  bene- 
fits to  the  individual  patient.  Gastrointestinal 
effects  may  be  reduced  by  giving  the  drug  im- 
mediately after  meals,  with  food,  or  with  ant- 
acids. Use  greater  care  in  aging  patients. 

Ocular  Effects:  Corneal  deposits  and  retinal  dis- 
turbances, including  those  of  the  macula,  have 
been  observed  in  some  patients  on  prolonged 
therapy.  Discontinue  therapy  if  such  changes  are 
observed.  Ophthalmologic  examination  at  peri- 
odic intervals  is  desirable  in  patients  on  pro- 
longed therapy. 

Central  Nervous  System  Effects:  INDOCIN  (Indo- 
methacin, MSD)  may  aggravate  psychiatric  dis- 
turbances, epilepsy,  and  parkinsonism,  and 
should  be  used  with  considerable  caution  in 
patients  with  these  conditions.  If  severe  CNS 
reactions  develop,  discontinue  the  drug. 

Precautions:  Blurred  vision  may  be  a significant 
symptom  that  warrants  a thorough  ophthalmo- 
logic examination.  Patients  should  be  cautioned 
about  engaging  in  activities  requiring  mental 
alertness  and  motor  coordination,  as  driving  a 
car.  Headache  which  persists  despite  dosage  re- 
duction requires  complete  cessation  of  the  drug. 
May  mask  the  usual  signs  and  symptoms  of  in- 
fection; therefore,  the  physician  must  be  con- 
tinually on  the  alert  for  this  and  should  use  the 
drug  with  extra  care  in  the  presence  of  existing 
controlled  infection.  After  the  acute  phase  of 
the  disease  is  under  control,  an  attempt  to  re- 
duce the  daily  dose  should  be  made  repeatedly 
until  the  patient  is  off  entirely. 

Adverse  Reactions:  Gastrointestinal  Reactions: 
Single  or  multiple  ulcerations  of  the  esophagus, 
stomach,  duodenum,  or  small  intestine,  includ- 
ing perforation  and  hemorrhage,  with  fatalities 
in  some  instances;  gastrointestinal  bleeding 


without  obvious  ulcer  formation;  perforation  o' 
preexisting  sigmoid  lesions  (diverticulum,  card 
noma,  etc.);  rarely,  increased  abdominal  pain  ir 
ulcerative  colitis  patients  or  development  of  ul 
cerative  colitis  and  regional  ileitis;  gastritis 
which  may  persist  after  the  cessation  of  thi^ 
drug;  nausea,  vomiting,  anorexia,  epigastric  dis 
tress,  abdominal  pain,  and  diarrhea. 

Eye  Reactions:  Corneal  deposits  and  retinal  dis 
turbances,  including  those  of  the  macula,  hav( 
been  observed  on  prolonged  therapy;  blurring  o 
vision. 

Hepatic  Reactions:  Rarely,  toxic  hepatitis  am 
jaundice,  including  some  fatal  cases. 

Hematologic  Reactions:  Aplastic  anemia,  heme 
lytic  anemia,  bone  marrow  depression,  agranulc 
cytosis,  leukopenia,  and  thrombocytopenic  pui 
pura.  Since  some  patients  manifest  anemia  set 
ondary  to  obvious  or  occult  gastrointestint 
bleeding,  appropriate  blood  determinations  ar 
recommended. 

Hypersensitivity  Reactions:  Acute  respiratory  di' 
tress,  including  dyspnea  and  asthma;  angiiti: 
pruritus;  urticaria;  angioedema;  skin  rashes.  i 
Ear  Reactions:  Hearing  disturbances,  deafnes'  ^ 
tinnitus.  ' 

Central  Nervous  System  Reactions:  Psychotic  ep  I 
sodes,  depersonalization,  depression,  coma,  co  I 
vulsions,  peripheral  neuropathy,  drowsines  i 
mental  confusion,  lightheadedness,  dizzines 
headache.  [ 

Cardiovascular-Renal  Reactions:  Edema,  elevatit  ! 
of  blood  pressure,  hematuria. 

Dermatologic  Reactions:  Loss  of  hair,  erythen 
nodosum. 

Miscellaneous:  Rarely,  vaginal  bleeding,  hype  ■ 
glycemia,  glycosuria,  ulcerative  stomatitis,  ai 
epistaxis.  * 

Supplied:  Capsules  containing  25  mg  indomet  [ 
acin  each,  in  bottles  of  100  and  1000;  capsuh  ( 
containing  50  mg  indomethacin  each,  in  bottf 
of  100. 

For  more  detailed  information,  consult  your  Mer 
Sharp  & Dohme  representative  or  see  the  pacha 
circular. 


MERCK  SHARP  & DOHME  where  todays  theory  is  tomorrow's  therapy 

Division  of  Merck  & Co  Inc  West  Point  Pa  19486 


during  and  after  infection 


Beroccia: 

TABLETS 

high  potency  B-complex  and  C 
for  nutritional  support 

AVAILABLE  ONLY  ON  Rx 
contains  water-soluble  vitamins  only 
b.i.d.  dosage 
good  patient  acceptance 
no  odor,  and  virtually  no  aftertaste 


Each  Berocca  Tablet  contains: 


Thiamine  mononitrate  15  mg 

Riboflavin  15  mg 

Pyridoxine  HCI 5 mg 

Niacinamide 100  mg 

Calcium  pantothenate  20  mg 

Cyanocobalamin  5 meg 

Folic  acid 0.5  mg 

Ascorbic  acid 500  mg 


Usual  dosage  is  one  tablet  b.i.d. 

Indications:  Nutritional  supplementation  in  conditions  in 
which  water-soluble  vitamins  are  required  prophylactically 
or  therapeutically. 

Warning:  Not  intended  for  treatment  of  pernicious  anemia 
or  other  primary  or  secondary  anemias.  Neurologic  involve- 
ment may  develop  or  progress,  despite  temporary  remission 
of  anemia,  in  patients  with  pernicious  anemia  who  receive 
more  than  0.1  mg  of  folic  acid  per  day  and  who  are  in- 
adequately treated  with  vitamin  B12. 

Dosage:  1 or  2 tablets  daily,  as  indicated  by  clinical  need. 
Available:  In  bottles  of  100. 


Roche 

LABORATORIES 


Division  of  Hoffmann-La  Roche  Inc. 
Nutley.  New  Jersey  07110 


Prognosis  : 

"EXCELLENT!” 


As  a conscientious  physician,  you 
make  a prognosis  based  on 
examination,  the  patient's  history,  and 
consultation,  plus  your  own  experience 
and  judgment. 


As  responsible  wine  merchants,  we 
too,  are  meticulous  in  our  way. 

We  don't  buy  at  random.  We  select 
carefully  from  among  the  world’s 
finest  wines.  We  care  for  them 
properly,  making  certain  they  are 
stored  at  the  right  temperature. 
Proudly,  we  have  for  your  selection 
more  than  1600  types  of  wines. 
That's  one-third  more  than  any 
New  York  store  stocks. 


Is  it  any  wonder  we're  proud  of  what 
we  sell,  and  why  you'll  be  proud  to 
enjoy  fine  wine  from  Town  Liquor? 
The  prognosis  just  has  to  be 
“EXCELLENT.” 

(Join  our  Vintage  Guild.  It's  free!) 


244 


Peripatetics 

By  Robert  V.  Lewis,  XI. D. 

Seen  recently  at  the  American  College  of  Sur- 
geons Meeting  in  Washington,  D.C.,  were  ROB- 
ERT GORFIXE,  JESSE  P.  EDDY,  WILFRED 
CARNEY  and  RUDOLF  PEARSON. 

* * * 

.Xt  the  Eleventh  Annual  Scientific  Meeting  of 
the  Clinical  Congress  of  .Xbdominal  Surgeons 
ESKE  WINDSBERG  presented  a paper,  “Primary 
Resection  of  Obstructing  Lesions  of  the  Distal 
Colon — Current  Perspectives"  in  a symposium  on 
intestinal  obstruction. 

* * * 

At  the  Notre  Dame  Hospital  in  Central  Falls 
J.XROSL.XW  KOROPEY  was  elected  president  of 
the  medical  staff  for  1970.  He  succeeds  RICHARD 
G.  BERTINL  PHILIP  J.  LAPPIN,  is  the  new 
vice  president;  PAE’L  B.  XIETCALF,  Secretary- 
Treasurer.  ROBERT  G.  FORTIN  and  RICHARD 
G.  BERTINI  were  elected  members  of  the  execu- 
tive committee.  In  other  staff  activity  .XLTON  M. 
PAULL  has  been  selected  by  the  board  of  trustees 
as  chief  of  medicine. 

* 

GARY  P.  PAPARO  of  the  Xlemorial  Hospital  in 
Pawtucket  was  in  charge  of  the  Rotary  Club's 
medical  project  and  is  reported  to  have  collected 
over  S36.000.00  in  drug  supplies  and  medical 
equipment  to  be  sent  to  Columbia  for  charitable 
purposes. 

* * * 

JOSEPH  E.  CARUOLO,  WILLIAXI  XIAC- 
DONALD,  and  JOHN  J.  WALSH  have  taken  up 
their  duties  as  new  directors  of  the  Physicians 
Service  Board  of  Directors,  having  been  elected 

by  the  House  of  Delegates. 

* * * 

BERTRAXI  SELX’ERSTONE  has  been  appoint- 
ed by  F.  .X.  SIXIEONE  as  the  new  Director  of 
the  Division  of  Neurosurgery  at  the  Xliriam  Hos- 
pital; PETER  XI.  CARNEX'  has  received  an  ap- 
pointment in  the  same  Division.  In  the  Depart- 
ment of  Pediatric  Allergy  three  new  appointments 
were  announced;  GEORGE  K.  BOYD,  HENRY 
FREYE.  JORGE  H.  STURAXl.  FR.XNCIS  H. 
CH.XFEE  has  been  appointed  to  the  Consulting 
Staff  in  the  Department  of  Xledicine.  SUDAR- 
SH.XN  K.  XI.XLIK  has  joined  the  Department  of 
Surgery  in  the  Division  of  Otolaryngology. 

(Continued  on  Page  245) 
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(Continued  from  Page  244) 

AGNES  M.  SOMLO  has  been  appointed  section 
head  of  microbiology  in  the  Department  of  Path- 
ology at  the  Rhode  Island  Hospital.  Also  at  the 
Rhode  Island  Hospital,  new  staff  appointments  in- 
clude ROBERT  S.  BURROUGHS,  SARAFINO 
GARELLA,  EDWARD  lANNUCCILLI,  and 
RICHARD  G.  MIGNACCA  in  the  Department  of 
Medicine;  JOHN  F.  MAYNARD  in  the  Depart- 
ment of  Neurology,  PATRICIA  S.  SCOLA,  De- 
partment of  Pediatrics,  and  three  new  appointments 
in  the  Department  of  Psychiatry;  namely,  ELIA 
SHAMMAS,  HARRIS  BRENNER,  and  YANI 
RARKALAS.  BENCEL  L.  SCHIFF  received  an 
appointment  to  the  .\ssociate  Staff,  CHARLES  J. 
McDonald  to  the  Consulting  Staff,  and 
GEORGE  D.  NOBLE  to  the  Courtesy  Staff. 

* * 

ROBERT  P.  DAVTS  has  been  V^isiting  Physician 
in  the  Department  of  Pediatrics  at  the  Albert 
Einstein  College  of  Medicine  in  New  York  City 
this  spring. 

* * * 

Many  Rhode  Island  Internists  took  the  oppor- 
tunity to  visit  neighboring  Philadelphia,  now  45 
minutes  away  by  jet  and  hours  by  automobile, 
by  attending  the  sessions  of  the  American  Society 
of  Internal  Medicine  and  the  American  College  of 
Physicians.  Rhode  Island  was  officially  represented 
at  the  American  College  of  Physicians  by  WIL- 
LIAM J.  H.  FISCHER,  the  governor  for  Rhode 
Island,  and  ROBERT  V.  LEWIS,  President  Elect 
of  the  Rhode  Island  Society  of  Internal  Medicine. 
Among  those  who  attended  from  Rhode  Island 
were  MELVIN  D.  HOFFMAN,  MARSHALL 
FF’LTON,  former  Regent  of  the  College,  MARK 
A.  YESSIAN,  JOHN  A.  ROQUE,  and  JOHAN- 
NES VIRKS. 

* * * 

IRVING  A.  BECK  was  elected  to  the  Council  of 
the  American  Association  for  the  History  of  Medi- 
cine for  a three  year  term  at  a recent  meeting  in 
Birmingham,  Alabama. 

* * * 

A.  A.  SAVASTANO  was  one  of  10  persons 
whose  name  was  recently  added  to  the  rolls  of  the 
Rhode  Island  Heritage  of  Fame  at  the  organiza- 
tion’s 5th  Annual  Awards  dinner.  The  award  was 
made  on  the  basis  of  valuable  contributions  to  the 
heritage  of  Rhode  Island. 

* * sK 

THOMAS  L.  GREASON  was  re-appointed  by 
Governor  Licht  to  serve  a five-year  term  on  the 
State  Parole  Board.  His  term  will  expire  Tanuarv 
31,  1975. 


Book  Reviews 

STRABISMUS  IX  CHILDHOOD,  by  Herbert  M. 

Katzin  and  Geraldine  Wilson.  The  C.  V.  Mosby 

Company,  Saint  Louis,  1968.  $3.95. 

There  are  many  misconceptions  concerning  the 
child  with  strabismus,  and  often  the  parents  are 
at  a loss  to  know  just  what  is  wrong  with  their 
child  and  who  should  treat  him. 

This  little  book  is  designed  for  parents  and  is 
written  in  easy  to  understand  language,  devoid  for 
the  most  part  of  the  special  terms  of  the  ophthal- 
mologist. In  a step  by  step  manner,  the  reader  is 
taken  along  the  route  of  diagnosis,  therapy,  and 
prognosis.  Especially  well  done  is  the  discussion 
concerning  the  use  of  glasses  and  exercises,  al- 
though perhaps  a little  overenthusiastic  about  the 
value  of  orthoptics. 

For  the  pediatrician  or  general  practitioner  this 
volume  will  answer  many  questions  that  may  arise 
about  their  young  patients. 

Robert  S.  L.  Kinder,  M.D. 

(Continued  on  next  page) 
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Doctor,  after  all  we’ve 
been  through  together. . . 


abscess 

acne 

amebiasis 

anthrax 

bacillary  dysentery 
bartonellosis 
bronchitis 
bronchopulmonary 
infection 


brucellosis 
chancroid 
diphtheria 
endocarditis 
genitourinary 
infections 
gonorrhea 
granuloma  inguinale 
listeriosis 

lymphogranuloma 


mixed  bacterial 
infection 
osteomyelitis 
otitis 
pertussis 
pharyngitis 
pneumonia 
psittacosis 
pyelonephritis 


Rocky  Mountain 
spotted  fever 
scarlet  fever 
septicemias 
sinusitis 

soft  tissue  infection 
tonsillitis 
tularemia 
typhus  fever 
urethritis 


. . .don’t  you  think  it’s  time 
we  were  on  a first-name  basis? 

call  me“AchroV” 


Every  pharmacist  knows  ACHRO®  V stands  for  ACHROMYCIN®  V 


Contraindications:  Hypersensitivity  to 
tetracycline. 

Warning:  In  renal  impairment,  since 
liver  toxicity  is  possible,  lower  doses 
are  indicated;  during  prolonged  therapy 
consider  serum  level  determinations. 
Photodynamic  reaction  to  sunlight  may 
occur  in  hypersensitive  persons. 
Photosensitive  individuals  should 
avoid  exposure;  discontinue  treatment 
if  skin  discomfort  occurs. 

Precautions:  Nonsusceptible  organisms 


may  overgrow;  treat  superinfection 
appropriately.  Tetracycline  may  form  a 
stable  calcium  complex  in  bone-forming 
tissue  and  may  cause  dental  staining 
during  tooth  development  (last  half  of 
pregnancy,  neonatal  period,  infancy, 
early  childhood). 

Adverse  Reactions:  Gastrointestinal— 
anorexia,  nausea,  vomiting,  diarrhea, 
stomatitis,  glossitis,  enterocolitis, 
pruritus  ani.  5^/n— maculopapular  and 
er)’thematous  rashes;  exfoliative 


dermatitis;  photosensitivity; 
onycholysis,  nail  discoloration.  Kidne, 
-dose-related  rise  in  BUN. 
Hypersensitivity  reactions— \ivX\c&r\n, 
angioneurotic  edema,  anaphylaxis, 
/nrracran/a/— bulging  fontanels  in  you 
infants.  Tee//!— yellow-browm  staining 
enamel  hypoplasia.  Blood— anemia.,  tlj 
bocytopenic  purpura,  neutropenia,  e 
philia.  L/ver— choiestasis  at  high  dosa, 
Upon  adverse  reaction,  stop  medicatic 
and  treat  appropriately. 


Achromycin  V 

Tetracycline 


LEDERLE  LABORATORIES  • A Division  of  American  Cyanamid  Company,  Pearl  River,  New  York  10965 


I love  my  family. 

I adore  this  house. 

My  in-lai^  are  great. 

The  neighbors  are  wonderful. 


mephentermine  sulfate)  are  desirable.  Allergic  or 
idiosyncratic  reactions  are  rare,  but  such  reactions, 
sometimes  severe,  can  develop  in  patients 
receiving  only  1 to  4 doses  who  have  had  no 
previous  contact  with  meprobamate  Previous 
history  ol  allergy  may  or  may  not  be  related  to 
incidence  ol  reactions  Mild  reactions  are 
characterised  by  itchy  urticarial  or  erythematous 
maculopapular  rash,  generalised  or  confined  to 
groin  Acute  nonthrombocytopenic  purpura  with 
cutaneous  petechiae,  ecchymoses,  peripheral 
edema  and  fever  have  been  reportel  One  fatal 
case  of  bullous  dermatitis  following  intermittent  use 
of  meprobamate  with  prednisolone  has  been 
reported.  If  allergic  reaction  occurs,  meprobamate 
should  be  slopped  and  not  remstituled  Severe 
reactions,  observed  very  rarely,  include 
angioneurotic  edema,  bronchial  spasms,  fever, 
fainting  spells,  hypotensive  crises  |1  fatal  easel, 
anaphylaxis,  stomatitis  and  proctitis  |1  case) and 
hyperthermia  Treat  symptomatically  as  with 
epinephrine,  antihistamine  and  possibly  hydro- 
cortisone. Aplastic  anemia  |1  fatal  case), 
thrombocytopenic  purpura,  agranulocytosis  and 
hemolytic  anemia  have  occurred  rarely,  almost 
always  in  presence  of  known  toxic  agents.  A few 
cases  ot  leukopenia,  usually  transient,  have  been 
reported  on  continuous  administration 

Meprobamate  may  sometimes  precipitate  grand 
mal  attacks  in  patients  susceptible  to  both  grand 


Indications  \-m  use  in  management  of  anxiety  and 
tension  occurring  alone  or  as  accompanying 
symptom  complex  to  medical  and  surgical  disorders 
and  procedures.  Though  not  a hypnotic,  fosters 
normal  sleep  through  antianxiety  and  related 
muscle-relaxant  propeni»s 

Contraindications  History  ot  sensitivity  to 
meprobamate 

Important  Precautions.  Carefully  supervise  dose 
and  amounts  prescribed,  especially  for  patients 
prone  to  overdose  themselves.  Excessive  prolonged 
use  has  been  reported  to  result  in  dependence  or 
habituation  in  susceptible  persons,  as  alcoholics, 
ex-addicts,  and  other  severe  psychoneuiotics 
After  prolonged  excessive  dosage,  reduce  dosage 
gradually  to  avoid  possibly  severe  withdrawal 
reactions  Abrupt  discontinuance  of  excessive 
doses  has  sometimes  resulted  in  epileptilorm 
seizures 

Warn  patients  ol  possible  reduced  alcohol  tolerance, 
with  resultant  slowing  of  reaction  time  and 
impairment  of  judgment  and  coordination 
Reduce  dose  if  drowsiness,  ataxia  or  visual 
disturbance  occurs:  if  persistent,  patients  should 
not  operate  vehicles  or  dangerous  machinery 
Side  Efiects  include  drowsiness,  usually  transient, 
it  persistent  and  associated  with  ataxia,  usually 
responds  to  dose  reduction;  occasionally 
concomitant  CNS  stimulants  (amphetamine. 


Photo  professionally  posed 


and  petit  mal.  Extremely  large  doses  can  produce 
rhythmic  last  activity  in  the  cortical  pattern. 
Impairment  of  accommodation  and  visual  acuity  has 
been  reported  rarely  Aher  excessive  dosage  for 
weeks  or  months,  withdraw  gradually  11  or  2 weeks) 
to  avoid  recurrence  of  pretreatment  symptoms 
(insomnia,  severe  anxiety,  anorexia  |.  Abrupt 
discontinuance  of  excessive  doses  has  sometimes 
resulted  in  vomiting,  ataxia,  tremors,  muscle 
twitching  and  epileptiform  seizures.  Prescribe 
very  cautiously  and  In  small  amounts  for  patients 
with  suicidal  tendencies  Suicidal  attempts  have 
resulted  in  coma,  shock,  vasomotor  and  respiratory 
collapse  and  anuna.  Excessive  doses  have 
resulted  in  prompt  sleep,  reduction  ol  blood 
pressure,  pulse  and  respiratory  rates  to  basal 
levels,  anti  occasionally  hyperventilation.  Treat 
with  immediate  gastric  lavage  and  appropriate 
symptomatic  therapy.  (CNS  stimulants  and  pressor 
amines  as  indicated)  Doses  above  2400  mg  /day 
are  not  recommended 
Composition.  Tablets,  200  mg  and  400  mg 
meprobamate.  Coated  Tablets,  WYSEALS' 

EQOANIL  (meprobamate)  400  mg,  (All  tablets  also 
available  in  REDIPAK'  [strip  pack),  Wyeth.) 
Continuous-Release  Capsules,  EQOANIL  L-A 
(meprobamate)  400  mg. 


The  young  homemaker*' 
her  underlying  anxiety  ,j 
and  tension  can  surface  j 
and  intensify  under  the  I 
continuous  stress  of  f 
rearing  a growing  family! 
Especially  when  she's 
confined  to  the  home  an' 
its  environs  so  much.  ' 

You  can  help  her  over  j 
the  rough  spots  with 
reassurance  and  counsE 
Equanil  can  help  relieve 
tension,  ease  anxiery— 
with  little  risk  of  serious 
side  effects.  Time  and 
experience  will  probabf 
do  the  rest. 


Equanil 

(meprobamatt  i 

Wyeth  Laboratories  TTTr^ 
Philadelphia,  Pa. 


HAN DBOOK  OF  FRACTURES  by  Edgar  Lee 
Ralston  in  collaboration  with  Alfred  Rives 
Shands,  Jr.,  Herndon  Briggs  Lehr,  and  Frederick 
William  Pitts.  The  C.  V.  Mosby  Company,  Saint 
Louis,  1967.  $10.75 

The  author  in  his  preface  asks  the  question 
"How  then  may  we  justify  an  addition  . . . ?”  to 
the  existing  books  about  fractures.  The  answer 
lies  in  the  text,  which  provides  the  beginner  with 
limited  time  and  motivation,  a fundamental  ap- 
proach to  the  problem  of  fractures.  Specific  solu- 
tions and  technical  details  are  avoided,  and  a bibli- 
ography is  provided  should  the  student  desire  to 
delve  further. 

The  text  is  well  illustrated,  and  the  use  of  line 
drawings  to  aid  in  the  interpretation  of  the  roent- 
genograms should  prove  helpful  to  the  beginner. 
P'or  the  student  or  house  staff  officer  this  book 
can  be  recommended  as  a basic  primer. 

Henry  M.  Litchman,  m.d. 


LETTERS  TO  HANOI 

Members  of  the  Society  are  urged  by  the 
Providence  Chapter  of  the  American  Red 
Cross  to  write  letters  to  North  Vietnam  re- 
questing North  Vietnam  to  comply  with  the 
terms  of  the  Geneva  Conventions  regarding 
Prisoners  of  War.  North  Vietnam  has  signed 
the  Conventions  but  is  not  living  up  to  the 
terms  of  the  Conventions,  specifically;  she  has 
not  reported  the  names  of  the  American  Pris- 
oners of  War  that  she  holds;  she  has  not  per- 
mitted regular  correspondence  between  Amer- 
ican Prisoners  of  War  and  their  relatives;  and 
she  has  not  permitted  a representative  of  the 
International  Red  Cross  to  visit  Prisoners  of 
War  camps  in  which  Americans  are  held. 

This  is  entirely  a humanitarian  effort  and 
has  no  bearing  on  anyone’s  personal  convic- 
tion regarding  prosecution  of  the  war. 

An  editorial  in  the  Providence  Journal  of 
October  26,  1969  supported  this  effort  of  the 
American  Red  Cross. 

Please  lend  your  prestige  in  getting  your 
members  to  write  a letter  as  suggested  above 
to  the  following  address: 

Office  of  the  President 

Democratic  Republic  of  North  Vietnam 

Hanoi,  North  Vietnam 
(Postage  is  25(-  for  a letter  under  ounce) 


SAY  WHAT 
YOU  LIKE, 
WE  LL  TYPE  IT 
AND  RETURN 

IT  PRONTO! 


To  try  our  service— just  give  us 
some  letterheads  and  dial  the  num- 
ber v/e  furnish  you.  Dictate  os  much 
os  you  wish,  any  time  of  the  day  or 
night,  from  anywhere.  Your  work 
will  be  neatly  and  accurately  typed 
on  IBM  Selectric  typewriters  and  re- 
turned promptly. 

That's  all  there  is  to  it.  NO  CON- 
TRACT NECESSARY  AND  NO  MINI- 
MUM. 

Our  clients,  both  doctors  and 
hospitals,  have  found  they  save  sub- 
stantially by  letting  us  handle  the 
overload.  Our  staff,  averaging  15 
years'  experience  in  medical  trans- 
cription, assures  you  prompt,  precise 
service. 

Keep  your  office  detail  up-to- 
the-minute  by  calling  today.  Work 
also  done  from  tapes,  discs  and  belts. 


TRANSCRIPTION  SERVICE  INC. 

1053  BROAD  ST.,  PROVIDENCE,  R.  I.  02905 

467-3358 


May  1970 


249 


Now 

available  for  your 

prescribing 

needs 


Cordran^  tape 

Flurandrenolidelape  (4  meg.  per  sq.  cm.) 


Additional  information  available  upon  request  • Eli  Lilly  and  Company,  Indianapolis,  Indiana  46206 
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Mental  Health  Problems  in  the  Urban  Society 


Butler  Hospital  125th  Anniversary  Col- 
loquium, Co-sponsored  by  the  American 
Psychiatric  Association,  Providence, 
Rhode  Island,  May  22,  23,  24,  1969 


I.  INTRODUCTORY  REMARKS 


JOSEPH  J.  BAKER,  RED.,  Superintendent,  But- 
ler Hospital,  Providence,  R.  I. 

It  is  with  great  pleasure  that  I call  this  meeting 
to  order  and  welcome  each  of  you  to  Butler  Hos- 
pital’s birthday  party. 

We  could  ask  why  a hospital  should  be  the  focus 
for  something  as  festive  as  a birthday  party.  After 
all,  a hospital  is  a somber  reminder  of  much  pain 
and  suffering  and  unhappiness  and  during  its  life- 
time this  old  place  has  seen  its  full  share  of  these. 
But  a hospital  is  also  a symbol  of  hope  and  re- 
habilitation and  regeneration. 

Over  the  past  century  and  a quarter,  Butler  has 
filled  this  symbolic  role  for  many  thousands  of 
mentally  ill  persons.  But  more  than  this,  an  in- 


This  Colloquium  is  supported  in  part  by  grants 
from  The  Rhode  Island  Foundation,  The  June 
Rockwell  Levy  Foundation,  Merck  Sharpe  and 
Dohme  Post  Graduate  Program,  Wyeth  Labora- 
tories, Sandoz  Pharmaceuticals,  Roche  Labora- 
tories, and  Wallace  Pharmaceuticals.  Further  pa- 
pers in  this  Colloquium  will  appear  in  subsequent 
issues  of  this  Journal. 


stitution  of  this  kind  in  order  merely  to  survive 
must  carry  in  it  the  seeds  of  its  own  regeneration 
from  one  age  to  the  next.  Our  arrival  at  this  par- 
ticular milestone  is  a tribute  to  the  many  people, 
some  of  them  illustrious  and  famous  but  most  of 
them  nameless,  who  have  invested  themselves  in 
Butler  Hospital  over  the  years,  either  as  paid 
workers  or  as  volunteer  helpers,  or  as  members  of 
the  Corporation  and  its  Board  of  Trustees.  They 
are  the  ones  who  bore  the  seeds  of  regeneration 
and  created  the  Butler  tradition  during  the  past 
125  years  and  we  honor  them  for  it,  as  indeed  we 
should.  But  we’re  not  here  to  erect  a shrine  or  a 
memorial  to  the  past.  We  celebrate  the  future  as 
well  because  that’s  where  we’re  going.  It  was  with 
the  future  in  mind  that  we  chose  the  topic  for  our 
colloquium.  Each  day’s  headlines  confirm  its  time- 
liness. We  hope  that  the  three  days  spent  here 
will  give  us  all  some  additional  insight  into  the 
nature  of  the  problems  we  face  and  some  new 
ideas  about  how  they  might  be  dealt  with.  I’d  like 
to  call  now  on  the  President  of  Butler  Hospital, 
Mr.  Andrew  DiPrete,  to  bring  greetings  on  behalf 
of  the  hospital. 

(Continued  on  next  page) 
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II.  WELCOME  ON  BEHALF  OF  BUTLER  HOSPITAL 


AXDRE\\'  A.  DiPRETE,  President,  Butler  Hos- 
pital 

I am  delighted  to  welcome  you  on  behalf  of  the 
Trustees  of  Butler  Hospital  and  indeed  on  behalf 
of  all  the  members  of  the  Corporation.  I feel  I 
ought  to  say  just  a word  about  the  governance  of 
Butler  Hospital  which  is,  as  you  all  know,  a private 
psychiatric  hospital,  the  oldest  hospital  in  Rhode 
Island,  by  far  the  largest  private  psychiatric  facility 
in  our  State.  Its  membership,  which  is  derived  from 
the  27  original  members  named  in  the  Charter  125 
years  ago.  has  now  grown  to  nearly  a thousand 
men  and  women.  The  original  corporators  were 
all  men,  but  somewhere  along  the  line  someone 
saw  the  light.  The  Corporators  meet  at  least  an- 
nually, customarily  annually,  to  elect  a Board  of 
Trustees  of  some  16  men  and  women,  who  for  that 
entire  century  and  a quarter  have  been  composed 


of  some  of  the  most  dedicated  and  hardworking 
citizens  of  our  State. 

Butler  Hospital  has  served  the  needs  of  persons 
of  every  community  and  from  every  economic  and 
social  background  that  forms  a part  of  the  fabric 
of  our  Rhode  Island  community.  For  a century  and 
a quarter,  this  venerable  institution  has  offered  an 
enlightened  and  humanitarian  response  to  the 
changing  needs  of  the  mentally  ill.  .\s  Doctor 
Baker  pointed  out,  and  indeed  stressed,  on  the 
occasion  of  our  125th  anniversary,  we  look  back- 
ward with  pride  and  joy,  but  we  look  forward 
with  enthusiasm  and  determination.  This  colloqui- 
um is  a part  of  the  effort  of  our  Board  of  Trustees, 
of  our  Superintendent,  and  doctors  and  all  the 
personnel  represented  in  Butler  Hospital  and  of 
the  community  which  has  supported  this  institution 
to  lead  the  wa\'  in  the  future  as  it  has  in  he  past 
in  serving  the  mental  health  needs  of  our  com- 
munity. 


HI.  WELCOME  ON  BEHALF  OF  BUTLER  HOSPITAL  STAFF  ASSOCIATION 


-MELVYX  JOHX*SOX',  M.D.,  President,  Butler 
Hospital  Medical  Staff  Association 

It  was  once  said  that  the  treatment  of  illness 
will  sometime  in  the  future  be  an  admission  of 
failure.  Such  a Utopian  goal  of  preventive  medi- 
cine confronts  the  field  of  mental  health  and  the 
psychiatric  hospital  with  a bold  challenge.  We  must 
not  only  recognize  the  powerful  forces  of  change  in 
the  world  and  our  community,  but  we  must  also 
participate  in  the  orderly  conduct  of  these  changes. 
The  symptoms  are  quite  clear  and  can  be  read 
on  the  front  pages  of  every  newspaper  in  the  world. 


The  need  for  involvement  of  the  psychiatric  hos- 
pital beyond  its  physical  limits  is  mandatory.  The 
hospital  must  be  more  than  just  a depository.  It 
must  be  a vital  force  in  the  spirit  of  community 
involvement. 

If  the  physical  plant  of  the  hospital  is  the 
muscle,  then  the  staff  is  the  spirit.  As  President  of 
the  Butler  Hospital  Staff  Association,  I extend  our 
welcome  and  our  greetings.  I also  extend  our 
hopes  that  this  colloquium  on  mental  health  prob- 
lems in  the  urban  society  will  bring  forth  not  only 
enlightenment  but  also  direction  to  our  task. 


IV.  \^ELC()ME  ON  BEHALF  OF  THE  STATE  OF  RHODE  ISLAND 


FRAXK  LIGHT,  Governor  oj  the  State  of  Rhode 
Island  and  Providence  Plantations 

I am  deli,ghted  to  be  able  to  participate  in  But- 
ler Hospital's  125th  anniversary  observance  and  to 
bring  the  greetings  of  the  State  of  Rhode  Island 
to  this  distinguished  gathering.  My  association 
with  Butler  Hospital  makes  this  opportunity  to 
say  a few  words  doubly  pleasurable.  There  came 
a time  in  the  life  of  Butler  Hospital  when  there 
were  those  who  felt  there  was  no  longer  a need 
for  it  to  continue  in  any  form.  There  was  talk  of 
moving  the  functions  of  the  hospital  elsewhere  and 
disposing  of  the  real  estate  which  obviously  is  very 
valuable  in  this  area. 


But  there  was  a band  of  citizens  tenacious  in 
their  belief  that  Butler  Hospital  would  be  sorely 
missed  by  this  community  and  by  the  people  of 
this  State  and  perhaps  even  by  the  nation  because 
of  the  historic  role  which  Butler  had  played  in  the 
field  of  mental  health,  and  this  tenacity  paid  off. 
And  I think  no  one  can  feel  anything  but  pride 
that  a group  of  citizens  when  aroused  can  effect 
changes  and  can  retain  institutions. 

I don’t  suggest  that  I played  any  significant 
role,  but  at  least  I was  a part  of  a group  that 
felt  very  deeply  the  necessity  of  continuing  the 
hospital.  As  I have  traveled  many  times  through 
these  grounds.  I think  how  wise  those  who  persis- 
(Continuecl  on  Page  294) 
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I The  Urban  Setting 

I.  Urban  Environment  and 

I Mental  Health  Is  A Part  Of  The  Total 
Ecology  Of  The  City 


By  Leonard  J.  Duhl,  M.D. 

The  purpose  of  my  remarks  is  to  look  at  what  is 
happening  in  our  communities  today  and  relate  it 
I to  the  broad  concerns  we  all  have  with  health  and, 
more  specifically,  psychiatry. 

Of  necessity  my  comments  and  observations  will 
I be  personal,  reflecting  not  only  what  I have  learned 
' from  my  teachers — many  of  whom  are  here  today 
, — but  from  my  contact  with  many  teachers  from 

I many  fields,  and  from  first-hand  experience  in  the 
i'  cities. 

To  talk  of  cities  may  be  in  itself,  irrelevant,  for 
I what  we  call  cities  are  geographic  and  political 
j|  creations  arising  out  of  past  needs — and  not  re- 
l fleeting  the  nature  of  society  today.  Cities  have 
j'  boundaries  that  presumably  separate  one  territory 
1 from  another.  .\11  through  history  they  have  arisen 
f when  people  have  accumulated,  gathered,  and  as- 
f sembled  to  meet  their  varied  needs.  Walls  and 
fences  were  put  up  to  protect  and  to  differentiate 
■ “the  city”  from  the  surrounding  area.  In  order  to 

t permit  survival  within  its  boundaries,  most  of  the 

1 important  functions  of  life  took  place  there,  the 

I differences  in  those  needs  from  city  to  city  giving 

each  its  unique  characteristics. 

Reaching  out  through  gates  in  the  walls  were 

I LEOX.ARD  J.  DUHL,  ^I.D.,  Professor  of  Urban 

• Social  Policy  and  Public  Health,  College  of  Envir- 

t onmental  Design,  University  of  California,  Berke- 

I ley,  California 
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the  pathways  to  other  communities  for  food  and 
traffic  in  goods,  ^lost  communities  had  to  have 
within  them  all  the  functions  required  by  the  com- 
munity to  exist,  living  space,  places  to  transact 
business,  schools  to  educate  youth  to  fulfill  the 
requirements  and  needs  of  the  community,  hos- 
pitals to  heal  its  ill,  and  institutions  peculiarly  re- 
quired to  meet  particular  community  needs.  In 
some  ways,  the  city  of  the  past  reminds  me  of  the 
one-celled  organism — the  paramecium,  that  has 
within  that  one  cell  all  the  functions  required  for 
life. 

The  modern  city  has  the  old  boundaries,  often 
extended  as  new^  territories  are  acquired.  Rather 
than  being  a unified  w'hole,  a city  has  within  it 
many  cities,  some  entirely  within  its  walls,  but 
most  extending  far  beyond  the  boundaries.  These 
■‘functional  cities”  are  the  turfs  of  specialized 
groups  whose  needs  follow  many  patterns.  The 
geographic  boundaries  of  business,  of  Federal 
Reserve  Banks,  of  newspapers,  and  of  television 
stations  are  different  because  they  perform  different 
functions. 

In  California,  my  new  home,  we  find  the  land 
of  special  governmental  districts  each  for  different 
functions;  schools,  mosquito  abatement,  air  pollu- 
tion, police,  water  supply,  transportation,  fire,  and 
so  forth,  leaving  to  the  city  government  few  func- 
tions known  to  the  mayors  of  the  cities  of  old.  The 
(Continued  on  next  page) 


THE  URBAN  SETTING — I.  URBAN  ENVIRONMENT  .AND  HEALTH 


2.vl 


mayor  is  a specialist,  a leader  in  name,  but  with  few 
powers  and  almost  no  relationship  to  other  govern- 
mental jurisdictions.  Though  this  is  a California 
phenomenon,  it  is  familiar  to  New  Yorkers  wth 
the  Port  Authority  and  Tri-Borough  Bridge  Au- 
thority, and  to  other  communities  in  the  more 
established  east. 

If  one  were  to  accept  Norton  Long's  definition 
of  government  as  an  ecology  of  games,  with  the 
responsibility  of  government  being  the  negotiating 
out  of  differences  in  separate  jurisdictions,  the  ad- 
vent of  the  new  city  of  cities  makes  it  increasingly 
difficult  to  perform  this  function. 

The  problem  is  all  the  more  compounded  by  the 
fact  that  functions  long  associated  with  govern- 
ment are  being  performed  by  non-governmental 
organizations.  \’otes  for  governmental  leaders  elect 
people  who  less  and  less  have  the  power  to  deal 
with  the  many  aspects  of  community  life.  Decisions 
are  being  made  by  private  organizations;  businesses 
which  employ  large  segments  of  population  change 
the  transportation  needs  of  communities  ofttimes 
with  no  governmental  action. 

More  and  more  coalitions  from  between  sub- 
governments, outside  interest  groups,  professionals, 
citizens,  businesses,  and  political  groups  which 
govern,  decide  on  allocation  of  resources,  change 
the  topography,  affect  the  natural  environment, 
impinge  upon  individual  lives  without  considering 
anything  more  than  the  immediate  implications  of 
the  decisions. 

Each  sub-city  (or  sub-system)  has  spread  its 
concern;  education  with  babj'sitting,  health,  behav- 
ior control;  health  with  education,  housing,  econ- 
omics and  transportation;  housing  with  social 
needs  and  jobs;  business  with  facilities  for  its 
employees,  land  use,  water,  and  solving  social  prob- 
lems. The  overlap  of  functions  with  the  resultant 
inability  to  establish  agreements,  and  trade-offs 
which  meet  total  needs  has  led  to  new'  confronta- 
tions of  profession  and  profession,  institution  and 
institution,  subgroup  with  subgroup.  The  resultant 
confusion  has  been  dubbed  as  non-systems;  and 
health  itself  is  one  of  the  best  examples.  Some  have 
even  expressed  wonder  how — given  this  situation — 
anything  gets  done  at  all. 

For  within  the  field,  what  was  once  the  juris- 
diction of  the  doctors  and  patients  alone,  has 
added  many  new  players  of  the  game.  Insurance 
companies,  pharmaceutical  houses,  construction 
companies,  university  and  other  education  institu- 
tions, makers  of  scientific  equipment  and  compu- 
ters, real  estate  entreprenuers,  city  planners,  in- 


vestors in  nursing  homes  and  medical  products,  as 
well  as  the  host  of  professional  and  other  groups 
representing  a variety  of  social,  economic  and  other 
interests  have  all  become  involved  in  a gigantic 
game  of  games,  but  a game  with  few  rules,  and  in 
which  the  rules  in  each  system  is  in  the  process  of 
change. 

Thus,  health  systems  are  a reflection  of  the 
larger  issue,  lack  of  clarity  as  to  what  the  totality 
of  the  issues  are.  What  makes  up  the  health  sys- 
tem is  as  confusing  as  w'hat  makes  up  the  city. 

The  boundaries  are  fuzzy  and  overlapping;  the 
rules  are  changing;  new  persons  are  entering  into 
the  established  systems;  and  the  values  by  which 
each  system  operates  are  in  the  process  of  confron- 
tation and  change.  Just  who  controls  and  should 
control  health  decisions  is  a frequent  question. 

Imagine  for  a moment  a room  in  w'hich  at  each 
table  players  are  playing  chess,  (jO,  Parcheesi, 
Poker.  Bridge  or  the  hundreds  of  other  games  we 
know.  Each  has  had  established  rules,  long  ac- 
cepted. Suddenly  at  each  table  innovators  go  to 
work  and  try  to  make  a new  game — a new  Chess, 
a three-dimensional  Tic-Tac-Toe.  No  longer  is  the 
old  form  ethic  present,  less  politeness,  less  formal- 
ity. New  games  are  being  created  at  new  tables. 
Suddenly  Chess  pieces  appear  on  the  Poker  table; 
and  poker  chips  replace  Go  chips;  Parcheesi  gets 
mixed  with  Pinochle  cards.  On  the  doors  of  the 
room  people  bang  and  want  to  be  let  in.  They 
demand  that  they  be  allowed  to  play. 

‘‘But  you  don't  know  the  rules.” 

“But  the  rules  are  changing.” 

.\nd  under  the  tables  are  those  w'ho  just  won't 
play!  Still  others  picket;  and  city  planners  w'ander 
around  with  felt  tip  pens  trying  to  redesign  the 
game  boards,  while  new  ‘‘bankers,”  lawx'ers,  and 
influence  peddlers  sell  their  services  to  those  who 
can  pay  for  them. 

The  game  of  games  is  in  great  confusion.  Noth- 
ing seems  to  be  clear;  tension  is  in  the  air,  anxiety 
abounds.  We  continue  to  muddle  through. 

This  is  the  nature  of  society  today.  This  is  the 
confusion  of  the  city.  We  do  not  know'  how'  to 
cope  with  the  problems.  We  hold  on  for  dear  life 
to  our  old  ways  because  they  are  familiar.  Institu- 
tions. cities,  governments,  and  people  hold  on  to 
old  patterns,  expending  vast  amounts  of  energy  in 
doing  so.  despite  the  fact  that  the  very  pressure 
of  events  demands  innovation  and  change.  How? 
Like  the  many  patients  we  know  who  prefer  their 
“friendly  familiar  neurosis”  to  the  ambiguities  and 
unknown  of  change! 
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Like  the  patient  with  his  defenses,  institutions 
do  this  often  without  malice.  Dynamic  conservation 
is  the  holding  on  to  the  known.  To  do  so,  many 
devices  are  used,  the  most  important  of  which  is 
enforcing  the  rules.  External  control  becomes  a 
means  to  preserve  one's  sense  of  stability  and  se- 
curity. As  control  fails,  more  control  is  used.  Com- 
pulsive, authoritarian  behavior  becomes  a substitute 
for  any  real  coping  with  the  issues  at  hand. 

Happily — or  unhappily,  depending  on  your  par- 
ticular viewpoint — external  control  is  an  extremely 
inadequate  means  of  dealing  with  the  issues  at 
hand.  The  society  is  so  complicated  that  no  tools 
we  have  can  control  all  the  variables,  except  for  a 
short  time.  End  runs  continue  to  be  made  in  or- 
ganizations by  members  low  in  the  hierarchy.  Presi- 
dents of  universities,  and  of  the  United  States, 
corporation  executives,  heads  of  mental  health 
clinics  find  they  cannot  control  their  organizations. 
The  pyramidal  structure  of  institutions  has  broken 
dowm.  Decentralization  becomes  a key  issue.  Local 
control  becomes  a slogan. 

The  demand  is  to  return  power  in  institutions 
to  those  that  are  affected  by  them.  The  hope  and 
dream  is  that,  as  size  is  diminished,  the  ability  to 
cope  with  the  issues  will  be  easier.  That  this  may 
be  a false  hope  is  not  yet  too  apparent,  because 
there  is  a lack  of  recognition  of  the  vast  complex- 
ity of  things,  and  that  the  local  community  exists 
as  much  in  the  State  House  and  in  Washington,  as 
in  the  local  neighborhood.  We  do  not  yet  have  the 
tools  to  deal  with  organized  complexity. 

Gaining  power  as  a black  mayor  of  Gary,  Indi- 
ana has  shown  Mayor  Hatcher,  with  great  vivid- 
ness, how  inconsequential  and  empty  that  victory 
was.  Too  many  of  the  real  power  systems  from  the 
Mafia  to  business,  he  doesn’t  control  at  all.  And 
the  community  goes  on,  still  lacking  the  compje- 
tence  to  change.  Victory  at  the  polls  in  a geo- 
graphic turf  is  no  guarantee  of  command  over  the 
systems  that  impinge  upon  its  citizens. 

-Admittedly  there  is  a need  to  decentralize — for 
particular  needs  of  individuals  can  only  be  met  if 
they  are  observable  and  accessible,  and  can  find 
immediate  response.  And  yet  other  needs — such  as 
money — and  the  importance  of  intergrating  separ- 
ate urograms  and  activities  into  a whole  need  larger 
actions  than  the  neighborhood.  How  to  do  both  is 
one  of  the  important  questions. 

Consider  for  a moment  the  anolog  relationship 
of  modern  city  to  the  old,  and  the  human  organism 
to  the  one-celled  paramecium.  In  the  multi-celled, 
multi-organed  organization  (city  or  human),  the 


key  is  the  connecting  linkages  between  the  parts. 
The  blood  supply,  nervous  system,  hormones,  and 
chemical  actions  are  the  mediators  of  the  parts. 
They  keep  the  human  organism  going.  And  most 
importantly,  there  are  rules  by  which  the  organism 
lives. 

Thus,  in  the  new  “city  of  cities”  it  is  the  infra- 
structure, the  roads,  transportation  systems,  and 
communication  links  that  hold  the  parts  together. 
It  is  the  rules,  the  laws,  the  culture,  the  human 
pattern  of  organization  that  mediate  the  transaction, 
determine  priorities,  and  allocate  the  resources  of 
the  society.  When  such  a “game  of  games”  does 
not  exist  either  formally  or  informally,  structurally 
or  socially  great  problems  emerge.  This  is  our 
urban  condition  today. 

When  a society  tries  desperately  to  hold  onto 
old  rules,  to  follow  tradition,  regulation,  and  laws, 
since  too  much  change  is  uncomfortable,  the  de- 
mand for  no  rules  is  a major  confrontation.  When 
those  wanting  no  rules  (which  is  a rule  in  itself) 
confronts  the  rule  holders,  no  real  dialogue  can 
result.  There  is  no  common  ground.  The  confronta- 
tion ends  only  as  it  escalates  through  an  almost 
pre-ordained  scenario:  manifestos,  demands,  ex- 
ternal controls,  leading  only  to  truces  and  no 
resolutions. 

Therapists,  long  e.xperienced  in  working  with 
rule  breakers,  know  that  the  only  way  to  deal 
with  them  is  by  breaking  rules  themselves,  by 
finding  new  ways  to  cope  with  problems  rather 
than  holding  on  to  traditional  forms. 

Change,  however,  cannot  be  drastic.  Too  quick  a 
change,  too  major  a shift  in  behavior,  provokes 
resistance  and  counter  reaction.  Even  major  reor- 
ganizations lead  to  much  energy  going  into  re- 
establishing a new  pwwer  allocation.  Reorganiza- 
tions prevent  change,  since  adaptations  must  be 
made  before  the  new  job  must  be  done. 

Cities  have  been  overwhelmed  by  problems  they 
cannot  face.  Those  who  can  escape  leave.  Our  pol- 
icies of  housing  (EH.A  and  VA),  urban  renewal,  or 
real  estate  tax  depreciations  have  made  the  sub- 
urbs havens  for  the  escapees,  and  the  cities  day- 
time market  places  for  the  transactions  between 
institutions  and  homes  for  the  poor. 

Escaping  the  suburbs  required  only  time  enough 
to  have  the  problems  emerge.  To  get  what  you 
wanted  meant  high  taxes.  Schools,  housing  and 
transportation  become  important  issues.  They  really 
have  not  escaped.  They  too  feel  important — poor, 
and  angry.  Xew  problems  are  substituted  for  old. 

(Continued  on  next  page) 
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And  the  central  city  poor  hurt.  Too  many  studies 
have  shown  too  little  service,  less  education,  less 
resources,  and  more  illnesses.  Too  many  have 
shown  how  economic  poverty  becomes  a reinforc- 
ing condition  where  those  “locked  in”  have  played 
a role  in  maintaining  their  own  locked  in  status. 

Goffman,  among  others,  has  demonstrated  in 
our  own  field  of  concern  how  collusions  develop 
between  the  ill  and  their  caretakers,  each  accepting 
the  rules  by  which  they  are  diagnosed,  healed, 
cared  for,  and  returned  to  society.  Those  who 
conform  to  outside  norms  are  discharged  more 
easily  than  those  who  don’t.  Psychiatrists  need  not 
be  defensive  about  this,  because  jails  require  col- 
lusions between  the  jailer  and  the  jailed,  schools 
an  acceptance  of  the  game  between  teacher  and 
taught. 

The  coming  of  the  media  has  broken  down  the 
walls.  Aspirations  have  risen,  if  not  the  skill  to 
achieve  new  levels  of  life.  The  collusion  has  broken 
down  among  the  poor,  among  the  young,  in  schools, 
in  the  city,  and  in  health  itself. 

“How  can  you,  ‘whitey,’  determine  what  is  ill  in 
us?  By  doing  so — and  not  understanding  us — you 
condemn  us  to  our  state.  You  are  the  tool  of  police 
— of  control.” 

And  we  reply  that  “we  have  professional  skill,” 
and  the  “authority  of  education”  and  “certifica- 
tion.” The  ghetto  dweller  is  caught  in  a paradox — 
he  needs  our  services  when  he  hurts,  but  he  wants 
power  to  determine  his  own  salvation  (as  we  all 
do).  He  attacks  the  health  institutions  because  of 
cost,  unavailability,  and  inhumanity;  but  he  also 
wants  to  say  what  is  illness,  wants  to  have  oppor- 
tunities within  the  system  and  make  it  more  re- 
sponsive to  him.  The  middle  class  complain  as  well. 

Consider  the  dilemma  of  the  parents  of  relatively 
affluent  middle  class  youth.  But  first: 

The  adolescent,  especially  one  secure  enough  to 
raise  questions  about  himself,  his  famil\%  and  the 
institutions  around  him,  is  usually  sensitive.  As  a 
reflection  of  his  own  search  for  identity  and  pur- 
pose. he  sees  all  the  things  wrong  with  things 
around  him.  He  is  “protest-prone” — as  Kenniston 
points  out.  He  is  anti-materialistic  and  idealistic. 

The  youth  of  America  (over  40  per  cent  Fortune 
Magazine  reports)  are  demanding  new  values  for 
our  society.  Human  social  needs  are  more  impor- 
tant than  material  ones.  They  are  demanding 
equtiy  for  the  poor;  they  talk  of  love.  jo\-,  personal 
concern,  and  meaningfulness.  They  reject  material 
things,  profit,  prestige,  war,  and  external  controls. 


The\'  ask  each  to  do  his  own  thing.  They  oppose 
rules  (at  least  the  old  ones). 

They  see  little  need  to  accept  what  we  have, 
when  given  our  affluence  we  can  allocate  resources 
differently.  They  are  more  able  to  face  confusions 
and  uncertainty,  more  comfortable  with  ambiguities 
and  discontinuities  in  themselves.  They  have  cre- 
ated a free  floating  new  “movement”  which  gives 
them  support  from  peers — the  way  the  older  ex- 
tended family  did  for  blood  relatives. 

Again  rules  are  being  threatened.  But  so  is  our 
status  and  role,  our  power  and  prestige.  How  can 
"they  play,’’  “they  don’t  know  the  rules.”  We 
take  the  blacks  in — in  low  level  jobs;  they  aspire 
to  more;  they  enter  our  schools  and  the  schools  are 
confronted.  The  universities — (medical  schools  as 
well  as  all  else) — are  facing  a need  to  change;  as 
are  the  service  institutions  confronted  by  both  the 
blacks  and  the  affluent. 

Here  again  we  face  change — perceived  and  felt 
as  a great  threat.  Crisis  can  be  both  threats  and 
opportunities  (in  Chinese  the  word  is  made  up  of 
two  characters;  danger  and  opportunity).  But  op- 
portunities can  only  be  found  if  the  threats  do  not 
immobilize  us.  We  need  gain-gain  situations,  not 
gain-loss  for  change  to  occur. 

Let  us  now  turn  to  our  role  as  therapists,  not  of 
individuals,  but  to  society.  I do  not  propose  to  put 
psychiatrists  in  this  role.  It  is  a role  we  all  must 
be  in  no  matter  what  our  profession  or  institution. 
Those  of  us  w'ho  care  need  to  understand  what  it 
means  to  institute,  or  for  that  matter,  prevent 
change.  Admittedly  change  of  institutions  is  not 
the  same  as  therapy.  Certainly  new  skills  are  re- 
quired. new  tools  and  new  manpower.  However, 
to  press  a point,  we  can  look  at  the  city  or  at 
health  and  by  analog  see  how  to  translate  our  in- 
sights to  new  areas. 

“The  symptom  may  not  be  the  disease”  is  an  old 
adage.  Yet,  we  still  respond  by  treating  symptoms. 
Health  is  costly,  so  “here  is  insurance.”  People 
“misbehave:’'  so  control  them  u-ith  police.  We  need 
to  get  from  here  to  here,  so  we  produce  cars  and 
roads.  All  the  time  we  remain  indifferent  or  un- 
aware that  symptomatic  responses  lead  to  new 
symptoms  and  not  cure. 

The  poor,  we  say.  are  sick.  We  treat  them,  blame 
them,  accuse  them  of  being  no  good,  and  thus  we 
have  “the  reason”  for  their  sickness.  We  do  not  look 
at  the  system  that  molded  them.  Our  diagnostic 
process  does  not  include  asking  why  the  system  has 
“|»or  people;”  why  there  are  inequities:  why 
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power  allocates  resources,  the  way  it  does;  what 
gain  there  is  in  having  some  people  labelled  poor 
or  sick?  Why  are  we  so  incapable  of  running  a 
system  without  unfairness. 

But  even  more  important  than  digging  beneath 
the  symptom  is  our  knowledge  of  change  and  how 
to  achieve  it.  When  people  hurt  we  must  respond 
to  the  symptom  or  we  are  turned  away.  But  we 
must  go  deeper.  In  our  field,  we  constantly  ask 
for  new  data;  we  refuse  to  accept  the  way  people 
interpret  their  actions.  We  offer  and  demand  new 
interpretations,  new'  views  of  the  problem.  We 
change  the  conceptual  model.  We  help  the  patient 
rewrite  his  own  history;  we  create  new  images  for 
the  future.  All  this  leads  to  “action  now,”  to  change 
incrementally  the  future. 

We  ask  people  to  feel,  when  they  are  purely 
cognitive.  We  ask  them  to  experience  and  try  out 
new  things.  We  assist  them,  but  do  not  claim  the 
power  over  them.  W'e  ask  and  help  them  to  achieve 
the  power  to  command  events  that  affect  their 
lives.  We  aid  them  out  of  their  poverty,  for  in- 
deed, our  patients  are  poverty  stricken,  if  not  lack- 
ing in  money.  We  find  that  this  poverty  is  not 
just  in  individuals,  but  in  families  and  groups.  We 
lead,  but  do  not  command.  We  do  not  set  goals, 
just  aid  in  their  own  doing  so.  We  may  not  know 
where  our  therapy  will  lead,  but  we  still  commit 
ourselves.  We  know  hope  is  important  to  change. 
We  attack  defenses  but  respect  them.  We  make 
new  connections,  new  linkages,  and  aid  in  new 
ways  of  viewing  problems  in  order  to  face  change. 

I can  go  on  and  on.  Yet,  how  differently  we  see 
society.  We  therapists — not  so  long  ago  (at  the 
time  this  hospital  was  organized) — were  called 
alienists.  We  cared  for  the  alien  and  tried  to  bring 
them  into  the  world  of  the  well.  We,  in  our  values, 
may  indeed  be  logical  allies  of  the  young,  and  the 
poor — being  advocates  for  a value  system  which  is 
not  with  us  as  yet.  The  young  and  the  poor  have 
learned  our  mental  health  messages  all  too  well — 
their  values  and  their  concerns  with  participation 
are  things  we  have  learned  in  our  work. 

Yet,  we  are  still  alienists — we  have  and  need 
new  allies.  We  must  continue  to  aid  the  entry  of 
the  alien  to  the  world  of  “the  haves.”  But  as  we 
do,  we  know  that  by  doing  it  we  will  change.  Ther- 
apists change  as  they  treat  patients.  It  is  a recip- 
rocal relationship — of  “helper  and  helped.”  As  we 
change  the  poor,  as  we  aid  the  poverty  stricken, 
we  will  change. 

-As  you  can  see  I have  used  the  word  poor  to 


mean  not  just  the  economically  disenfranchised,  or 
the  blacks;  rather,  it  is  all  those  individuals  and 
institutions  unable  to  command  the  events  that 
affect  their  lives.  Mayors  are  poor;  so  are  our 
schools  and  our  health  institutions.  We  are  the 
poor  because  we  cannot  make  our  society  work  the 
way  we  would  like  it  to. 

Cities  with  their  walls  long  provided  a means  to 
protect  and  challengt  the  natural  environment.  We 
saw  the  environment  as  the  enemy.  Now,  the  world 
we  have  made  is  now  affecting  us.  The  very  tech- 
nology created  to  protect  us,  has  become  our 
greatest  problem.  It  is  impinging  upon  us  with 
smog,  congestion,  and  confusion.  It  is  provoking 
our  sense  of  impotence  and  incompetence. 

However,  the  new  required  technology  is  social. 
It  is  concerned  with  human  behavior — how  to  live 
and  work  together.  It  is  using  our  technology.  It 
is  the  creation  of  rules  for  the  control  of  the  evolv- 
ing game  of  games.  It  is  creating  people  who  can 
live  with  ambiguities,  crisis,  and  discontinuities.  Ii 
is  helping  people  to  find  the  new  links  and  connec- 
tions to  make  our  society  work. 

What  is  this  new  linkage — and  new  institution 
that  is  being  created  that  can  cope  with  change? 

I have  suggested  that  youth  have  found  a new 
extended  family  in  “the  movement.”  The  blacks 
heretofore  unconnected  in  each  ghetto,  reach  each 
other  through  the  media.  They  learn  to  use  the 
telephone,  credit  cards,  and  air  travel.  As  one  com- 
munity situation  “explodes”  others  become  in- 
volved, give  moral  support  and  concrete  assistance. 

But  is  this  new  to  them?  The  answer  is  obviously 
no;  since  many  of  us  here  are  skilled  users  of  these 
tools.  People  concerned  with  change  in  one  institu- 
tion meet  and  are  linked  to  others  in  different 
groups.  We  join  forces  in  coalitions  to  build  sup- 
port for  our  activities.  We  meet  fellow  academic- 
ians and  physicians  in  air  terminals,  and  in  Wash- 
ington, New  York,  Boston,  and  San  Francisco.  We 
find  ourselves  working  on  task  forces  which  on 
conclusion  of  their  work  break  up  and  reform  with 
new  players  on  the  next  project. 

.Again  this  is  not  just  a technique  of  “do-good- 
eis,”  psychiatrists,  physicians,  or  academicians 
with  high-sounding  human  values.  It  is  the  tech- 
niques of  business  and  politics  through  generations. 
It  is  the  invisible  college  of  science,  the  networks 
of  politicians  and  businessmen.  It  is  the  task  force 
of  government  and  business. 

What  is  new  is  that  those  concerned  with  human 
(Concluded  on  Page  296) 


THE  URBAN  SETTING — I.  URBAN  ENVIRONMENT  AND  HEALTH 


2.S7 


The  Urban  Setting 

II.  Health  Services -Who  Gets  Them? 


l iable  Mental  Health  Services  Depend 
Upon  Partnership  Betneen  Providers 
And  Consumers 


By  Bertram  J.  Black 


When  Doctor  Baker  asked  me  to  share  this 
session  with  Doctor  Duhl,  I suggested  that  it 
might  be  interesting  to  consider  the  issues  of 
delivery  of  health,  and  particularly  mental  health, 
services  from  a “worm's-eye  viewpoint.  We  are 
today  placing  such  emphasis  upon  broad  partici- 
I>ation  in  the  planning  for  and  delivery  of  health 
services  that  it  behooves  us  to  consider  the  con- 
sumer’s attitudes  and  interests,  pertinent  and  im- 
pertinent as  they  may  be. 

At  various  times  in  my  life  I have  either 
been  in  consumer  shoes  or  had  to  place  myself  in 
them  in  order  to  understand  better  how  to  design 
or  mold  services  to  them  or  them  to  the  available 
resources.  The  best  I can  do  is  speak  about  the 
consumer's  viewpoint  from  a quarter  century’s 
experience  in  managing  or  consulting  w'ith  a vari- 
ety of  health  and  mental  health  enterprises. 

.As  I think  about  who  gets  the  health  and  mental 
health  services  we  are  planning  and  promulgating 
and  striving  to  deliver,  a number  of  vignettes  of 
experience  struggle  to  my  mind.  Public  hospitals 
and  clinics;  I spent  my  early  years  in  a slum  dist- 
rict in  Northwest  Chicago.  It  is  referred  to  as  a 
“ghetto  area”  now,  but  w’hen  I visited  there  the 
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other  year  it  looked  no  different  physically  than 
it  had  nearly  half  a century  before.  It  was  grim 
then,  perhaps  grimmer  now  as  the  houses  have 
grown  older.  The  population  has  changed  — the 
skin  color  is  dark  now;  rum  running  and  bathtub 
gin  have  given  way  to  pot  smoking  and  mainlining. 
The  vital  health  statistics,  while  shameful  in  com- 
parison wdth  the  better  neighborhoods  of  the  city, 
are  infinitely  better  than  when  I lived  there.  Fewer 
babies  die,  there  is  less  contagious  disease,  less 
tuberculosis.  Crime  may  be  greater,  it  is  every- 
where, but  shootings  and  stabbings  and  suicides — 
I doubt  that  the  figures  are  higher  today. 

The  city  hospital  and  its  clinics  are  just  as  far 
away  from  the  area  as  they  ever  were.  Street  cars 
and  buses,  blocks  of  walking,  long  smelly  corri- 
dors with  hard  benches.  Crowds  of  ill  and  grumpy 
people.  Swishy  stiff  starchy  whiteness  of  doctors 
and  nurses  often  not  so  clean  in  grubby  corridors 
with  beds  in  them.  Impatience  and  impersonalness. 
.And  the  hours  of  w’aiting  and  w'aiting.  .And  the 
doctor  doesn't  come;  and  he’s  not  the  one  who  saw 
you  the  last  time;  and  he  doesn’t  seem  to  agree 
with  your  last  treatment;  and  the  clinic  to  which 
he  sends  you  doesn't  meet  that  day;  and  the  long 
trip  back  begins  again  with  tired  and  tearful  child- 
ren, and  more  carfare,  and  is  it  worth  it,  but  you 
can't  just  stay  sick!  .A  few'  months  ago  I heard 
representatives  of  minority  groups  of  darker  hue 
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from  Chicago  and  Cleveland  and  Detroit  and  St. 
Louis  describe  with  dignity  and  with  pathos  their 
experiences  in  getting  health  services  from  our 
hospitals  and  clinics,  and  the  scenes  flooded  back, 
and  I heard  my  mother’s  complaints  and  indig- 
nation all  over  again.  And  I thought.  Oh  my  God, 
have  we  not  progressed  at  all  in  medical  care  in 
50  years? 

.\nother  vignette,  of  a different  sort.  It  is  the 
end  of  the  1930’s,  and  the  Great  Depression  has 
cast  its  pall.  A great  medical  center — two  great 
medical  schools  have  built  hospitals  and  clinics 
any  preventive  services  in  the  interstitial  valley 
between  the  downtown  and  the  residential  areas  of 
St.  Louis.  Filling  in  around  the  medical  institu- 
tions are  the  cheap  houses  and  tenements  of  a 
population  foreign  to  urban  life.  “Hoo  City”  it 
was  referred  to — the  hoosiers  and  hillbillies  from 
the  Ozark  Mountains,  from  Tennessee,  Arkansas, 
and  Missouri  have  taken  the  railroads  up  to  the 
Tower  Grove  local  station  near  the  hospitals. 
Many  of  them  never  realized  they  were  actually 
in  St.  Louis.  Few  of  them  continued  on  to  Union 
Station  or  even  visited  the  downtown.  And  as  for 
the  surrounding  German  and  Italian  residential 
areas — foreign  territory! 

The  health  issue  was  that  these  people  didn’t 
use  the  wonderful  medical  facilities  within  walk- 
ing distance.  Infant  deaths  were  very  high,  prob- 
lems of  disease  and  malnutrition  and  handicap 
were  abundant.  The  overtures  of  well  meaning 
health  officials,  sympathetic  churchmen,  frightened 
business  folk,  and  homeowners  were  all  unavailing. 
This  was  an  alien  culture.  Why  they  even  came  in 
shirt  sleeves  to  Sunday  morning  church  services 
and  brought  their  crying  babies  with  them! 

1 walked  the  streets  of  “Hoo  City,”  talked  with 
the  people,  their  churchmen,  their  “herb  doctors,” 
their  children.  I attended  their  church  services. 
Indeed,  this  was  another  culture.  Even  their  Eng- 
lish was  a throwback  to  Elizabethan  meanings  of 
words.  Their  health  care  methods  were  full  of 
spiritualistic  and  herb  medicine.  They  had  the 
eighteenth  century  Englishmen’s  fear  of  the  hos- 
pital as  a place  to  enter  only  to  die.  Doesn’t  this 
sound  familiar  today?  It  rings  a bell  with  me  not 
only  as  I read  descriptions  of  mental  health  prac- 
tice in  Nigeria,  but  also  in  the  Milbank  Memorial 
Fund  Quarterly^  describing  Botanicas  and  Spirit- 
ualism among  the  Puerto  Rican  population  of  the 
South  Bronx.  You  know,  we  eventually  licked  the 
problem  of  getting  health  care  to  the  “Hoo  City” 


population.  Didn't  we  learn  anything  that  will 
help  us  deliver  health  services  to  the  Bronx? 

I can  think  of  other  health  consumer  groups  that 
pose  particular  problems  in  receiving  health  ser- 
vices. The  so-called  blue-collar  workers — the  trade 
union  members.  There  was  the  underutilized  men- 
tal health  clinic  in  the  Chicago  center  of  the  Beef 
Boners  and  Sausage  Makers  of  America.  There 
were  the  overworked  family  and  personal  counsel- 
ing sessions  for  young  married  auto  workers  in 
Ohio.  There  is  appalling  need  for  service  to  the 
marginal  economic  group  of  department  store  clerks 
and  maintenance  workers  and  the  drug  store  clerks 
and  hospital  workers. 

These  and  the  many  other  groups  of  people  you 
can  think  of  are  consumers  for  whom  we  are  plan- 
ning health  services.  We,  the  providers  who  are 
also  consumers,  say  we  recognize  their  needs  and 
we  propose  to  supply  them.  But  we  know  that  the 
kinds  of  health  services  we  provide,  and  the  people 
to  whom  they  become  available,  depend  upon  some 
combination  of  what  we  want  to  supply  at  a given 
time,  what  the  expressed  desire  is  of  the  groups  to 
which  the  services  are  directed,  and  the  real  needs 
of  people  for  health  services.  Let  me  explain  what 
I mean  in  terms  of  mental  health  services. 

There  is  no  priority  order  to  the  facets  of  the 
problem.  To  a large  extent  the  three  factors  are 
inextricably  bound  together,  so  there  is  no  special 
significance  in  the  order  in  which  I present  them. 

WHAT  THE  PROVIDERS  WANT  TO  SUPPLY 

Providers  of  mental  health  services,  if  left  to 
their  own  devices,  plan  the  kinds  of  services  they 
believe  that  people  should  have.  True,  such  provi- 
ders are  expected  to  be  knowledgeable,  to  take  into 
account  the  responses  of  patients  to  the  treatment 
offered,  and  to  duly  consider  the  effectiveness  of 
the  different  modalities.  It  is  also  true  that  the 
providers  may  be  swayed  by  modes  in  treatment 
and  conditioned  by  rules  and  regulations  laid  down 
by  other  providers.  Also,  what  is  supplied  depends 
upon  the  provider’s  philosophy  as  to  what  is  pre- 
eminent in  the  needs  of  the  consumers.  Some  ex- 
amples come  to  mind. 

We  all  know  that  different  kinds  of  programs 
serve  different  groups  of  people.  The  emergency 
mental  health  program  deals  with  a different  pop- 
ulation than  the  “long  term”  inpatient  service,  and 
it  in  turn  handles  a separate  group  of  people  than 
the  day  hospital.  Consultation-education  functions 
(Continued  on  next  page) 
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are  directed  to  different  population  elements  than 
is  rehabilitation  or  aftercare.  H’/rcre  the  emphasis 
is  placed  in  community  mental  health  determines  to 
a large  extent  u'hether  it  will  be  ex-mental  hospital 
patients  who  are  served,  or  emergency  breakdo-s^ms, 
or  neurotic  parents  of  disturbed  children,  or  in- 
adequate personalities  who  may  or  may  not  be 
“burnt-out”  schizophrenics. 

The  Comprehensive  Community  iNIental  Health 
Center  provides  a supermarket  through  which  a 
variety  of  mental  health  products  can  be  made 
available  to  a variety  of  potential  consumer  groups. 
With  five  essential  elements  the  Center  can  offer 
a range  of  items  to  the  usual  populations  of  state 
and  municipal  mental  hospitals,  to  the  people  who 
make  use  of  mental  health  clinics,  to  the  troubled 
folk  who  use  emergency  care,  and  to  some  of  the 
community’s  institutions  that  will  accept  psychi- 
atric consultation.  If  the  complete  range  of  ten 
services  for  “adequacy’’  are  supplied,  then  not  only 
is  there  more  choice  for  those  consumers,  but  the 
other  folk  in  the  “mental  health  populations”  may 
be  offered  something  purchasable  to  their  liking 
or  likely  to  meet  their  needs. 

I am  not  being  altogether  facetious  when  I use 
the  parlance  of  the  market  place.  In  its  original 
planning,  I suspect  that  the  array  of  treatment 
services  was  really  thought  of  as  spacings  on  a 
continuous  spectrum.  The  earlier  modes  of  inter- 
vention were  intended  to  screen  out  and  save 
mentally  ill  people  from  requiring  the  later,  longer 
modes  of  service.  In  such  a concept  there  are  only 
lesser  and  greater  mentally  ill  people.  But  we 
learned  quite  some  time  ago  that  neurotics  are  not 
necessarily  early  psychotics  and  that  one  form  of 
mental  illness  may  be  just  as  disabling  as  another 
form.  We  are  really,  therefore,  dealing  with  differ- 
ent groups  of  customers  and  their  size  and  variety 
will,  as  with  any  consumer  product,  be  related  to 
the  variety,  substance,  usefullness.  and  packaging 
of  the  products  we  offer. 

This  is  a very  real  problem  for  the  producers  of 
mental  health  services.  Xo  matter  what  the  plan 
calls  for,  it  is  the  actual  service  offered  that  con- 
ditions the  nature  of  the  consuming  public.  It  is 
not  surprising  then  to  find  many  situations  in  which 
well-meaning  and  even  well-designed  mental  health 
services  go  to  waste  because  the  consumer  popula- 
tion-fit does  not  exist  or  has  not  been  developed. 
For  example,  a beautiful  modern  clinical  program 
full  of  group  therapies  and  family  therapy  and  the 
therapeutic  community  was  not  utilized  by  a union 
membership  population  which  was  looking  for  more 


traditional  medical  treatment  for  its  depressions 
and  anxieties,  its  delusions  and  obsessions.  When, 
after  an  active  education  program  through  the 
union  locals  the  caseload  began  to  pick  up,  it 
turned  out  to  be  a mental  health  needy  group,  but 
certainly  not  the  people  referred  to  the  health 
clinic  for  health  ser\-ices  for  whom  the  program 
had  originally  been  intended. 

One  way  of  explaining  the  disparity  is  to  point 
out  that  a poor  job  in  market  research  had  been 
done.  In  other  words  we  would  say  that  no  one 
had  bothered  to  find  out  what  the  people  really 
wanted.  This  then  brings  me  to  the  second  factor 
that  determines  health  and  mental  health  services. 

THE  EXPRESSED  DESIRES  OF  THE  CONSUMERS 

We  generally  agree  that  the  kinds  of  services 
provided  should  bear  relationship  to  the  needs  for 
services.  Housing,  automobiles,  or  vacuum  cleaners 
should  be  made  available  to  people  who  desire 
dwellings  or  cars  or  clean  houses.  If  what  they 
want  is  garbage  disposal  it  doesn't  help  very  much 
to  offer  people  health  services — unless  you  can 
make  the  connection  between  health  facilities 
and  sanitation  and  provide  health  care  along  with 
more  adequate  removal  of  garbage.  In  today’s  par- 
lance this  is  known  as  relevance.  Without  rele- 
vance in  planning  and  producing  mental  health 
services  we  face  the  prospect  of  a new  form  of 
provider-consumer  relationship  known  as  “con- 
frontation.” 

The  people,  we  say,  and  the\^  say  too,  have  a 
right  to  participate  in  planning  and  controlling  the 
services  they  are  to  receive.  In  the  business  world 
they  are  talking  about  consumer  protection.  In  the 
terms  in  which  I am  talking  to  you  today  they  are 
saying  that  they  want  to  determine  who  gets  the 
service.  And  we  might  seriously  consider  that,  if 
the  kitjd  of  mental  health  service  does  condition 
the  population  which  gets  the  service,  someone  has 
to  make  choices.  Since  money  and  personnel  are  in 
short  supply  some  priority  must  be  exercised.  Can 
we  honestly  say  that  the  interests  of  either  the 
provider  or  the  consumer  should  take  precedence 
over  the  other? 

Which  brings  me  to  that  horrible  phrase,  that 
bugaboo  of  health  administrators — community  con- 
trol! This  issue,  when  viewed  as  a tug  of  war  be- 
tween the  health  professional  provider  and  his 
community  population  consumer  takes  on  a fright- 
ening visage.  The  mental  health  worker  feels  like 
the  lonely  bird  transfixed  by  a snake;  to  the  con- 
sumer community  member  the  “pro”  takes  on  the 
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looks  of  that  refrain  from  Mac  the  knife:  “Oh  the 
shark  has  pretty  teeth,  dear,  and  he  keeps  them 
pearly  white  Actually,  the  concern  on  both  sides 
is  misplaced.  To  zero  in  on  a population  in  deliver- 
ing mental  health  services  it  takes  both  the  interest 
of  the  provider  and  a knowledge  of  consumer  de- 
sires. I submit  to  you  that  the  real  issue  is  not 
community  control  at  all.  It  is  sanction. 

Sanction,  says  the  Dictionary  of  Social  Sciences, 
“is  a reaction  on  the  part  of  society  or  a consider- 
able number  of  its  members  to  a mode  of  behavior 
which  is  thereby  approved  or  disapproved.”  No 
service  enterprise  can  operate  in  a society  without 
positive  sanction,  not  even  mental  health  services. 
What  we  are  up  against  is  that  the  ground  rules 
for  obtaining  sanction  have  been  changing — more 
members  of  many  societies  (spelled  as  community 
in  our  context)  want  to  participate  in  making 
known  their  reaction  to  the  modes  of  behavior  we 
call  mental  health  services.  When  we  keep  in  mind 
that  these  modes  range  all  the  way  from  clearcut 
illness  “medical  models”  of  delivering  services  to 
models  that  seem  to  subsume  much  of  what  is 
thought  of  as  welfare  and  health  and  even  housing 
and  education  and  corrections,  it  is  not  unreason- 
able that  in  many  communities  the  consumers 
want  a say  in  the  priorities. 

This  is  at  the  nub  of  what  is  being  called  “com- 
munity control.”  It  is  not  that  the  consumers  want 
to  dictate  what  the  providers  shall  do  and  how  they 
shall  do  it.  I know  that  frustrated  laymen,  including 
patients  and  ex-patients  and  active  militants  of  one 
persuasion  or  the  other,  often  sound  as  though 
they  want  administrative  control,  but  I sincerely 
doubt  they  really  mean  it.  They  couldn’t  exercise 
it  without  professional  help  if  they  had  it;  any  more 
than  the  mental  health  professionals  could  provide 
services  without  the  positive  (active  or  implied) 
sanction  of  the  community. 

There  is  a lot  of  nonsense  abroad  about  how  you 
develop  positive  sanction  to  provide  health  and 
mental  health  services.  Well  meaning  people  among 
both  the  providers  and  consumers  insist  that  the 
sanctioning  authority  must  always  be  selected  by 
democratic  processes  from  among  wide  repre- 
sentation from  the  community.  Let  me  tell  it  like 
it  is!  That  just  ain’t  so!  The  whole  history  of 
human  service  activities  in  Western  society  is  that 
the  boards  of  overseers,  trustees,  directors,  or  what- 
ever they  are  called,  are  made  up  of  folk  who  have 
an  interest  in  the  service,  concern  for  the  quality 
of  the  service,  and  a sense  of  repsonsibility  to  their 
fellow  man  for  the  viable  maintenance  of  the 


service.  This  has  been  true  of  boards  of  directors 
of  hospitals,  of  trustees  of  clinics,  and  of  mental 
health  centers. 

In  too  many  instances  the  yielding  of  these  qual- 
ities in  favor  of  representatives  or  some  other 
dimension  of  the  one-person  one-vote  rule  has 
resulted  in  stagnant  or  poor  quality  service.  After 
all,  mental  health  services  to  a population,  like  any 
good  business,  must  grow  and  get  better.  Standing 
still  means  decline.  Therefore,  the  sanctioning  body 
has  to  be  ready  and  able  to  support  developments 
ahead  of  where  the  consuming  public  stands  in  its 
understanding  and  expressed  desires.  As  I heard 
Roy  Innis,  the  militant  leader  of  CORE,  put  it  to 
a meeting  of  APHA  last  fall  (and  I quote  as  nearly 
as  I can  remember  his  words)  “ If  you  want  to 
know  our  needs,  ask  my  mother,  ask  me,  ask  my 
smart  brother,  ask  my  dumb  brother.  We  all  have 
needs;  we’ll  tell  you.  But  if  you  want  to  know  how 
to  provide  the  services  to  meet  those  needs,  don’t 
ask  my  mother,  dear  old  soul.  Don’t  ask  my  dumb 
brother.  Go  ask  my  mother’s  smartest  son!” 

It  is  possible  that  the  smartest  sons  in  a given 
community  may  be  so  inexperienced  and  with  so 
little  knowledge  that  they  sanction  a service  of 
poorer  quality  than  we  providers  want  to  see.  We 
must  recognize  that  this  is  as  much  their  right  as 
is  the  inferior  service  of  some  health  and  welfare 
agencies  we  all  know  about  whose  inadequate 
boards  should  know  better.  We  can  but  hope  that 
the  consumers  who  must  sanction  the  program,  and 
select  the  board,  will  demand  a bettering  service, 
and  as  the  board  becomes  more  knowledgeable  it 
will  require  more  from  the  technical  and  profes- 
sional providers.  The  problems  of  relating  to  and 
dealing  with  sanctioning  boards  are  not  new  in  the 
health  field — not  to  hospital  administrators  and 
agency  and  community  clinic  directors.  They  seem 
to  be  very  new  to  the  psychiatrists  and  psycholo- 
gists who  are  now  being  tapped  to  provide  the 
services. 

Isn’t  it  significant  that,  according  to  the  defi- 
nitions in  the  Partnerships  in  Health  Program,  the 
moment  a member  of  the  consumer  public  becomes 
a member  of  the  board  of  directors  of  a health 
service  he  becomes  a provider?  This  is  entirely 
logical,  since  he  has  now  become  responsible  for 
sanctioning  the  model  of  service  and  thereby  deter- 
mining the  populations  to  be  served.  And  this 
brings  me  to  the  third  factor  affecting  who  gets 
mental  health  services. 

(Continued  on  next  page") 


THE  URBAN  SETTING — II.  HEALTH  SERVICES WHO  GETS  THEM? 


261 


THE  REAL  MENTAL  HEALTH  NEEDS 
OF  PEOPLE 

I needn’t  belabor  the  point  that  things  are  not 
always  what  they  seem.  We  should  know  better 
than  do  the  market  research  folk  that  the  con- 
sumer's expressed  desire  is  not  always  what  he 
really  needs  or  even  wants.  Yet  we  repeatedly  fall 
prey  to  the  same  foibles  as  the  Edsel  and  the 
Corvair.  It  is  not  always  true  that  he  who  builds 
a better  mouse  trap  will  find  the  line  is  forming 
to  the  right.  Not  if  what  is  needed  is  rat  poison!  I 
am  repeatedly  amazed  at  the  program  decisions  in 
mental  health  planning  that  are  based  upon  one- 
dimensional surv’eys  by  town  planners  and  com- 
munity organizers  who  bear  no  responsibility  for 
implementing  their  recommendations.  Checking  out 
the  conclusions  and  their  implications  wdth  the 
sanctioning  body  at  least  puts  the  apparently  re- 
liable data  to  the  acid  test  of  validity. 

It  is  the  responsibility  of  the  mental  health  pro- 
fessional to  recognize  the  real  mental  health  needs 
of  the  population  being  served.  If  he  believes  that 
a change  in  the  treatment  modalities  offered  would 
provide  better  ser\-ice,  he  should  be  aware  that  his 
population  of  patients  may  not  understand  the 
change.  Or  their  spouses,  parents,  neighbors,  and 
friends  may  not  appreciate  the  change.  Look  at  the 
furor,  even  today,  when  a state  hospital  opens  its 
wards,  or  establishes  a halfway  house.  The  job  of 
education  begins  with  the  board.  When  the  board  is 
ready  to  sanction  the  change  or  the  new  program 
it  becomes  the  responsibility  to  insure  the  backing 
of  the  community.  This  is  just  as  true  for  com- 
munity-based sanctioning  bodies  in  an  urban  ghetto 
area  as  for  the  social-class  composition  board  of 
directors  in  an  agency  serving  upper  middle  class 
people. 

The  problem  is  that  the  mental  health  profes- 
sionals, the  technical  deliverers  of  service,  must  be 
at  one  with  the  sanctioning  providers  of  service  in 
order  for  the  target  population  to  receive  any  con- 
sistent service  at  all.  As  the  real  needs  of  the 
consumers  are  revealed,  both  providers  must  be 
willing  to  have  these  needs  met  before  service  can 
be  offered  at  what  we  like  to  refer  to  as  ‘The  cut- 
ting edge  of  mental  health  developments.”  And 
the  sanctioning  provider  must  be  willing  to  back 
a ‘‘sales  education”  program  or  else  efforts  to  get 
the  consumer  to  use  the  services  are  bound  to  fail. 

So  you  see  how  intertwined  are  the  consumers 
and  providers  of  mental  health  services.  Who  gets 
the  services?  Xot  necessarily  the  ones  who  the 
mental  health  professionals  set  out  to  serve.  Xot 


unless  the  providers  and  consumers  can  cooperate. 
You  know,  the  business  world  of  sales  and  market- 
ing and  product  distribution  has  learned  a lot  from 
psychiatry  and  psychology.  Perhaps  it  is  time  to 
turn  the  tables  and  learn  a bit  from  marketing 
about  how  better  to  deliver  mental  health  services 
to  the  populations  who  want  it  and  those  we  think 
should  get  it. 

Well;  have  we  progressed  in  health  services  in 
fifty  years?  You  know  we  have.  We  know  that  the 
outpatient  services  of  our  city  and  county  hospitals 
should  not  be  as  they  are.  We  are  trying  to  avoid 
that  pattern  in  our  designs  for  outpatient  psychi- 
atric services.  There  are  those  who  believe  that  a 
recasting  of  the  way  all  health  care  is  delivered  to 
a community  may  be  one  of  the  most  important 
contributions  of  mental  health,  and  that  may  be  so. 
We  are  demonstrating  that  consumers  and  provi- 
ders together  can  deliver  services  to  people,  like 
those  in  the  South  Bronx,  eventually  find  our  way 
out  of  the  maze  of  definitions  of  what  is  mental 
health  to  a sanctioned  responsibility  in  line  with 
our  capabilities. 

But  we  must  remember  that  for  a strong  and 
viable  mental  health  service,  the  consumer,  in  the 
final  analysis,  depends  upon  his  fellow  consumers 
— turned  providers.  It  is  they  he  endows  with  re- 
sponsibility: it  is  through  them  that  he  conveys 
sanction  to  the  technical  and  professional  deliverers 
of  service.  Who  gets  the  mental  health  services 
depends  upon  this  partnership.  Like  any  partner- 
ship in  business,  its  success  depends  upon  trust 
and  cooperation  between  the  partners.  This  is  the 
story  of  every  flourishing  human  service,  and  I 
will  wager  that  it  is  true  of  Butler  Hospital,  whose 
successful  progress  we  are  commemorating  today. 
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TWO  SENTENCE  ESSAY  . . . 

When  I read  the  papers  I groan  over  the  miseries 
and  mistakes.  The  Greeks,  the  wars  and  rumors  of 
wars,  Cuba,  the  floods  and  distresses  on  the  Mis- 
sissippi, the  famine  in  India  and  the  stupidity  of 
mine  own  countrymen,  till  I think  I will  read  the 
news  no  more. 

. . . Harvet’  Cushing,  writing  to  his  mother  at 
the  time  of  McKinley’s  inauguartion  in  1896. 
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The  Urban  Setting 

III.  Mental  Health  Services  and  the  Isolated  Citizen 


Isolation  May  Be  As  Great  In  An  Urban 
As  In  A Rural  Setting 


By  Mildred  Mitchell-Bateman,  M.D. 

I am  very  pleased  to  be  here  because  I have 
wanted  very  much  to  see  this  hospital  about  which 
I read  some  years  ago,  soon  after  you  made  the 
decision  to  revitalize  it  and  to  become  a force  in 
the  community  for  providing  health  services.  This 
is  really  an  inspiration  to  be  able  to  be  part  of 
your  125th  anniversary.  I had  planned  to  try  to 
qualify  myself  as  an  expert  to  talk  to  you  a little 
about  the  problems  of  isolation,  for  the  very  reason 
that  we  do  have  a state  in  which  we  must  work 
with  a minimum  of  resources  but  with  a lot  of 
space,  so  much  space  that  if  the  state  was  flattened 
out  it  would  be  larger  than  the  State  of  Texas. 
•Add  to  that  the  fact  that  we  can’t  drive  from  one 
place  to  the  ne.xt  in  a straight  line.  One  drives  on 
curves  and  oftentimes  very  narrow  curves.  At- 
tempts to  develop  an  interstate  federal  system  with- 
in our  state  have  been  hampered  considerably  by 
the  terrain.  It  takes  much  more  money  than  usual 
to  build  a mile  of  highway  under  these  conditions, 
particularly  when  you  must  provide  the  acreage 
now  necessary  for  any  state  highways. 

As  we  began  to  seek  ways  of  overcoming  some  of 
these  obstacles,  we  found  that  distance  was  not  the 
whole  problem.  We  have  only  one  urban  population 
area  of  approximately  200,000  people.  In  order  to 
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get  that  particular  population  base,  we  have  to 
count  three  incorporated  cities  with  their  imme- 
diate environs.  We  live  in  a state  where  there  are 
25  cities  with  a population  base  of  more  than  2,500. 
What  one  sees  when  there  is  an  explosion  in  our 
area  is  not  very  different  from  what  occurs 
with  an  explosion  in  an  area  where  the  popu- 
lation is  confined  within  a much  smaller  area. 
So,  in  delivering  mental  health  services,  we 
find  ourselves  concerned  with  the  individual 
first,  secondly  the  overall  casualties,  and  later 
the  environment.  A Cornell  study  revealed  that 
twenty  percent  of  a sample  of  residents  of  a 
remote  rural  county  in  Canada’s  Northeast  were 
definitely  in  need  of  psychiatric  help.  Nearly  the 
same  percentage  was  found  in  a similiar  survey  of 
middle  class  residents  in  mid-town  Manhattan.  This 
does  not  say  anything  about  the  differences  of  the 
needs  or  whether  there  were  qualitative  differences 
in  the  degree  of  the  need. 

In  W'est  Virginia  we  have  the  same  parado.xes  as 
in  the  large  urban  areas.  There  are  the  extremes  of 
wealth  and  poverty,  intellectual  development  and 
ignorance,  and  liberals  and  conservatives;  only  the 
density  varies.  And  the  clue  to  finding  the  approach 
to  our  theme  seemed  to  come  clear  as  we  thought 
about  what  we  were  trying  to  overcome — the  sim- 
ple problem  of  distance,  whether  geographic  or 
psychological.  Most  of  the  services  in  the  state  of 
(Continued  on  next  page) 
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West  \’irginia  are  delivered  on  a county  base,  such 
as  welfare,  the  health  department,  and  vocational 
rehabilitation.  All  of  the  public  agencies  operate 
pretty  much  from  a county  base,  in  some  instances 
from  a bi-count\'  or  tri-county  base,  and  the}-  at- 
tempt to  place  core  personnel  in  their  major  offices. 
At  one  time  just  prior  to  when  we  conducted  the 
comprehensive  mental  health  planning  for  the  state^ 
I was  attempting  to  urge  the  members  of  a mental 
health  group  develop  what  programs  they  could 
for  aftercare  through  the  local  health  department. 
We  suggested  utilizing  the  public  health  nurse  who 
some  3'ears  prior  to  that  had  oriented  with  our  help 
a number  of  public  health  nurses.  After  the  meet- 
ing had  formally  disbanded,  some  of  the  persons 
who  attended  were  still  lingering  to  talk.  One  of 
them  finally  said,  “Of  course  you  realize,  Doctor 
Bateman,  that  this  county  is  divided  by  a mountain. 
We  have  one  public  health  nurse.  For  any  of  the 
people  to  get  to  the  public  health  department  they 
must  take  the  bus  into  another  county  and  then 
come  around  the  mountain  to  get  to  that  Health 
Department.  This  is  a two  day  trip,  there  and  back. 
Xow,  of  course,  they  could  pay  a neighbor  S20  or 
S25  to  bring  them  in  his  car,  which  might  make  it, 
and  spend  only  one  day  getting  to  the  clinic  and 
back.” 

.\nd  so  it  was  that  we  began  to  try  to  build 
mental  health  programs  in  West  \’irginia,  grap- 
pling early  with  ways  of  trying  to  overcome  ob- 
stacles of  distance  and  isolation.  I think  the  term 
that  appears  in  the  federal  guidelines  for  compre- 
hensive community  mental  health  centers  is  “ac- 
cessibility.” However,  when  we  looked  at  utilization 
patterns  existing  in  these  facilities,  by  persons  who 
were  within  easy  access  of  these  facilities,  it  be- 
came apparent  that  another  factor  operated  just  as 
strongly.  I think  that  this  is  what  Wr.  Black  was 
talking  about  this  morning.  There  was  the  obstacle 
not  only  of  distance,  but  of  acceptability  of  the 
service.  We  tried  working  on  such  things  as  early 
appointments  after  the  first  contact,  free  time  re- 
served each  day  for  emergency  appointments,  and 
tightening  of  communication  between  the  state 
hospitals  and  the  existing  clinics.  There  was  not 
much  impact  on  the  state  hospital  population,  on 
their  readmission  rates,  or  even  on  their  first  ad- 
mission rates.  We  began  to  consider  the  total  effect 
of  both  the  external  and  the  internal  factors  at 
about  the  time  many  others  throughout  the  country 
were  giving  thought  to  the  same  problems.  In  this 
context,  much  of  what  must  be  done  in  a largely 
rural  area,  whether  farm  or  non-farm,  is  transla- 
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table  to  cities.  Acceptability  and  accessibility, 
which  are  the  result  of  the  way  in  which  we  have 
patterned  our  services,  may  be  just  as  poor  for 
people  in  cities  as  in  any  area. 

Xow  when  we  speak  of  an  isolated  person,  there- 
fore, we  could  be  speaking  of  a patient  in  one  of 
our  mental  hospitals  who  is  isolated  by  the  nature 
of  his  illness;  or  that  same  person  isloated  by  the 
nature  of  his  illness,  but  at  home  in  some  com- 
munity; or  a child  who  feels  alienated  because  of 
his  inadequacies  to  cojje  with  his  immediate  area; 
or  the  elederly  person  who  has  lost  contact  and 
hope;  or  the  person  who  is  isolated  geographically 
in  the  main-stream,  or  isolated  within  the  midst 
of  many  people  by  the  inattentiveness  of  those 
people  to  his  needs.  I might  make  a personal  ref- 
erence which  illustrates  this  rather  graphically.  An 
elderh'  woman  with  a broken  hip  lay  on  a stretcher 
in  the  emergency  room  of  a hospital  from  10  a.m. 
to  6 p.m.  awaiting  a bed  in  the  hospital.  A tem- 
porary' splint  was  applied.  She  did  not  receive  any 
medication,  could  not  even  get  a bed  pan  within 
that  period  of  time.  This  person  was  not  isolated 
from  help  by  a mountain,  but  she  might  just  as 
well  have  been  that  far  away  because  the  help 
just  didn’t  get  to  her. 

Our  first  step  in  reaching  out  to  patients  was 
through  a pilot  aftercare  project.  We  found  near 
the  end  of  one  fiscal  year  that  we  had  some  money 
that  was  not  going  to  be  spent.  We  managed  to 
have  that  money  re-appropriated  for  us  for  a part 
of  the  next  year,  and  on  this  basis  employed  two 
persons  who  at  that  time  had  only  bachelors’  de- 
grees but  several  years  of  experience  as  probation 
officers  with  the  juvenile  court.  Together  with  these 
full-time  personnel  we  had  the  services  of  a social 
worker  who,  although  employed  by  the  local  Fam- 
ily Service  agency,  was  willing  to  spend  time  in  the 
evening.  She  provided  supervision  for  our  full-time 
workers,  who  went  to  the  nearest  district  state 
hospital  and  developed  the  procedure  by  which  we 
would  begin  the  first  real  aftercare  services  in  our 
state.  The  importance  of  the  approach  was  that  it 
reached  out  to  the  point  of  need.  It  included  home 
visitation  and  an  active  supporting  role  rather  than 
a passive  one  in  producing  the  after-care  ser\uces. 
In  late  1961,  when  we  first  initiated  this  program, 
we  couldn't  sustain  it  for  longer  than  6 months. 
Our  own  department  director  was  not  committed 
to  it.  and  each  hospital  could  barely  provide  one 
or  two  social  workers  for  all  of  its  own  social  work 
services.  So  it  was  out  of  the  question  for  them  to 
try  to  carry  this  project  on.  Besides,  we  found  that 
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recently  trained  social  workers,  either  in  the  clinics 
or  in  the  hospitals,  were  outwardly  disdainful  of 
•‘untrained"’  persons  carrying  out  the  aftercare 
functions  that  we  had  envisioned  for  them. 

Xow  the  real  break-through  in  this  approach  was 
to  come  much  later,  as  a matter  of  fact  something 
like  four  years  later.  Throughout  the  subsequent 
years  West  Virginia,  as  did  many  states,  continued 
to  experience  a serious  shortage  of  manpower  in 
the  mental  health  professions.  We  still  do,  for  that 
matter.  In  1965  we  were  successful  in  obtaining  a 
\TSTA  project  for  both  hospital  and  community 
work.  Later,  this  was  confined  to  the  community. 
Since  the  program  began  in  June  of  1965,  386 
VISTA  volunteers  have  served  in  the  state’s  pro- 
ject, limited  only  to  mental  health  and  mental 
retardation  services.  It  was  clearlj^  demonstrated 
that  these  sub-professional  workers,  if  you  would 
call  them  that,  have  the  ability  to  deliver  support- 
ive services  to  patients  or  their  families.  But  in 
addition  to  this  they  have  the  potential  to  arouse 
community  interest  and  concern  for  doing  better 
things  for  the  mentally  ill  and  for  promoting  their 
welfare. 

We  find  it  difficult  to  put  a full  dollar  value  on 
this  kind  of  service.  We  couldn't  possibly  at  the 
present  time  afford  this  tv'pe  of  program  if  we 
were  to  employ  these  persons  outright.  And  the 
Vistas  asked  themselves  many  times  at  the  end  of 
their  tour  of  duty,  “Did  I help?”  I think  almost 
everyone  of  them  went  through  a fairly  agonizing 
self-evaluation  process  wondering  if  his  term  had 
had  any  real  impact  upon  the  mental  health  pro- 
gram of  the  state.  But  it  is  through  their  anecdotal 
material  that  we  see  the  impact.  One  Vista  stated: 

It  often  would  seem  that  when  you  care  they  also 
care  more  about  themselves,  and  most  of  the  time 
they  are  then  able  to  do  what  they  were  first  asking 
you  to  do  for  them.”  I think  that  this  is  what  it 
means  then  to  be  a catalyst  in  his  area  of  activity. 
Progress  was  very  small,  but  we  found  that  most 
of  our  county  court  officials  soon  came  around  to 
the  point  where  they  both  accepted  Vista  workers 
in  the  area  and  used  them  to  help  in  developing 
their  local  county  programs  for  funding  purposes. 
Xot  content  to  deal  merely  with  the  symptoms 
or  the  immediate  crises  only,  the  \"istas  sought  to 
help  families  and  even  communities  to  find  longer 
range  solutions  for  reoccurring  problems.  They 
were  instrumental  in  getting  special  education 
classes  started  in  counties  where  the  P.T.A.  had 
r!ot  been  successful  in  doing  so.  They  were  instru- 
mental in  bringing  about  the  changes  in  environ- 


mental sanitation  for  many  communities,  getting 
roads  repaired  and  water  systems  improved.  At 
our  debriefing  sessions  around  the  state  some  of 
them  would  hesitate  to  sav’  the  things  they  were 
doing,  because  “you  know,  this  isn’t  mental  health.” 
We  would  hasten  to  reassure  them  that  indeed  they 
were  for  the  first  time  providing  preventive  services 
for  the  people  of  our  state. 

Encouraged  by  the  potential  role  of  the  non-pro- 
fessional worker  as  demonstrated  by  Vista,  the 
West  Virginia  Department  of  ^lental  Health  sought 
to  develop  a more  permanent,  continuing  supply  of 
non-professional  manpower.  We  then  sought  and 
were  successful  in  obtaining  a program  funded  by 
the  Office  of  Economic  Opportunity  to  recruit, 
train,  and  utilize  non-professional  community 
workers.  These  were  to  be  trained  in  our  own  pro- 
gram initially  as  mental  health  community  workers, 
but  as  it  has  turned  out  they  are  being  used  by  the 
Education,  Vocational  Rehabilitation,  and  Welfare 
departments.  Xow  this  program  was  predicted  upon 
certain  assumptions  which,  although  not  necessarily 
accepted  by  all  mental  health  professionals,  are 
important. 

The  program  was  built,  therefore,  on  the  follow- 
ing ideas  about  the  total  situation.  Cure  cannot 
realistically  be  the  only  goal  of  the  services  ulti- 
mately to  be  rendered.  Xor  can  good  remissions 
occur  in  a v^acuum  apart  from  the  realities  of  the 
patient’s  community.  The  non-professional  con- 
tributes primarily  through  wav’s  and  means  that 
are  not  directly  or  classically  psychiatric,  but 
rather  are  in  the  realm  of  giving  attention  to  needs 
vital  to  the  well-being  of  people.  The  non-profes- 
sional's entree  into  the  community  may  be  to  pro- 
vide after-care  services  to  the  mental  patient  and 
to  others  in  meeting  these  needs  of  the  individual 
and  his  family.  But  the  ultimate  goal  is  to  build 
on  this  entree,  to  develop  an  awareness  of  other 
unrecognized  needs  in  the  community,  and  to 
catalyze  the  work  that  is  necessary  to  help  people 
meet  these  needs  for  themselves.  The  non-profes- 
sional in  our  program  does  not  diagnose  or  treat 
mental  illness  in  the  usual  sense,  but  rather  be- 
comes the  liaison  person,  the  mediator,  the  friend 
of  the  patient,  who  matches  a variety  of  needs  with 
multiple  resources  and  who  persists  through  the 
red  tape  maze  of  the  system  until  these  needs  are 
met. 

Too  often  statistics  concern  the  people  who  show 
up  in  our  clinics  or  our  hospitals  by  their  own 
sheer  persistance.  Or  we  count  those  persons  who 
(Continued  on  next  page) 
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are  extruded  from  the  community  because  of  their 
unacceptability  or  aberrant  behavior.  What  we 
miss,  of  course,  are  the  people  who  do  not  have  the 
strength  to  overcome  their  own  problems  of  isola- 
tion somehow  to  get  into  the  system.  So  hopefully 
the  non-professional  provides  the  means  of  com- 
munication that  makes  it  possible  for  the  isolated 
person  to  come  for  services.  The  non-professional 
takes  a jwsitive  mental  health  approach  rather 
than  a mental  illness  approach.  He  helps  citizens 
see  the  ordinary  daily  opportunities  for  contribu- 
ting to  community  mental  health  through  a variety 
of  activities  within  the  community,  participates  in 
finding  alternative  living  plans  in  mental  health 
and  health  education,  and  in  finding  community 
resources,  tutoring  programs,  and  the  like. 

I recently  had  the  opportunity  to  witness  the 
phenomenon  of  a non-professional  from  the  Temple 
University  community  health  center  present  a 
paper  at  the  American  Psychiatric  Association  in 
Miami.  She  not  only  described,  she  analyzed  and 
commented  upon  her  experiences  as  a mental  health 
worker  in  a four  block  area  in  North  Philadelphia. 
This  non-professional  wmrker  is  a 41 -year-old 
woman  with  a husband  and  children  of  her  own. 
She  dropped  out  of  school  at  15,  and  yet  her 
paper  was  much  more  literature  than  mine  is  today. 
After  26  years  of  much  job  hopping  and  boredom 
she  applied  to  the  anti-poverty  agency  for  employ- 
ment and  was  first  assigned  to  a community  mental 
health  center  as  a census  taker.  Now  in  her  words: 
“I  was  not  aware  that  there  were  starving  people 
living  almost  a stone’s  throw  away  from  where  I 
lived,  never  realizing  that  poor  housing  and  poor 
household  management  was  a serious  thing.”  In 
simple,  easily  flowing  words,  this  woman  related 
instance  after  instance  in  which  she  had  been  able 
to  bridge  communication  gaps  between  the  people 
in  her  neighborhood  or  her  area  and  the  police,  the 
school,  the  profesionals  in  the  ^lental  Health  Clin- 
ic, and  even  between  the  i>eople  themseh’es. 

I think  too  often  we  assume  that  the  communi- 
cation gap  is  between  agency  and  community 
people,  but  there  are  serious  gaps  between  people 
living  right  next  to  each  other.  For  example,  she 
found  that  she  was  seeing  as  part  of  her  case  load, 
referred  through  the  clinic,  several  pre-adolescent 
children  who  were  having  behavior  and  truancy 
problems.  She  decided  to  get  these  children  together 
in  an  informal  group  several  times  a week.  This  led 
to  the  idea  of  doing  something  with  another  group 
of  adolescent  girls;  but  it  soon  became  apparent 
that  the  children  were  alienated  in  varying  degrees 


not  onh'  from  school  but  from  their  own  families 
as  well.  She  then  invited  the  mothers  of  the  pre- 
adolescent children  to  meet  one  afternoon.  The 
group  are  now  finding  w’ays  to  share  and  work  at 
their  own  problems,  and  most  of  the  children  are 
beginning  to  function  better  both  in  school  and  at 
home.  This  woman  has  finally  found  a job  that 
not  only  is  satisfying  to  her,  but  also  enables  her  to 
do  a job  that  the  community  mental  service  could 
not  have  done  by  traditional  methods  of  staffing, 
clinic  appointment,  and  waiting  lists. 

This  is  one  of  the  keys  to  solving  the  problem  of 
getting  mental  health  services  to  the  isolated  pa- 
tient whether  rural  or  urban.  We  should  not  let  a 
person  die  by  himself  whether  it  be  on  a wooded 
mountainside,  or  in  a lonely  room  in  a ghetto  tene- 
ment, or  in  the  ironic  isolation  of  an  expensive 
penthouse.  And  that's  going  to  be  even  more  dif- 
ficult to  solve.  How  do  you  mount  such  programs 
for  the  affluent?  By  refining  and  extending  pro- 
grams of  using  non-professionals,  such  as  those 
in  West  Virginia  and  elsewhere,  we  may  in  the  not 
too  distant  future  keep  many  isolated  jjeople  from 
falling  through  the  platform  and  being  caught, 
sometimes  forever,  in  the  web  of  despair,  dissipa- 
ted resources,  and  lost  potential.  We  may  thus 
improve  the  quality  of  life  for  all.  We  cannot 
afford  to  lose  any  potential  for  improving  our 
society.  Before  the  utilization  of  non-professionals 
as  a part  of  the  treatment  team  can  really  progress, 
however,  we  must  develop  acceptance  from  many 
points  of  view.  Both  the  consumer  and  the  pro- 
fessional must  be  ready  to  accept  this  as  a valid 
approach. 

Keogler  and  Brell,  in  studying  the  utilization  of 
chemotherapy  and  briefer  modes  of  patient  contact 
for  the  treatment  of  psychiatric  outpatients,  ran 
into  problems  of  obtaining  an  adequate  sample  of 
patients.  This  puzzled  them  since  prior  records  had 
actually  shown  much  greater  volume  of  utilization 
of  the  clinic  in  question.  In  checking  the  usual  re- 
ferral services  of  this  clinic,  they  found  that  the 
intake  social  workers  of  the  usual  referral  sources 
were  referring  patients  to  other  clinics.  When  asked 
why,  the  reply  was  that  "we  didn’t  feel  that  we 
had  the  right  to  refer  jxitients  to  a service  that  was 
not  providing  the  best  of  psychiatric  care,  they 
were  referring  to  the  60  minute  psycho-therapy 
regime. 

Outreach  programs  are  not  merely  the  poor  man’s 
medicine.  Group  therapy  is  not  just  a way  of 
stretching  scarce  manpower. 

(Concluded  on  Page  295) 
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The  Urban  Setting 

IV.  The  Black  City  Dweller -Mental  Health 
Needs  and  Services 


Blacks  Are  Affected  Even  More  Fun- 
damentally By  Total  Destruction  Of 
Culture  Than  By  Material  Deprivation 


By  Alexander  Allen 

When  we  look  back  on  this  institution  and  its 
history,  just  the  date  1844  strikes  a note  with  me 
when  I think  about  the  fact  that  at  that  point 
Fort  Sumter  had  not  yet  been  fired  upon;  John 
Brown,  the  liberator,  was  only  44 — 15  years  away 
from  his  Harper's  Ferry  raid;  the  War  of  1812  had 
ended  only  32  years  before  and  there  were  even 
some  veterans  of  the  Revolutionary  War  who  were 
still  around.  And  so,  this  institution  has  seen  a 
great  deal  of  American  history,  and  my  hope  is 
that  it  w'ill  contribute  equally  in  the  future,  as  we 
move  into  an  era  which  is  more  complex,  perhaps, 
and  more  difficult  than  any  that  the  Nation  has 
heretofore  faced. 

On  first  looking  at  the  topic,  I thought  of  ways 
to  deal  with  it  on  a fairly  narrow  basis  of  a defi- 
nition of  mental  health.  Then  it  seemed  to  me  that, 
in  view  of  the  crisis  with  which  all  of  us  are  con- 
cerned, it  might  be  much  wiser  to  put  the  empha- 
sis on  the  differentials  in  overall  life  experience, 
because  this  is  the  area  in  which  we  in  the  Urban 
League  work  every  day.  It  is  at  the  heart  of  the 
spiritual  and  the  psychic  trauma  through  which 
most  Americans  are  going  today  when  they  deal 
with  and  think  of  the  urban  crisis  and  relations 
between  the  races  I would  say  that  the  basic  men- 
tal health  need  of  black  Americans  and  whites,  too, 
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is  the  correction  of  these  conditions  of  differentials 
in  opportunity. 

A few  weeks  ago,  the  press  had  several  questions 
for  Doctor  Arnold  Toynbee,  the  British  historian 
and  philosopher,  on  the  occasion  of  his  80th  birth- 
day. One  of  the  questions  was:  To  what  present 
or  former  civilization  could  America  be  compared? 
The  question  grew  out  of  the  fact  that  Professor 
Toynbee  is  considered  to  be  an  authority  on  the 
comparative  history  of  civilizations.  His  answer 
was  that  he  could  compare  America  today  to  the 
last  days  of  the  Roman  Republic,  the  time  of 
Cicero,  and  he  gave  three  reasons  for  it.  First, 
in  each  case  there  was  an  admirable  constitution 
which  had  worked  well  for  more  than  a century,  but 
was  increasingly  being  challenged  and  being  held 
in  disrepute  in  some  quarters;  secondly,  there  was 
tremendous  power  in  the  world  which  was  being 
used  in  a rather  fearful  way  to  the  great  distress 
and  suffering  of  many  people;  and  thirdly,  there 
was  at  that  time  in  Rome  tremendous  disorder  at 
home,  disorder  which  frequently  involved  violence. 
Well,  I think  none  of  us  needs  to  be  told  that  the 
crisis  that  we  are  dealing  with  in  our  cities,  on  our 
campuses,  and  in  the  ghetto  is  a real  crisis  and  a 
deep  one. 

Perhaps  it  needs  to  be  said  that,  so  far  as  the 
ghetto  is  concerned  and  the  black  urban  dweller, 
the  blacks  have  come  to  our  urban  centers  at  what 
(Continued  on  next  page) 
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is  perhaps  the  worst  possible  time.  There  is  no 
great  market  these  days  for  unskilled  and  dis- 
placed agricultural  labor.  Someone  has  said  that 
for  the  first  time  in  the  memory  of  man  the  city  is 
failing  in  its  historic  task.  This  is,  of  course,  per- 
ceiving of  the  city  as  a system  which  takes  unso- 
phisticated, unskilled  people,  usually  from  rural 
areas,  and  initiates  them  into  the  complexities  of 
urban  life,  and  helps  them  to  acquire  skills  which 
are  needed  for  urban  occupations,  which  helps  them 
to  move  up  the  ladder  of  mobility  into  broader  and 
more  affluent  categories.  But  somehow  today,  for 
a number  of  reasons,  among  them  the  revolution  in 
our  machinery  and  the  ways  in  which  we  produce 
things,  there  is  a lack  of  market  for  a number  of 
skills.  This  affects  a population  which  perhaps  is 
more  seriously  handicapped  in  a number  of  ways 
than  any  of  the  other  groups  who  so  boastfully 
tell  you  how  they  made  it  and  will  make  you  be- 
lieve, if  you  do  not  examine  the  situation,  that 
they  made  it  without  very  much  help  from  other 
sources. 

The  thing  that  has  affected  blacks,  however, 
perhaps  even  more  fundamentally  than  the  materi- 
al deprivations,  as  serious  as  they  are,  is  the 
morale  problem  growing  out  of  the  total  destruc- 
tion of  culture.  The  total  destruction  of  language, 
traditions,  religion,  the  institutions  of  marriage, 
the  family,  which  were  a part  of  the  highly  s\’stem- 
atic  and  deliberate  form  which  slavery  took  in  this 
country,  compared  to  the  various  other  types  of 
slavery  which  mankind  has  endured  since  time 
immemorial.  ‘TVe”  here  in  America,  and  I say  “we” 
in  quotes,  were  more  sophisticated,  more  advanced, 
and  more  aware  of  the  damage  that  could  be  done 
to  jjeople  by  depriving  them  of  this  kind  of  essen- 
tial sense  of  community  and  positive  self-image 
in  the  hope  that  this  would  somehow  reduce  them 
to  the  status  of  animals  and  make  it  less  likely  that 
they  would  revolt.  Of  course,  those  of  us  who  know 
the  history  realize  that  despite  this  there  were 
numerous  revolts.  The  one  that  is  being  publici- 
zed these  days  is  Xat  Turner's;  but  there  was 
Gabriel  Prosser,  and  there  was  Denmark  \'eazie, 
and  there  were  hundreds  of  others  whose  names  are 
lost  in  our  history.  But  it  is  true  that  this  kind  of 
cultural  destruction  made  it  le.ss  likely  that  there 
would  be  an  armed  or  violent  uprising  against  op- 
pression; and,  of  course,  we  are  beginning  to  rec- 
ognize the  price  we  are  paying  today  because  of 
that  kind  of  approach  in  dealing  with  a group  of 
human  beings. 

What  is  essential,  and  this  audience  certainly 


knows  it  far  better  than  most,  is  a positive  self- 
image,  a sense  of  community,  a belief  in  one’s  self 
and  one's  group  which  will  make  it  possible  for  the 
individual  and  the  group  itself  to  move  ahead  on  a 
peer  basis,  to  become  a part  of  the  mainstream  of 
society.  We  have  been  reading  perhaps  about  the 
turmoil  that  took  place  in  Detroit  a few  weeks  ago, 
when  there  was  a convention  of  people  who  identi- 
fied themselves  with  the  concept  of  New  .\frica. 
The  remarks  and  comments  that  I have  heard  in 
many  circles  have  been  generally  characterized  by 
shock  and  unhappiness  ov'er  the  notion  that  people 
would  even  want  to  call  themselves  citizens  of 
Xew  .\frica,  and  yet  we  do  have  in  this  country 
Xew  York,  Xew  England,  and  Xew  Amsterdam. 
Why  not  Xew  .Africa?  Perhaps  this  is  an  important 
psychological  objective  in  terms  of  people  seeking 
to  re-establish  and  redefine  their  own  identity  and 
sense  of  community.  I'm  talking  now,  of  course, 
about  the  psychological  rather  than  the  legal  im- 
plications of  the  concept.  .Again,  I would  say  this 
audience  more  than  most  is  familiar  with  the  kind 
of  syndrome  which  grows  out  of  intimidation  of  the 
weak  by  the  strong,  resulting  in  submission.  Coming 
out  of  that  submission,  the  victims  develop  feelings 
of  inferiority  and  worthlessness;  a devastating  ef- 
fect on  self-esteem  results,  growing  from  feelings 
of  impotence  and  self-hate. 

.And  so,  while  we  are  dealing  with  the  same  basic 
human  personality,  the  differential  in  the  e.xperi- 
ence  becomes  highly  relevant  and  highly  significant. 
Environment  does  affect  mental  health;  overcrowd- 
ing among  both  animals  and  men  leads  to  psj'chic- 
disturbance.  The  lack  of  environmental  stimuli 
leads  to  psychic  disturbance.  The  loss  of  the  sense 
of  community  sometimes  growing  out  of  relocation, 
such  as  occurred  in  Boston’s  West  End  a few  years 
ago,  resulted  in  a doubling  of  the  psychiatric  hos- 
pitalization rate.  In  this  instance,  even  though  liv- 
ing in  what  the  experts  would  say  were  better  con- 
ditions and  a better,  more  healthful  and  sanitary 
environment,  they  were  deprived  of  that  sense  of 
communit\'  which  was  so  important  to  their  emo- 
tional well-being. 

Greer  and  Cobbs  in  their  provocative  book 
“Black  Rage'’  have  sj^elled  out  the  degree  to  which 
black  anger  at  white  treatment  in  this  society  has 
been  traditionally  internalized  and  repressed  at  a 
tremendous  psychic  cost  to  the  self.  Perhaps  the 
most  damaging  aspect  of  this  black  experience, 
perhaps  even  more  serious  than  the  material  depri- 
vation, is  the  degree  to  which  .American  society  has 
forced  this  negative  view  of  self  on  its  black  citi- 
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zens.  Self-hate,  the  measurement  of  self  against 
alien  standards  including  standards  of  beauty,  all 
of  the  negative  connotations  that  black  has  car- 
ried in  white,  Anglo-Saxon  thought  and  in  Web- 
ster’s Dictionary,  are  a part  of  it.  That  is  why  it 
is  so  positive  and  so  healthy  to  see  what  we  are 
seeing  today  when  blacks  are  saying  “We  are  able 
to  do  certain  things  for  ourselves.”  Some  persons 
become  very  upset  and  look  upon  it  as  a new  form 
of  segregation.  There's  a lot  of  difference  between 
segregation  and  separation.  It  is  beautiful  to  see 
black  women  able  to  wear  their  hair  as  God  meant 
it  to  be  worn,  rather  than  seeking  to  imitate  the 
hair  of  another  and  different  people. 

I think  it’s  fair  to  say  that  there  is  a therapy 
for  the  damage  that  has  been  done  through  involve- 
ment in  efforts  to  change  the  conditions  which  are 
affecting  both  black  and  white  in  this  whole  situ- 
ation. Aside  even  from  the  specific  results  that  are 
achieved  in  changing  the  opportunity  pattern,  the 
very  process  of  being  involved  and  engaged  in  an 
effort  has  a dividend  which  needs  to  be  more  fully 
recognized  and  appreciated.  I would  want  to  share 
with  you  a few  lines  here  from  Contee  Cullen  writ- 
ten not  yesterday,  but  some  30  or  35  years  ago, 
lines  which  perhaps  some  of  the  young  militants 
may  not  be  fully  aware  of  because  of  the  lack  of 
access  to  black  studies  and  history.  There  are  too 
many  well  intentioned  young  people,  black  and 
white,  and  older  people,  too,  who  believe  that  the 
age  of  discontent  somehow  started  just  a few  years 
ago.  This  is  not  true  at  all,  certainly  as  far  back 
as  Frederick  Douglas,  and  really  on  back  to  the 
very  beginning  of  the  slave  trade,  if  you  want  to 
count  suicide  and  other  kinds  of  pathological  be- 
havior as  a form  of  protest.  Contee  Cullen  said 
some  35  years  ago  “We  shall  not  always  plant 
while  others  reap/  the  golden  increment  of  bursting 
fruit;/'  not  always  countenance  abject  and  mute/ 
that  lesser  men  should  hold  their  brothers  cheap/ 
not  everlastingly,  while  others  sleep  /shall  we  be- 
guile their  limbs  with  mellow  flute,  not  always 
bend  to  some  more  subtle  brute. /We  were  not  made 
eternally  to  weep.  The  night  whose  sable  breast 
relieves  the  stark/white  stars  is  no  less  lovely  being 
dark  and  there  are  buds  that  cannot  bloom  at  all ' 
in  light  but  crumple  piteous  and  fall; /so  in  the 
dark  we  hide  the  heart  that  bleeds 'and  wait  and 
tend  our  agonizing  seeds.”  I think  those  who  hear 
those  lines  now  would  think  perhaps  the  waiting 
time  is  over  and  even  more  pertinent  is  the  line 
from  James  Brown’s  recent  song:  “I  don’t  want 
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anybody  to  give  me  anything,  open  the  door  and 
I'll  get  it  for  myself.” 

This  ties  in  closely  with  our  discussion  this  mor- 
ning about  community  control,  and  as  a matter  of 
fact  with  an  article  on  the  front  page  of  the  NEW 
YORK  TIMES  this  morning,  telling  about  the 
attack  which  the  concept  of  community  control  is 
facing  in  two  areas  in  New  York  City  with  refer- 
ence to  the  model  cities.  Those  of  us  who  have  had 
to  rely  solely  on  the  newspapers  and  the  media 
may  very  well  have  a distorted  notion  of  what  was 
and  is  involved  in  the  school  crisis.  The  underlying 
issue  was  not  due  process  over  the  firing  of  some 
teachers,  as  you  might  possibly  have  concluded 
from  the  UFT  (Cnited  Federation  of  Teachers) 
statements  or  the  press,  nor  w’as  it  black  antisem- 
itism, so  called  and  alleged.  Rather,  it  was  the 
deeply  entrenched  vested  interest  of  the  union  in 
monolithic  bargaining,  and  fear  on  the  part  of 
many  teachers  of  being  held  accountable  by  the 
parents  for  the  fact  that  children  were  not  being 
taught  and  were  academically  far  behind  the  place 
where  the\'  should  be.  The  mammoth  size  of  New 
York  City  in  itself  makes  the  distance  between 
parent  and  school  superintendent  or  Board  of  Edu- 
cation member  tremendously  remote;  and  when 
you  add  class,  economic,  racial  differentials,  the 
gap  between  a Puerto  Rican  or  black  parent  in 
the  Bronx  or  in  Harlem  and  those  who  serve  on  the 
Board  of  Education  or  the  superintendent  is  so 
tremendous  as  to  be  almost  insuperable. 

.\nd  so,  there  was  a tremendous  resistance  to 
any  step  which  would  disturb  the  status  quo.  The 
status  quo  involves  existing  arrangements  with  sup- 
pliers who  benefit  from  the  enormous  expenditures 
which  schools  must  make  annually  for  equipment, 
supplies,  and  various  non-teaching  services.  ,This, 
too,  has  a bearing  on  the  effort  to  achieve  econ- 
omic development  in  the  ghetto,  since,  there  is  a 
concern  and  awareness  that  many  of  the  services 
which  are  rendered  and  the  supplies  which  are 
purchased  by  institutions  which  serve  the  ghetto 
could  be  of  tremendous  advantage  to  those  who  are 
in  business  there  or  who  would  like  to  go  into 
business,  as  opjxised  to  having  these  profits  always 
made  by  people  from  the  outside. 

And  so,  despite  the  well  meant  advice  of  many, 
I would  have  to  say  that  what  is  going  on  in 
.America’s  black  communities  today  is  a positive 
and  a healthy  response  to  intolerable  conditions. 
The  ferment,  the  tensions,  even  the  rage  and  vio- 
lence are  a normal  human  response  far  less  path- 
(Continued  on  next  page") 
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ological  than  the  self-effacing  submission  and  ac- 
ceptance which  was  widespread  in  an  earlier  period. 
What  is  needed  clearly  is  a widening  of  the  options, 
a fundamental  change  in  national  direction,  a mas- 
sive use  of  resources  which  can  help  people  help 
themselves.  There  is  a tremendous  dividend,  too, 
for  the  larger  population,  because  the  kind  of  re- 
lationship which  we  have  had  in  the  past  has  been 
pathological  for  whites  as  well  as  for  blacks.  T. 
George  Silcot  of  the  faculty  of  Xew  York  Univer- 
sity, speaking  to  the  national  conference  on  social 
welfare  which  met  in  San  Francisco  last  year  and 
which  meets  next  week  in  Xew  York  City,  pointed 
to  racism  as  America’s  number  one  mental  health 
problem.  Kenneth  Clark,  the  psychologist  in  X’ew 
York  City  who  did  a great  deal  to  prepare  the 
social  science  beckground  for  the  brief  for  the 
1954  Supreme  Court  decision,  pointed  out  that  time 
to  racism  as  a neurotic  distortion  of  reality  and 
said  that  many  American  whites  suffer  from  an 
exaggerated  sense  of  self-importance  and  extreme 
expressions  of  hate  and  fear,  which  would  be  treat- 
ed as  pathological  if  they  related  to  any  subject 
other  than  race. 

The  true  and  deepest  pathology,  which  is  really 
in  the  American  society  itself,  is  that  it  could  have 
tolerated  slavery  so  long,  long  after  other  countries 
have  rid  themselves  of  it,  and  that  it  persisted  as 
long  as  it  has  in  second  class  treatment  for  a sub- 
stantial part  of  its  population.  X*ot  entirely  face- 
tiously, YTiitney  Young,  our  X'ational  Urban 
League  executive,  and  others  have  called  for  a 
moratorium  on  studies  of  the  black  community 
and  a concentration  on  studies  of  whites.  Thus 
we  may  determine  the  nature  of  the  strange  and 
perverse  drive  which  motivates  the  continued  dis- 
criminatory patterns  and  why  there  is  a need  to  feel 
superior  and  to  oppress.  Perhaps  this  is  an  area  in 
which  a great  deal  of  research  ought  to  be  done. 
But  it  still  remains  that,  for  the  larger  population 
as  well  as  for  the  black  minority,  the  therapy  is 
in  participation.  It  is  in  involvement,  and  in  the 
ability  to  empathize  and  to  walk  in  another  man's 
shoes. 

One  of  the  most  productive  areas  in  which  this 
ability  and  this  effort  can  be  applied  is  in  the  ad- 
vocacy concept.  As  we  move  increasingly  toward 
decentralization  and  community  control,  neighbor- 
hood leadership  will  need  skilled  and  professional 
help  as  it  seeks  to  deal  with  problems  of  city  plan- 
ning. It  will  not  be  able  to  meet  on  a peer  basis 
with  the  professional  representative  of  the  City 
Plan  Commission  unless  it  has  planners  and  de- 
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signers  who  are  accountable  to  neighborhood  lead- 
ership. There  is  some  e.xperimental  effort  in  this 
direction  funded  by  some  foundations,  and  the  pov- 
erty program  has  also  sought  to  move  in  this  area. 
Yet  much  more  needs  to  be  done.  This  is  evident  in 
the  matter  of  legal  services.  Regardless  of  how  well 
motivated  neighborhood  leadership  may  be  or  how- 
good  a cause  it  may  be  attempting  to  pursue  and 
advocate  in  dealing  with  the  courts  of  the  prose- 
cutor's office,  citizen  groups  will  not  be  able  to 
make  their  case  unless  they  have  available  to  them 
legal  skills  accountable  to  them  and  working  in 
their  behalf  without  a second  or  third  loyalty. 
This  probably  applies  also  in  planning  the  design 
and  delivery  of  a number  of  services,  including 
health  services.  One  might  maintain  that  the  law- 
is  clearly  adversary  and  that  therefore  one  must 
have  skilled,  professional  representation.  You 
could  also  argue  that  this  is  to  some  degree  true 
of  city  planning,  because  here  one  must  make 
choices  among  a limited  n'umber  of  alternatives 
and  one  choice  rules  out  the  possibility  of  another. 

We  in  the  Urban  League  have  been  seeking 
to  make  our  own  program  much  more  relevant  to 
the  current  scene  by  focusing  on  the  problems  of 
the  ghetto  in  a way  that  we  have  never  done  before, 
partly  because  of  the  very  nature  of  the  climate  in 
which  w-e  have  worked.  A few"  years  ago — and 
your  chairman  emphasized  how  many  years  I’ve 
been  involved  in  this — a few  years  ago  our  big 
need  was  to  get  that  first  black  man  in  an  other- 
wise white  plant.  Therefore  w-e  were  recruiting 
Ph.Ds,  masters  in  chemistry,  and  the  like  to  take 
beginning  jobs  and  sometimes  jobs  far  below  their 
appropriate  skill  level  just  to  break  the  color  bar. 
But  today,  we  call  that  tokenism,  and  w-e  are 
aw-are  that  the  black  Ph.D.,  and  the  black  chemist 
and  engineer  have  no  real  need  to  know  w'here  the 
Urban  League  is,  because  he  is  recruited  on  his 
college  campus.  This  includes  West  Yirginia  State, 
Fiske,  and  the  schools  which  are  considered  pre- 
dominately black,  although  I realize  that  West 
\’irginia  is  not  in  that  category  any  more.  These 
college  recruiters  are  there  seeking  blacks  with 
this  kind  of  background;  but  the  bad  and  tragic 
history  in  the  whole  field  of  relations  betw-een  the 
races  is  such  that  most  blacks  are  not  on  those 
college  campuses.  They  are  still  in  the  ghetto. 

And  so  our  concern  these  days  is  dealing,  not  so 
much  with  the  qualified  who  do  not  really  need  our 
special  help,  but  w-ith  the  qualifiable — those  who 
have  the  basic  human  potential,  but  need  an  op- 
(Concludcd  on  Page  292) 

Rhode  Island  ^Iedical  Journal 


jI 


Discussion  of  Papers 


Presented  By  Drs.  Dahl  And  Bateman, 
Messrs.  Black  And  Allen 


By  Nicholas  Hobbs,  Ph.D. 

I am  sure  that  we  all  share  great  pleasure  at 
being  present  for  this  ceremony  and  colloquium  cel- 
ebrating the  125th  anniversary  of  Butler  Hospital. 
As  I listened  to  the  papers,  I was  glad  that  it  was 
the  125th  anniversary  and  not  the  115th  anniver- 
sary, because  I feel  sure  that  these  papers  could 
not  have  been  conceived  10  years  ago.  They 
could  not  have  been  written.  We  are  in  the  midst 
of  a major  revolution  in  our  national  life  that  is 
reflected  in  the  concerns  of  people  who  are  con- 
cerned with  mental  health  problems,  and  these  are 
brilliantly  elucidated  in  the  papers  that  we’ve 
heard  today. 

It  seemed  to  me  that  the  four  papers  were  on  the 
quality  of  American  life.  Thus  we  see  mental 
health  problems  discussed  in  a remarkably  changed 
vocabulary  with  a different  sense  of  priorities  and 
of  direction  with  involvement  of  a different  range 
of  people  and  talent  with  a redefinition  involved 
of  our  total  national  purpose.  There  was  a rather 
remarkable  confluence  of  concern  among  the  four 
papers  in  spite  of  their  several  perspectives  or  even 
because  of  the  illumination  that  occurs  when  you 
look  at  a problem  from  different  vantage  points. 

We  had  the  global  view  presented  by  a deeply 
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concerned  and  highly  creative  man,  Leonard  Duhl, 
whose  perspectives  were  made  authentic  by  their 
convincing  grasp  of  detail. 

If  the  author  of  the  second  paper  must  be  said 
to  have  a worm’s  eye  view  of  the  situation,  we  have 
a comment  on  his  remarkably  developed  cerebral 
cortex,  his  enormous  experience  in  the  field  of 
mental  health,  his  felicitous  use  of  the  English 
language,  and  his  20-20  vision. 

Doctor  Bateman  gave  us,  appropriately  from 
West  \’irginia,  a mountaintop  experience  in  her 
concern  for  defining  the  mental  health  problem 
today  in  her  simple  and  sensitive  way,  took  us  to 
where  people  liv'e,  and  made  come  to  life  the  prob- 
lems defined  in  the  more  general  terms  by  Duhl 
and  Black. 

.\nd  then  Alexander  Allen  brought  a sort  of  new 
perspective  as  a member  of  a very  important  seg- 
ment of  our  society,  but  also  I was  struck  by,  and 
gained  perhaps  even  more  from,  the  perspective 
that  he  brings  to  crucial,  urgent,  vital  problems  by 
putting  them  into  historical  and  philosophical  and 
literary  perspective. 

Your  Governor  provided  a perfect  introduction 
to  the  papers.  His  emphasis  on  the  contrapuntal 
character  of  the  mental  health  effort  in  the  public 
and  private  sectors  certainly  augurs  well  for  prog- 
ress in  Rhode  Island.  How  could  one  ask  for  a 
more  explicit  challenge?  It  seems  to  me  governors 
(Continued  on  next  page! 
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seldom  dare  talk  so  bluntly.  The  Commission  on 
Human  Resources  of  your  General  Assembly  has 
singled  out  mental  health  as  a field  most  in  need 
of  attention,  and  the  Governor  has  today  promised 
a report  in  February  of  1970 — 9 months  from  now 
— in  which  his  recommendations  in  this  important 
area  will  be  placed  before  the  Assembly. 

Duhl  says  that  there  are  times  in  human  affairs 
when  you  can't  solve  a problem  in  the  way  in 
which  you're  trying  to  solve  it.  It  first  has  to  be 
redefined  in  order  to  get  a solution.  Much  of  what 
Duhl  was  saying  today  had  to  do  with  calling  for  a 
redefinition  of  the  problem  of  mental  health.  Defi- 
nitions have  inexorable  consequences;  the  vocabu- 
lary you  use,  the  wa\-  you  define  a problem, 
determines  in  large  measure  what  follows,  dic- 
tating strategies,  manpower,  qualifications  of 
personnel,  levels  of  investment  required,  and  cri- 
teria for  evaluating  outcome  for  determining  suc- 
cess and  failure.  Duhl’s  talk  was  actually  on  a 
very  strange  subject  if  you  think  about  it.  If  you 
go  back  and  listen  to  it  all,  the  sentences  and  the 
vocabulary  simply  could  not  have  been  used  in 
this  context  10  years  ago.  What  in  the  world  do 
the  things  he  mentions  have  to  do  with  mental 
health;  turfs,  terrains,  enclaves,  districts,  author- 
ities, and  the  ecology  of  games?  What  do  all  these 
strange  words  mean?  You  know  there  was  no  men- 
tion today  of  such  terms  as  neurosis,  psychosis, 
and  behavior  disorders,  and  mention  perhaps  once 
or  twice  of  psychodiagnosis  or  psychotherapy.  I 
commend  all  the  speakers  for  avoiding  the  new 
phrase:  “Catchment  Area.’’  What  DuhFs  paper 
requires  is  a reconceptualization  of  what  we  mean 
when  we  talk  about  mental  illness  and  health.  What 
we  need  is  not  definitions  that  are  true,  but  defini- 
tions that  are  useful.  But  since  we  acquire  certain 
habits  of  using  words,  we  believe  that  the  current 
definition  is  the  true  definition,  so  we  tend  to  seek 
to  preserve  that  particular  definition  for  all  time  as 
being  the  closest  approximation  to  truth  that  we 
may  have.  It  is  difficult  to  reconcile  Duhl’s  com- 
ments or  the  comments  of  others  with  viewing  the 
problem  as  one  of  mental  illness.  .A  proper  illness, 
any  self-respecting  illness,  resides  inside  the  body 
of  the  individual,  and  nothing  that  anyone  said 
today  laid  any  great  stress  upon  that  aspect  of 
the  problem.  It  was  probably  a great  step  forward. 
There  was  a time  when  that  definition  had  great 
utility,  and  thus  it  was  very  truthful  to  say  just 
that.  But  perhaps  another  modification  of  defi- 
nition may  now  be  required.  Mental  illness  can  no 


longer  be  defined  as  the  private  misery  of  an  in- 
dividual, or  of  an  individual  and  his  family.  It  is 
a symptom,  if  I hear  these  people  rightly,  of 
breakdown  of  community. 

Let  me  speak  briefly  about  the  definition  stra- 
tegy in  the  area  of  the  disturbed  child,  where  I 
work  a bit  more  comfortably.  There  was  a time 
when  the  definition  of  a so-called  disturbed  child 
was  that  he  was  a bad  child.  That’s  probably  a 
pretty  good  way  of  thinking  about  problems  of 
children  at  one  time  or  another,  certainly  more 
useful  than  some.  Then  we  decided  that  the  distur- 
bed child  could  appropriately  be  called  sick,  and 
that  was  quite  useful.  It  gave  us  different  strate- 
gies. It  brought  different  perspectives  to  the  prob- 
lem. It  enlisted  new  sources  of  manpower.  It  intro- 
duced the  concept  of  professional  standards,  and  it 
was  an  extremely  valuable,  useful,  or  truthful  way 
of  describing  the  child.  Then  about  6 or  8 years 
ago,  in  trying  to  get  Project  Re-Ad  started  in 
Nashville,  we  knew  we  would  use  non-medical 
personnel.  In  employing  some  of  the  kinds  of 
persons  that  Doctor  Bateman  spoke  about,  we 
were  obliged  to  have  a vocabulary  with  which  they 
were  comfortable  and  which  seemed  appropriate 
in  our  discussions  around  the  table.  So  we  began 
to  talk  with  a new  set  of  definitions  about  the 
disturbed  child.  We  said  that  he  had  learned  bad 
habits  and  had  learned  inappropriate  ways  of  con- 
struing his  world,  of  defining  his  world,  defining 
himself.  He  had  learned  nonadaptive  ways  of  be- 
having. I think  that  was  useful  and  true,  and  it 
moved  us  forward.  We  have  in  the  last  couple  of 
years,  however,  come  to  yet  another  definition,  a 
definition  very  consonant  with  the  points  of  view 
presented  by  the  panelists  today,  which  is  that  the 
disturbed  child  is  a manifestation  of  the  break- 
down of  a small  social  system.  That  sounds  rather 
odd.  But  one  must  define  the  problem  of  the  dis- 
turbed child  as  including  help  not  only  to  the 
child  himself  but  also  to  his  family,  his  school, 
his  neighborhood,  and  all  of  the  institutions  and 
persons  that  are  normally  involved  in  aiding  chil- 
dren to  grow  up  with  the  greatest  fulfillment  of 
themselves.  Then  the  problem  of  the  disturbed 
child  might  be  well  defined  as  having  only  partly 
to  do  with  the  child  but  more  predominantly  with 
the  breakdown  of  the  ecological  system  that  is  de- 
fined by  the  child.  Now  this  is  rather  awkward  to 
discuss.  It  doesn’t  fall  easily  upon  the  ear!  but  if 
you  take  it  seriously,  you  adopt  quite  different 
strategies  for  handling  mental  health  problems. 
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The  problem  is  not  to  cure  the  child.  The  problem 
is  to  help  a small  social  system  work  in  a more 
adequate  fashion. 

Now  it  is  very  important  that  we  not  misinter- 
pret Duhl’s  words  but  rather  try  to  grasp  his 
whole  concept.  He  is  not  referring  to  urban  con- 
ditions as  a source  of  stress  that  produces  mental 
disorders  that  are  then  to  be  repaired  by  certain 
specialized  institutions  in  society,  such  as  mental 
health  clinics,  hospitals,  and  so  on.  He  is  speaking 
more  directly  about  potential  for  human  develop- 
ment and  for  human  disaster  and  is  saying  that 
mental  disorder  is  a breakdown  in  the  community. 
He  defines  the  task,  not  in  terms  of  cure,  but  in 
terms  of  the  achievement  of  individual,  institu- 
tional, and  social  competence  of  the  broader  social 
community.  He  asked  for  (and  I believe  just  about 
every  speaker  referred  to  this  point)  a change  in 
the  way  decisions  are  made.  Perhaps  this  is  the 
significance  of  revolution  on  the  college  campuses 
and  in  the  city  streets  in  America. 

One  thing  about  Leonard  Uuhl’s  talk  bothered 
me,  and  I wish  he  were  here  so  that  he  could  re- 
spond to  this.  I refer  to  his  suggestion  about  the 
urban  clinician.  His  level  of  competence  is  certain- 
ly required.  Persons  who  have  a deep  understand- 
ing of  social  systems,  as  well  as  an  understanding 
of  themselves  in  relationship  to  these  systems  and 
strategies  of  change,  are  very  important.  But  we 
must  take  another  step,  if  we  are  to  define  mental 
health  in  the  kind  of  community  terms,  or  sense 
of  community,  that  has  been  suggested,  we  must 
worry  very  much  about  the  locus  of  responsibility 
for  effecting  change.  Classically  it  is  the  respon- 
sibility of  the  clinician  to  face  the  problems  of  the 
patient  who  seeks  his  assistance.  I suspect  that  the 
role  of  external  experts  is  not  likely  to  be  warmly 
welcomed  by  many  who  are  concerned  about  the 
quality  of  our  national  life  and  see  themselves  as 
major  participants  in  the  definition  of  its  purposes 
and  in  the  means  by  which  goals  are  to  be  achieved. 

.^s  Mr.  Black  says,  in  this  game  producer  and 
consumer  are  one.  They  can’t  be  set  apart.  Bertram 
Black  from  his  rich  experience  talked  about  how 
to  deliver  health  services.  He  pointed  out  that  the 
producer  in  this  system  of  services  is  often  a con- 
sumer as  well  and  that  the  roles  switch  back  and 
forth.  He  gave  us  two  profoundly  moving  vignettes 
of  his  early  experiences  that  attest  to  both  the 
changes  that  have  occurred  and  the  durability  of 
the  difficulties  that  we  encounter.  He  pointed  out 
the  disjunction  that  occurs  between  the  delivery 


of  what  we  are  trying  to  give  people  and  the  re- 
ception of  what  people  feel  they  need  or  feel  is 
being  delivered  to  them. 

A very  crucial  problem,  one  that  has  struck  me 
over  the  years,  has  not  been  nearly  enough  in  the 
forefront  of  the  thinking  of  those  of  us  who  con- 
cern themselves  directly  with  mental  health.  We 
have  two  sources  of  conllict  relating  to  what  the 
providers  want  to  provide  and  what  are  expressed 
desires  of  the  consumer.  IMr.  Black  and  others  have 
said  that  the  people  themselves  do  have  a right 
to  participate  in  the  making  of  these  choices.  And 
he  pointed  out  very  appropriately  that  the  ground 
rules  for  the  development  of  sanctions,  without 
which  no  society  can  endure,  are  changing.  This  is 
a major  source  of  concern  in  all  of  our  established 
institutions,  whether  they  be  the  mental  health  or 
the  political  establishments.  Mr.  Black  was  care- 
ful not  to  slip  up  by  giving  full  endorsement  to  the 
concept  of  participatory  democracy.  Having  had 
enough  experience  to  have  some  reservations  about 
the  probability  of  its  being  generally  effective,  he 
wanted  to  tell  the  story  realistically.  We  must 
have  sanctioning  bodies  of  the  kind  we  now  have, 
but  the  boards  must  stay  ahead  of  the  game  in  an- 
ticipating what  the  people  really  need.  Mr.  Black 
seems  to  be  pointing  out  to  us  that  a community 
always  exists  on  the  basis  of  differentiated  roles, 
and  that  the  more  effective  community  is  likely 
to  be  one  where  roles  are  well  delineated.  A^ou 
must  also  have  a second  part  appropriate  to  the 
ends  that  people  are  trying  to  achieve.  Both  of 
these  are  important.  We  are  clearly  in  a period 
when  role  differentiation  is  being  challenged,  when 
it  is  quite  murky  and  fuzzed  up  a great  deal,  some- 
times deliberately,  to  the  point  that  it  eludes  the 
abilities  of  most  of  us  to  analyze  it.  I should  like 
to  ask  Bertram  Black,  however,  to  comment  on 
how  he  really  knows  what  people  need.  That  to 
me  is  a great  problem.  1 suspect  that  there  may 
well  be  a difference  in  the  mental  health  field 
which  we  have  chosen  to  defiine  in  America  for 
better  or  far  worse  as  having  to  do  with  the  quality 
of  the  lives  we  lead.  It  may  well  be  that  in  a do- 
main like  that  the  recipient  of  services  must  per- 
force be  the  world’s  leading  authority  on  what  he 
needs. 

Doctor  Bateman  gave  us  a beautiful  metaphor 
for  defining  the  human  condition  wherever  it  oc- 
curs, alienation  and  isolation  equally  present  and 
equally  disastrous  whether  in  a valley  in  West 
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X’irginia,  in  a slum,  or  in  a penthouse.  I thought, 
as  Doctor  Bateman  spoke,  about  how  little  of  our 
national  resources  we  invest  in  people.  Somehow 
things  are  truly  out  of  joint  when  we  make  such  a 
meager  investment.  That  seems  clearer  in  West 
\’irginia;  but  the  problem  is  no  more  acute  there 
than  it  is  in  New  York  City,  or  in  Boston,  or  in 
many  other  of  our  urban  areas  where  there  are 
great  manpower  shortages.  It  is  hard  to  believe, 
but  it’s  true.  There  are  mountains  there  too  that 
people  have  to  go  around  in  order  to  get  to  a 
competent  person. 

The  concept  of  outreach  may  well  be  one  of  the 
major  new  concepts  emphasized  in  mental  health 
programs.  I found  her  statement  familiar  that  in 
her  first  attempt  to  look  to  the  community  for  a 
setting  in  which  individuals  could  define  their 
being,  she  could  not  continue  it  longer  than  six 
months  simply  because  of  the  lack  of  money  and 
the  ever-present  professional  presbyopia.  A second 
trend  that  seems  to  be  very  imaginative  is  the 
creative  use  of  untrained  persons,  so-called  un- 
trained, except  that  they  often  have  very  valuable 
training  which  doesn’t  happen  to  come  from  pro- 
fessional schools.  Her  program  involving  the  386 
\’ista  \'olunteers  clearly  demonstrated  that  these 
persons  can  deliver  valuable,  sensitive  services  to 
individuals  and  to  their  families.  What  was  more 
exciting  was  the  encouragement  these  people  re- 
ceived to  become  involved  and  assume  full  mem- 
bership in  their  community.  In  this  endeavor  we 
must  somehow  find  longer  ranged  solutions  to  these 
critical  problems.  I found  poignant  the  statement 
of  her  volunteer,  ‘‘But  this  isn’t  mental  health.” 
Everyone  in  today’s  discussion  has  been  saying 
that  this  is  precisely  mental  health.  I would  chide 
Mildred  Bateman  for  calling  this  preventive  ser- 
vice. It  does  not  prevent  anything.  It  is  helping 
people  fulfill  themselves  in  a very  reasonable  and 
natural  way;  so  it  doesn’t  bother  me  that  the  Vista 
\'olunteer  doesn’t  diagnose  and  doesn’t  treat.  We 
often  engage  in  much  diagnositc  ritual  that  has 
very  little  relationship  to  what  happens  thereafter. 
So  it’s  purpose  is  largely  to  keep  psychologists  and 
other  persons  employed. 

There  is  one  thing  that  Doctor  Bateman  might 
have  said  which  I don’t  think  she  explicity  stated. 
She  exemplified  in  her  own  experience  the  use  of 
\'ista  Volunteers  and  other  para-professionals.  This 
approval  requires  a redefinition  of  the  appropriate 
role  of  the  mental  health  sp)ecialists,  such  as  psy- 
chiatrists. psychologists,  psychiatric  nurses,  and 


psychiatric  social  workers,  so  that  they  may  learn  to 
develop  skills  and  concepts  essential  for  working 
through  other  people.  This  is  required  by  the 
manpower  problems  of  the  past  15  years  which 
make  certain  that  we  shall  not  solve  the  problem 
in  the  way  we  have  been  trying  to  solve  it.  Some- 
how we  must  find  ways  to  multiply  our  scarce 
talent  by  a very  substantial  factor,  as  was  done  in 
the  West  \drginia  program.  I felt  as  I listened  to 
Doctor  Bateman  that  her  City  of  the  Future  must 
be  invented  by  us  all  and  by  our  fellow'  citizens. 

Mr.  .Mien,  I think,  was  helped  enormously  by 
the  broader  context  in  which  he  presented  our  im- 
mediate urgent  problems,  by  the  sense  of  time,  the 
meaning  of  the  past,  the  opportunity  of  tomorrow, 
the  perspective  of  history,  and  the  illumination  of 
affect  and  intelligence  that  comes  from  literature. 
The  notion  that  the  city  is  failing  in  its  historic 
task  of  upgrading  the  competence  of  people  w'as 
something  that  Duhl  said  in  a very  different  con- 
te.xt.  He  started  from  the  institutional  aspect  while 
Mr.  .Mien  started  with  the  individual.  They  came 
out,  of  course,  with  the  same  sense  of  inadequacy 
and  requirement  for  change.  The  destruction  of 
culture  can  be  redefined  as  the  destruction  of  com- 
munity; and  the  need  for  the  development  of  a 
culture  that  recognizes  diversity,  pluralism,  and 
unity  is  the  very  moving  challenge  that  he  presents 
to  us.  Mr.  .Mien  in  talking  e.xplicity  about 
the  problem  of  the  black  American  talks  about  the 
problem  of  all  .Mnerica.  Certainly  a central  problem 
in  the  nation  is  our  predilection  for  solving  prob- 
lems by  force,  internationally  and  locally.  The  par- 
ticular statement  which  remarkably  reiterates  the 
theme  of  the  day  e.xpresses  the  need  to  restore  in 
full  sense,  in  full  measure,  the  sense  of  community. 
Finally,  ^Ir.  .\llen  picked  up  a theme  that  had 
been  stated  earlier,  one  that  is  quite  consonant 
w’ith  the  waj^  mental  health  programs  must  advance. 
He  stated  somewhat  as  follow's:  “It’s  a therapy  for 
the  damage  that  has  been  done  to  participate,  to 
engage  in  the  seeking  of  solutions.”  That  means 
oneself,  and  not  someone  else.  This  rejects  the  pas- 
sive role,  the  role  of  being  administered  to,  no 
matter  what  the  context  in  w'hich  that  might  oc- 
cur; but  it  would  redefine  the  role  of  the  patient 
as  the  captain  of  his  owm  destiny — today,  now, 
not  after  he  gets  well,  but  right  now.  Don’t  give 
me  anything;  open  the  door,  and  I will  get  it 
myself. 

This  is  w'hat  young  people  say  to  me  when  I 
(Continued  on  Page  289) 
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DEFECTIVE 

In  the  last  ten  years  or  so  there  has  been  an 
increasing  interest  in  birth  defects.  We  are  learn- 
ing how  to  identify  and  classify  them,  we  are  mak- 
ing progress  in  treatment  and  parental  counseling, 
and  perhaps  we  shall  find  some  methods  of  pre- 
vention in  the  future.  This  study  is  becoming  a 
new  sub-specialty  in  Pediatrics  and  presents  a 
great  scientific  challenge. 

In  our  scientific  zeal  it  is  possible  that  we  may 
be  keeping  some  of  these  defectives  alive  too  long. 
Xo  one  will  want  to  go  back  to  the  Spartan  method 
of  killing  deformed  babies  or  to  cause  death  by 
any  means.  But  that  is  not  the  same  as  allowing  a 
hopeless  baby  to  die.  If  there  is  even  a slight  chance 
of  the  child  living  anything  like  a normal  life. 


A MITE  OF  DUST, 

It’s  not  the  dust,  but  the  mites  in  it  that  make 
house  dust  one  of  the  most  common  allergens  to 
plague  the  hypersensitive  patient.  Relief  has  been 
brought  to  many  a sufferer  by  desensitization  with 
e.xtracts  of  house  dust,  collected  by  vacuum  clean- 
ers and  extracted.  Now  it  has  been  shown  that  the 
allergenic  component  of  this  dust  is  due  to  the 
proteins  of  the  mite  of  the  genus  Dermal ophagoides. 
There  are  several  other  families  of  mites,  all  ubi- 
quitous; in  addition  to  the  European  and  the  .Amer- 
ican house  dust  mites,  there  are  the  harvest,  chick- 
en, cheese,  hair  follicle,  and  itch  mites,  probably  all 
antigenic.  G.  W.  Wharton,  in  a recent  article  in 
Science,  has  clarified  the  problem  and  shown  con- 
clusively that  house  dust  is  loaded  with  mites;  the 
effectiveness  of  house  dust  extracts  depends  entirely 
on  the  concentration  of  mites  in  the  dust  from 
which  it  is  made.  In  fact,  using  a known  sensitive 


CHILDREN 

every  effort  should  be  made  to  preserve  it.  If  there 
is  no  such  chance  and  the  child  will  always  be  a 
care  and  burden  or  an  unhappy  misfit,  it  is  prob- 
ably better  that  he  die  early  in  life  than  later.  It 
may  be  that  our  duty  consists  only  in  providing  for 
the  baby’s  comfort  without  resorting  to  antibiotics, 
gastrostomy,  and  intravenous  therapy. 

Parents,  after  all,  should  have  the  final  say,  but 
the  physician  should  present  all  the  facts  and 
give  the  best  advice  possible.  In  cases  of  doubt  he 
should  seek  consultation  to  divide  the  responsibil- 
ity. 

This  may  be  a controversial  subject,  but  it  needs 
airing  and  discussion. 

H.  G.  Calder,  M.D. 


OR  VICE  VERSA 

individual,  only  those  dusts  which  contain  an  ade- 
quate concentration  of  mites  will  produce  a typical 
skin  reaction.  Sixty-one  per  cent  of  commercially 
available  extracts  contain  effective  amounts,  but 
surprisingly  thirty-nine  per  cent  do  not  produce  a 
skin  reaction  and,  one  may  conclude,  are  ineffective 
for  hyposensitization.  Some  of  the  failures  to  de- 
sensitize patients  with  house  dust  may  be  attribu- 
ted to  the  “purity”  of  the  extract.  Wharton  sug- 
gests that  all  house  dust  extracts  used  be  biolog- 
ically tested  for  their  capacity  to  produce  the 
typical  positive  skin  reaction  in  an  individual 
known  to  be  sensitive  to  house  dust. 

Now  that  a clearer  and  more  rational  explanation 
for  the  use  of  house  dust  extracts  is  offered,  the 
production  of  better  and  more  specific  extracts 
containing  known  mite  types  and  concentration 
should  be  possible. 


$ 


EDITOKI.ALS 


275 


Drugs,  Drunken  Driving,  the  Delivery  of 
Medical  Care,  the  High  Cost  of  Hospitalization 


Medical  Society  President  Revietvs  Cur- 
rent Issues  Of  Vital  Concern  To  Com- 
munity 


By  Stanley  D.  Simon,  M.D, 


Winston  Churchill  once  said  that  as  a man  gets 
older,  he  develops  presbyopia,  or  far-sightedness. 
Therefore,  he  said,  “Those  who  can  look  farthest 
back  can  also  look  farthest  ahead.” 

It  is  difficult  to  state  what  are  the  most  urgent 
])roblems  that  face  the  Rhode  Island  physician. 
Some  appear  to  require  the  far-sightedness  that  age 
and  experience  can  offer,  while  others  have  quickly 
blackened  our  horizons  with  the  rapidity  of  a 
summer  storm. 

1 should  therefore  like  to  talk  with  you  today 
about  four  of  the  problems  that  have  troubled  me 
this  past  year — drugs,  drunken  driving,  the  de- 
livery of  medical  care,  and  the  high  cost  of  hos- 
pitalization. 

DRUGS 

1 am  not  going  to  belabor  you  with  figures,  but 
Doctor  Stanley  Yolles,  head  of  the  National  In- 
stitute of  Mental  Health,  testified  before  Congress, 
“A  conservative  estimate  of  persons  in  the  United 
States,  both  juvenile  and  adult,  who  have  used 
marijuana  at  least  once,  is  about  8 million,  and 
may  go  as  high  as  12  million  people.  Can  you 
imagine  what  would  happen  to  law  enforcement 

ST.AXLEY  D.  SIMON,  IM.D.,  President  of  the 
Rhode  Island  Medical  Society,  1969-1970. 

Presidential  .\ddress  delivered  at  the  159th  An- 
nual Scientific  .Assembly  of  the  Rhode  Island 
Medical  Society,  at  Providence  College,  .April  4, 
1970. 


and  the  correction  system  if  each  of  those  12  mil- 
lion people  had  been  caught  by  a policeman  when 
making  his  first  marijuana  cigarette?  It  is  time  to 
change  from  a prosecution  to  a public  approach 
when  dealing  with  drug  abuse,  and  especially  in 
cooling  the  marijuana  problem.”  .According  to 
Weldon  H.  Smith,  Coordinator  of  Narcotics  Pro- 
grams for  the  California  Department  of  Correct- 
ion, “Growing  evidence  in  polls,  research  studies, 
and  independent  surveys,  conducted  by  schools, 
colleges,  and  universities,  indicates  that  experi- 
mentation with  the  chronic  use  of  marijuana  per- 
vades almost  every  sector  of  our  society  that  con- 
tains the  age  group  of  14  to  30.” 

The  evidence  also  indicates  that  most  of  these 
individuals  are  functioning  persons  in  high  schools, 
where  they  are  often  school  leaders,  members  of 
the  football  team,  and  academic  achievers.  They 
are  in  colleges,  in  graduate  schools;  they  are  among 
the  young  employed — including  the  professions;  in 
other  words,  individuals  who  represent  the  strong- 
est elements  in  terms  of  their  potential  contribu- 
tions to  our  society.  The  marijuana  user  in  the 
main  is  not  a sociopath,  a mentally  disturbed  per- 
son, a person  with  disabling  jiersonal  conflicts,  or 
even  one  physically  disabled  by  the  use  of  mari- 
juana, as  reflected  by  the  lack  of  any  clinical 
cases  to  be  reported  from  the  many  who  seek  help 
in  medical  clinics  suffering  di.sablements  from  other 
forms  of  drug  abuse.  Under  Federal  Law,  any 
po.ssession  of  marijuana  and  narcotic  drugs  is  a 
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felony.  This  type  of  law  demands  that  the  judge 
sentence  the  guilty  individual,  often  regardless  of 
whether  he  is  a first  offender,  to  a prescribed  term 
in  prison.  The  judge  may  not,  under  the  law  on 
the  books,  shorten  the  sentence,  which  can  be  from 
2-10  years  for  the  first  offense.  He  may  not  take 
into  account  extenuating  circumstances.  He  may 
not  suspend  the  sentence.  He  may  not  allow  pro- 
bation. Prison  officials  are  prevented  from  paroling 
the  individuals. 

‘‘This  type  of  law  angers  us  as  Doctors,”  states 
Doctor  Yolles,  “because  it  should  not  apply  to 
people  who  are  sick.  It  destroys  hope  on  the  part  of 
the  person  sentenced — hope  for  help,  hope  for 
starting  a fresh  life.  It  is  totally  contradictory  to 
the  whole  concept  of  medicine.  A prison  experience 
is  often  psychologically  shattering.  A young  person 
is  exposed  to  sexual  assault.  He  may  for  the  first 
time  in  his  life  learn  criminal  ways.  Such  manda- 
tory sentences  destroy  the  prospect  of  rehabilita- 
tion. As  a result  we  have  in  our  prisons  and  fed- 
eral hospitals,  such  as  Lexington,  many  young 
people  serving  irrationally  long  sentences,  some 
up  to  20  years.  In  no  other  field  has  there  been 
such  a punitive  approach.  And  let  us  not  forget 
that  this  is  an  illness  mainly  of  young  people — 
the  very  age  group  with  the  highest  potentials  for 
rehabilitation  and  cure.”  Doctor  Yolles  has  testi- 
fied that  he  does  not  favor  legalization  at  this  time. 
He  states,  “Our  studies  of  the  problem  are  not 
all  in  yet  on  marijuana.  It  will  take  perhaps  an- 
other two  years  to  complete.  In  fact  it  is  only  in 
the  past  two  years  that  a National  Institute  of 
Mental  Health  grantee  in  Israel  has  synthesized  the 
active  principle  of  marijuana.  Now  we  can  do  the 
studies  ba.sed  on  his  findings.  All  we  had  before 
his  research  was  old  dried-up  marijuana  that  had 
been  confiscated  by  the  Bureau  of  Narcotics.  So 
that  all  I can  tell  you  is  this.  If  I were  to  find 
tomorrow  that  20  per  cent  of  society  was  in  dan- 
ger of  becoming  psychotic,  if  they  used  this  drug, 
I would  be  very  definitely  against  legalization,  but 
if  we  find  from  our  studies  that  under  1 per  cent, 
say,  were  in  such  danger,  then  we  have  a different 
order  of  magnitude  of  risk  to  the  general  public, 
and  then  I would  recommend  that  the  substance  be 
legalized.  There  would  be  no  purpose  in  having 
it  proscribed.” 

What  of  the  higher  drugs,  like  heroin?  iMany 
judges  and  doctors  and  lay  experts  are  also  for 
legalization  of  such  addictive  drugs  in  the  treatment 
of  addicts.  Doctor  Mark  Tarail,  the  administrative 
director  of  the  Maimonides  iMental  Health  Center 


in  Brooklyn,  a center  created  with  National  In- 
stitute of  Mental  Health  support,  says,  “I  am  for 
such  legalization.  I want  to  take  the  syndicate  out 
of  business — drive  out  the  profit  and  the  crime — 
and  make  this  a medical  problem,  giving  doctors 
the  right  to  use  their  medical  judgment,  prescrib- 
ing addictive  drugs  like  heroin  or  substitutes  in  the 
treatment  of  an  addict.  Then  immediately  it  would 
solve  one  social  problem,  mainly  crime,  violence 
and  tremendous  profits  for  the  syndicate.”  As  a 
physician  who  has  learned  that  it  is  essential  to 
establish  a diagnosis  properly  to  treat  illness,  I 
have  also  learned  that  there  is  no  simple  approach 
to  this  problem  that  is  threatening  to  overwhelm 
our  entire  society. 

We  are  dealing  with  a very  sick  society.  Drastic 
therapy  is  called  for.  Those  of  us  who  are  groping 
for  answers — parents,  teachers,  doctors,  judges  and 
lawmakers — should  sit  together  and  plan  an  imme- 
diate attack  in  Rhode  Island.  The  number  of  deaths 
of  our  teenagers  due  to  drug  use  is  rising  daily.  I 
would  recommend  that  the  Governor  establish  an 
ad  hoc  committee  with  the  representatives  of  the 
group  mentioned  above  to  come  to  grips  with  our 
immediate  problem,  as  well  as  with  the  significant 
question  to  why  our  young  are  turning  to  drugs. 

DRUNKEN  DRIVING 

Concerning  drunken  driving,  American  Medical 
Association  President,  Doctor  Gerald  Dorman,  in 
his  address  to  the  House  of  Delegates  in  November, 
1969,  stated  that  “sometimes  solutions  to  medical 
problems  are  surprisingly  simple.  Imagine,  for 
example,  what  a medical  burden  would  be  lifted 
from  the  shoulders  of  physicians  in  this  country 
simply  took  a page  from  the  experiences  of  some 
European  countries  and  eliminated  the  problem  of 
drunk  drivers.  It  would  go  a long  way  toward  re- 
ducing the  carnage  on  our  highways — the  shattered 
victims  who  ultimately  become  a medical  problem.” 

The  law  in  Rhode  Island  is  good  on  paper,  but 
poor  in  performance,  as  it  is  in  most  of  the  states. 
I would  therefore  recommend  to  the  Governor  and 
the  Legislature  that  every  driver  of  a vehicle  in- 
volved in  an  automobile  accident,  whether  or  not 
personal  injury  is  involved,  be  taken  to  the  nearest 
hospital  where  blood  tests  would  be  performed  to 
determine  the  volume  of  alcohol  in  his  or  her 
blood  stream.  Top  police  officials  have  advised  me 
that  this  would  probably  stop  drunk  driving  in  its 
tracks.  ^landatory  suspension  of  the  driver’s  licen- 
se. if  the  blood  alcohol  level  is  significant  accord- 
(Continucd  on  next  page) 
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ing  to  State  standards,  would  greatly  reduce  the 
slaughter  on  our  highways.  I am  fully  aware  that 
hospitals  have  been  unwilling  to  involve  themselves, 
but  I believe  that  this  is  a service  that  must  be 
carried  out  as  a public  health  measure. 

HEALTH  CARE  DELIVERY 

With  regard  to  health  care  delivery,  which  is  the 
subject  of  our  panel  today,  our  State  is  uniquely 
suited  to  study  the  effect  of  different  forms  of 
health  care  and  delivery.  We  have  approximately 
80,000  people  on  the  welfare  rolls  of  the  State. 
Data  have  been  collected  for  years  as  to  census 
tracks,  number  of  office  visits,  prescriptions,  disea- 
ses, and  many  other  items.  I am  of  the  opinion 
that  “clinic”  medicine  is  not  what  the  people  want, 
nor  is  it  the  best  type  of  medicine  that  the  Rhode 
Lsland  physician  can  offer.  I believe  that  quality 
care,  at  lower  cost  to  the  State  of  Rhode  Island 
and  each  taxpayer  (this  means  all  of  us),  can  be 
achieved  if  we  coordinate  the  efforts  of  the  Welfare 
Department  with  the  Rhode  Island  Medical  So- 
ciety. We  have  already  established  peer  review  at 
the  county  level,  and  it  is  functioning.  We  can 
guarantee  protection  against  overutilization,  un- 
necessary drugs  and  treatment,  and  duplication  of 
physician  visits  by  patients.  I can  envision  a direct 
line  to  the  medical  office  of  the  Welfare  Depart- 
ment where  data  including  all  diagnoses,  medica- 
tions, and  reactions  is  presently  readily  accessible. 
If  the  Rhode  Island  phj^sician  were  paid  his  usual 
and  customary  charge,  he  would  treat  the  person 
on  welfare  as  a private  patient.  clinic  visit  at  the 
present  time  at  any  hospital  in  Rhode  Island  may 
cost  from  2-3  times  what  is  being  paid  to  the  Rhode 
Island  doctor  at  today's  going  rate.  I have  listened 
to  Doctor  Gerald  Harrington  of  California  and  I 
am  convinced  that  we  can  duplicate  his  program  in 
this  State.  His  approach  to  the  handling  of  the 
Medicaid  problem  is  one  which  warrants  our  earn- 
est study. 

Our  Health,  Education  and  Welfare  systems  are 
all  targets  of  daily  criticism.  The  problems  of  each 
system  are  intimately  interwoven,  but  certainly 
education  is  the  basic  issue.  One  of  our  greatest 
problems  is  the  challenge  of  Poverty  to  our  Afflu- 
ent Society.  Simply  giving  the  poor  a guaranteed 
income  is  not  the  whole  answer.  Our  educational 
system  is  being  challenged  as  to  its  relevance  to 
the  problems  of  the  day.  We  are  concerned  with 
the  health  of  our  children,  but  we  are  failing  in 
the  Ghetto  School  and  in  the  posh  suburbs  such 
as  Barrington,  Shaker  Heights,  and  Xewton.  The 


incidence  of  drug  use  and  dropouts  from  society  is 
rising  in  all  areas  of  our  society. 

Infant  mortality  is  high  in  our  ghetto  area  just 
as  it  is  in  Boston,  Chicago,  Xew  York,  or  any  other 
large  city.  Our  largest  hospital  is  smack  in  the 
center  of  the  census  track  of  highest  infant  mor- 
tality. The  pre-natal  situation  is  poor  because  the 
people  are  uneducated  to  the  value  of  the  service. 
If  they  know  they  need  it,  they  won’t  get  to  it; 
and  if  they  do  get  there  it  takes  so  darn  long,  and 
it  is  at  such  odd  hours  for  most  of  them,  that  if 
they  have  jobs  they  ma\?  lose  them. 

As  doctors,  we  must  be  concerned  with  more 
than  treating  symptoms.  Improving  the  education 
of  our  city  and  state  is  a must,  and  we  should  get 
involved. 

In  1935,  the  Mott  Program  of  the  Flint,  Michi- 
gan Board  of  Education  was  born.  The  depression 
was  taking  its  slow  toll  of  morale  and  morality; 
crime  was  on  the  upswing;  and  children  were  in- 
volved. (Familiar  words  today).  Thirty-five  years 
later  this  program  provides  a system  of  community 
education  for  all  ages,  utilizing  the  existing  facil- 
ities of  the  public  schools.  Shops,  classrooms,  pools, 
gymnasiums,  and  equipment  are  made  available 
to  the  entire  city  without  the  cost  of  providing 
new  buildings.  Moreover,  there  is  a school  within 
walking  distance  of  ever\’  man,  woman,  and  child, 
conv'eniently  located  to  attract  the  entire  commun- 
it\'  to  its  varied  programs  of  education,  recreation, 
and  cultural  enrichment.  Open  summer  and  winter, 
5 evenings  a week  and  on  Saturday,  Flint’s  com- 
munity schools  serve  the  needs  of  90,000  children 
and  adults  each  j-ear. 

“World  peace  and  understanding  among  men 
must  begin  in  men’s  hearts;  neighbor  must  under- 
stand neighbor,  and  people  must  learn  to  live  to- 
gether in  neighborhoods  and  cities  before  nations 
can  understand  nations  and  a world  can  live  in 
peace.  To  this  end,  people  must  be  provided  the 
opportunity  at  a grass  roots  level  to  learn  to  under- 
stand one  another’s  problems,  to  work  together  and 
to  find  the  means  to  improve  themselves  and  their 
cities.”  (The  Mott  Foundation) 

Fortune  magazine  states  that  American  medicine, 
the  pride  of  the  nation  for  many  years  stands  on 
the  brink  of  chaos.  In  the  words  of  HEW  Secretary 
Robert  Finch  and  Assistant  Secretarj-^  Doctor 
Roger  O.  Egeberg,  “This  nation  is  faced  with  a 
breakdown  in  delivery  of  health  care  unless  imme- 
diate concerted  action  is  taken  by  the  government 
and  the  private  sector.”  To  be  effective  the  con- 
certed action  will  have  to  make  fundamental  chang- 
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es  in  the  nature  of  the  system.  Doctors  will  have 
to  reform  their  ancient  ways,  hospitals  will  have 
to  be  more  rationally  managed  and  coordinated, 
and  insurance  plans  will  really  have  to  bring  their 
subscribers  insurance,  instead  of  merely  racing  the 
motors  of  inflation.  Too  many  plans  are  sold  which 
are  patently  inadequate.  The  State  director  of 
insurance  should  enforce  standards  that  will  guar- 
antee adequate  coverage  to  the  consumer.  Caveat 
emptor  should  not  prevail. 

Victor  Fuchs  of  the  National  Bureau  of  Econ- 
omic Research  says,  “One  source  of  the  present 
system’s  inefficiency  is  the  medical  profession’s 
faulty  notion  of  how  it  really  operates.  For  ages, 
doctors  have  said  that  so  long  as  patients  have 
free  choice  of  physicians,  unhampered  by  bureau- 
cratic government  control,  medicine  gets  all  the 
advantages  of  a free  market  system.  The  profit 
motive  and  open  competition  will  guarantee  effic- 
iency, a proper  price  and  rate  output,  and  a fair 
return.  If  demand  outstrips  supplies,  prices  will 
rise  for  awhile  but  then  the  new  suppliers  will 
enter  the  market.”  “But  medicine,”  Fuchs  points 
out,  “is  organized  along  radically  different  lines; 
most  hospitals  are  not  run  for  profit  and  have 
little  direct  incentive  to  be  efficient.  Doctors  do 
not  compete  on  price;  the  number  of  new  doctors 
turned  out  by  the  medical  schools  is  tightly  re- 
stricted, and  until  recently  the  .\MA  has  stead- 
fastly resisted  expanding  these  schools.  Another 
hole  in  the  free  market  theory;  consumers  of  med- 
ical services  are  generally  not  able  to  judge  their 
quality  of  necessity,  or  to  question  the  price.  In- 
surance plans  shield  the  consumer  and  make  it  less 
likely  that  he  will  protest  the  hikes.  And  third 
parties,  such  as  Blue  Cross  and  insurance  com- 
panies, have  tended  to  reflect  the  interest  of  the 
providers  of  medical  services,  rather  than  those 
of  the  buying  public.” 

How  should  we  attempt  to  solve  the  problem  of 
shortages  of  doctors,  nurses,  and  other  workers  in 
the  health  field?  We  have  been  told  that  we  need 
approximately  30  new  medical  schools,  but  yet 
Doctor  Egeberg  has  said  17  privately  owned  med- 
ical schools  are  in  danger  of  closing  their  doors 
because  of  lack  of  funds.  We  have  been  told  that 
medical  care  is  a right,  and  those  who  state  it  must 
guarantee  this  right.  Education  of  those  who  will 
carry  out  the  health  care  of  the  nation  must  be 
guaranteed  by  either  the  State  or  Federal  Govern- 
ment, as  was  done  during  the  emergency  of  World 
War  II. 

On  the  subject  of  the  nursing  shortage,  those  of 


us  who  served  in  the  .Armed  Forces  are  only  too 
well  aware  that  most  nursing  was  done  by  men, 
trained  under  wartime  crash  programs,  to  be  sure. 
Unfortunately,  Florence  Nightingale  did  wear 
skirts  and  the  profession  has  been  so  identified, 
just  as  the  medical  profession  is  identified  with 
pants,  and  we  have  not  made  it  easy  for  women 
to  become  doctors.  I believe  that  in  this  State 
we  should  think  of  scholarship  programs  to  en- 
courage both  men  and  women  to  enter  the  nursing 
profession  instead  of  asking  them  to  pay  tuition. 
For  this  they  should  be  required  to  serve  in  our 
State  for  a given  period  of  time.  There  is  a very 
serious  need  for  the  doctor  to  admit  that  a fair 
amount  of  his  task  is  technical  and  can  be  assign- 
ed to  people  who  are  trained  to  be  doctors’  assist- 
ants, patterned  on  the  concept  of  medical  corpsmen 
in  the  service.  They  can  perform  wide  varieties  of 
tasks,  and  might  aspire  eventually  to  become  doc- 
tors and  in  this  process  have  a career  ladder.  The 
Aledex  program  of  the  University  of  Washington 
Medical  School  holds  great  promise  for  the  rural 
practitioner.  They  are  training  skilled  hospital 
corpsmen,  many  with  over  20  years  of  e.xperience 
to  become  doctors’  assistants.  We  intend  to  study 
this  program  as  to  its  value  for  the  State  of  Rhode 
Island. 

Clyde  T.  Hardy,  Jr.  of  the  Bowman  School  of 
Medicine  states,  “I  may  be  unduly  alarmed  over 
the  possible  development  of  reimbursement  plans 
that  eliminate  direct  financial  incentive.  So  far  as 
I know  our  government  has  not  yet  made  specific 
proposal  along  this  line.” 

If  the  government  is  greatly  concerned  over  the 
rising  cost  of  medical  care,  there  are  influential 
people  who  argue  with  conviction  that  ultimate 
solutions  must  include  the  establishment  of  straight 
salaries  or  income  ceilings.  Not  all  of  these  people 
are  legislators,  government  employees,  or  social 
workers.  There  are  also  medical  educators,  hospital 
administrators,  and  physicians  in  group  practices 
touting  such  financial  arrangements. 

1 have  heard  fee- for -service  characterized  as 
piecework,  an  undignified  way  to  practice  medicine, 
and  as  a temptation  to  profit  from  illness.  The 
fringe  benefits  that  accompany  straight  salaries 
and  group  practice  are  laid  before  us  in  dazzling 
array — the  pension  plans,  the  paid  vacations,  the 
opportunity  for  continuing  educations  and  research, 
the  rewarding  association  with  colleagues,  the  de- 
cent hours  for  family  life,  and  the  chance  to  par- 
ticipate in  stimulating  activities  outside  medicine. 

(Continued  on  next  page) 
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John  Gardner,  former  secretary  of  HEW,  once 
pointed  out  that  a 4 per  cent  increase  in  physician 
productivity  would,  in  one  year,  add  the  equivalent 
of  11,700  physicians  to  the  supply  in  America, 
more  than  an  annual  output  of  all  our  medical 
schools.  He  might  have  also  added  that  a 10-15 
per  cent  decrease  in  productivity — which  would 
happen  if  the  practicing  physicians  were  forced 
into  a salary  system — would  lose  the  equivalent 
of  30  to  40,000  physicians.  With  physicians  in  short 
supply  it  seems  to  me  that  an  e.xisting  system  which 
encourages  them  to  put  in  half  again  as  many  hours 
as  those  of  the  usual  worker  should  not  be  tamp- 
ered with.  I may  misjudge  my  friends  in  the  medi- 
cal profession,  but  unless  they  are  more  compulsive 
than  I realize,  some  might  tend  to  ease  off  if  they 
were  assured  of  a handsome  salary  and  were  no 
longer  dependent  on  fee-for-service  for  living.  The 
last  thing  I want  to  imply  is  that  a doctor  is  in- 
capable of  working  on  salary  and  giving  value  for 
that  salary.  What  I am  saying  is  that  doctoring — 
the  practice  of  medicine — is  a unique  profession 
and  to  encourage  the  practitioner  to  produce,  a 
•different  type  of  reward  sj’stem  is  needed.  The 
physician  who  is  a full-time  teacher,  a hospital 
employee,  a public  health  physician,  a government 
health  planner,  or  a junior  assistant  in  group  prac- 
tice functions  very  well  on  straight  salary.  Among 
them,  only  the  junior  assistant  in  the  group  is 
practicing  medicine.  He  has  special  incentives.  If 
he  works  hard  and  impresses  his  seniors,  some  day 
he  will  be  one  of  them,  and  will  share  in  the 
periodic  divisions  of  the  group  income. 

But  most  doctors  are  still  in  the  direct  practice 
of  medicine.  Whatever  system  of  renumeration 
may  evolve  must  consider  the  effect  on  physician 
attitudes  toward  practice  and  the  quantity  and 
quality  of  patient  care.  Where  there  is  no  rela- 
tionship between  income  and  effort,  there  is  definite 
danger  that  practice  will  be  neglected.  The  easy 
chair  administrator  and  the  distant  bureaucrat,  who 
decry  the  need  for  financial  incentive,  have  never 
known  or  have  forgotten  a number  of  things:  the 
fortitude  in  rising  from  a warm  bed  on  a stormy 
night  to  perform  emergency  surgery;  the  irritation 
of  a prolonged  telephone  conversation  with  an 
anxious  patient  just  after  a favorite  dinner  has 
been  placed  on  the  table;  the  cool  judgement  de- 
manded by  life  or  death  treatment  decisions.  Fi- 
nancial reward  is  still  an  incentive  in  our  free 
society. 

COST  OF  HOSPITALIZATION 

We  have  seen  across  the  nation  that  the  Blue 


Cross  plans  are  in  deep  trouble.  The  constantly 
rising  hospital  costs  have  caused  them  to  apply  for 
higher  and  higher  premiums;  and,  indeed,  during 
the  1969  Rhode  Island  Blue  Cross  rate  hearings, 
many  hospitals  announced  increases  in  their  rates 
during  the  very  period  of  the  rate  hearings.  We  are 
all  concerned  with  Blue  Cross  rates  in  Rhode 
Island.  Over  80  per  cent  of  our  citizens  are  sub- 
scribers. Many  of  us,  who  are  aware  of  what  goes 
on  in  a modern  hospital  have  the  uneasy  feeling  of 
the  head  of  the  family  who  is  deluged  with  bills 
that  e.xceed  his  income.  What’s  behind  it?  When 
will  it  stop?  What  can  we  do?  These  are  the  quest- 
ions that  are  being  asked  at  these  rate  hearings 
throughout  the  nation.  There  are  many  who  claim 
that  there  is  no  way  of  stopping  the  rise  because 
it  is  directly  related  to  increasing  hospital  wages 
and  the  general  inflationary  spiral  of  the  nation. 

An  adequate  history  frequently  points  to  the 
diagnosis  of  the  present  disability.  Our  troubles 
started  in  World  War  II  when  wages  were  frozen 
and  pre-paid  hospital  care  became  one  of  the  fringe 
benefits  that  were  negotiated  between  the  unions 
and  employers.  The  Blue  Cross  plans  and  the  pri- 
vate carriers  grew  as  the  years  went  on.  But  at  no 
time  did  they  act  for  the  most  part  other  than  as 
money  handlers,  or  fiscal  agents.  When  medicare 
went  into  operation,  the  demands  for  sharp  wage 
increases  from  new,  militant  employees  (spurred 
by  the  passage  of  federal  minimum  wage  laws)  mul- 
tiplied costs  sharply.  Since  1966  hospital  charges 
have  risen  59  per  cent,  and  it  is  predicted  they  will 
rise  even  more  sharply, 

Rashi  Fine  and  Ann  Sommers  feel  that  the  gov- 
ernment went  into  the  business  of  signing  blank 
checks  by  giving  hospital  cost-plus  contracts,  and 
needless  to  say  costs  rose.  So  now  Blue  Cross  and 
some  insurance  companies,  and  some  State  govern- 
ments, are  backing  the  idea  of  a federally  supported 
health  insurance  scheme  to  supplement  private  in- 
surance programs.  The  treatment  might  be  dis- 
astrously worse  than  the  illness  if  not  administered 
properly.  Xot  all  Blue  Cross  plans  have  been  docile 
handlers  of  money.  In  1959  at  the  request  of 
Indiana  Hospitals  and  in  concert  with  Blue  Cross, 
a special  committee  was  established  to  review  rate 
increase  requests.  Such  a proposal  was  unpreceden- 
ted. Prior  to  1959  Indiana  Hospitals  were  paid  on  a 
basis  of  billed  charges  for  all  services  provided  the 
Blue  Cross  beneficiaries.  There  is  considerable  ev- 
idence to  suggest  that  the  Indiana  system  of  reim- 
bursement has  been  effective  constructively  influ- 
encing hospital  costs.  The  basic  advantage  is  the 
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elimination  of  automatic  increases  to  contracting 
agencies.  On  a cost  basis  of  reimbursement,  health 
care  institutions  simply  receive  larger  payments 
from  the  contracting  agency  as  costs  increase.  Under 
the  Indiana  system  however,  the  hospital  admin- 
istrator knows  that  a review  of  hospital  costs  and 
charges  will  be  conducted  by  a group  of  knowledge- 
able professionals  before  rate  increases  can  be  in- 
stituted. 

Per  diem  cost  increases  in  Indiana  over  the  ten 
year  period  from  1958  to  1968  (a  period  in  which 
the  system  has  been  employed)  have  been  almost 
25  per  cent  less  than  the  national  increase.  Hospital 
costs  per  patient  day  in  1968  were  $53.43  in  Indi- 
ana, versus  $61.81  nationally.  Part  of  the  reason 
for  this  reduced  rate  of  increase  in  hospital  costs 
stems  from  the  fact  that  Indiana  has  been  success- 
ful in  controlling  the  degree  of  staffing,  and  the 
salaries  of  employees  in  health  care  institutions. 
Xationally,  the  number  of  employees  per  patient 
day  has  risen  by  almost  25  f>er  cent  in  ten  years 
as  against  20  per  cent  for  Indiana.  In  1968  Indiana 
had  2.55  employees  per  patient  day,  versus  the 
national  average  of  2.72  employees  per  patient  day. 
The  Indiana  system  of  reimbursement  assures  that 
hospital  charges  are  reasonably  related  to  costs. 
We  are  not  so  sure  of  that  in  Rhode  Island.  Com- 
munity planning  is  an  integral  part  of  the  ability 
of  hospitals  to  receive  capital  funds.  Financial  in- 
centives, such  as  realized  from  effective  use  of 
budgetary  procedures  are  encouraged,  and  result 
in  more  efficient  operation  of  a hospital.  Many 
Rhode  Island  hospitals  did  not  have  a line  budget 
until  required  to  do  so  by  ^Medicare.  The  rate 
approval  mechanism  through  the  Rate  Review 
Committee  provides  the  consumer  (including 
M.U.'s)  a voice  in  the  operation  of  the  system.  All 
patients  are  charged  the  same  rate  for  services 
received,  assuring  equity  to  all.  In  accident  rooms 
of  hospitals  in  Rhode  Island  charges  vary  from 
$7.50  to  $20.00  for  simply  signing  your  name.  A 
common  system  to  all  patients  is  less  costlly  ad- 
ministratively for  both  the  provider  and  the  payer. 

There  are  14  hospitals  in  Rhode  Island,  5 of 
which  are  part  of  the  Brown  Medical  Science  Pro- 
gram. We  can  clearly  delineate  the  date  when  this 
program  had  its  effect  on  the  hospitals  involved 
with  marked  rise  in  hospital  costs.  I wish  to  state 
that  1 believe  in  education.  However,  I repeat  the 
questions  that  the  Commissioner  of  Business  Reg- 
ulation recently  raised  quite  properly — Who  shall 
pay  for  education?  Shall  the  Blue  Cross  subscriber 
underwrite  Brown  University?  For  this  is  indeed 


what  is  being  done  in  great  measure.  Blue  Cross 
for  the  most  part  is  underwriting  the  cost  of  the 
full-time  faculty  who  are  ensconced  in  the  different 
hospitals  with  their  assistants,  secretaries,  office 
space,  and  research  equipment.  Shall  the  consumer 
have  a right  to  decide  how  much  education  he 
wants?  These  are  indeed  vexing  questions  which 
must  be  answered.  Perhaps  the  Indiana  system 
would  be  of  great  help  in  Rhode  Island. 

In  neighboring  Connecticut  the  Hospital  Re- 
search and  Education  Foundation  is  undertaking 
a 3 year  pilot  program  to  make  hospital  financial 
operations  more  efficient  by  the  application  of  a 
series  of  proven  management  tools.  This  program, 
the  first  of  25  sponsored  by  the  SSA,  will  involve 
18  Connecticut  hospitals. 

Ground  work  and  initial  investigation  are  going 
on,  but  preliminary  findings  are  pointed  up  to  areas 
which  potentially  may  have  great  influence  on 
making  hospital  financial  operations  efficient.  What 
is  the  involvement  of  the  department  managers  in 
the  financial  operations  of  a hospital?  Project  di- 
rector, Allan  Herkimer,  terms  hospital  administra- 
tion “only  as  good  as  the  hospital  department 
heads,  who  control  large  portions  of  the  total  hos- 
pital budget."’  A director  of  nursing  controls  30  to 
50  per  cent  of  the  hospital  staff.  This  person’s  in- 
volvement is  essential  to  the  efficient  operation  of 
the  hospital.  Realistically,  the  hospital  costs  are 
largely  made  up  of  salaries,  perhaps  as  much  as 
65-70  per  cent.  Salaries  follow  the  law  of  supply 
and  demand,  with  the  result  that  higher  wages 
must  be  paid  for  skilled  and  semi-skilled  personnel. 
Coupled  with  general  inflationary  trends,  any  sav- 
ings must  come  from  the  activities  of  these  front- 
line personnel.  .Systems  engineering,  as  used  to 
document  the  department  manager’s  role  in  hos- 
pital operations,  is  deemed  crucial  to  the  solution 
of  hospital  budgetary  problems. 

The  concept  of  individual  hospitals  working  out 
their  financial  operations  individually  is  important 
to  the  hospitals  if  they  are  truly  concerned  with 
achieving  efficiency,  but  they  should  also  be  aware 
of  the  benefits  possible  through  coordinated  efforts 
with  other  hospitals.  The  growth  of  data  processing 
is  an  example.  Hospitals  tended  to  develop  the 
data  processing  departments  and  procedures  in 
isolation,  so  to  speak.  The  results  have  been  that 
hospitals  have  essentially  duplicated  one  another’s 
system.  [Moreover,  enough  individuality  has  been 
built  in  to  prevent  their  output,  systems  and  pro- 
cedures from  being  comparable.  Such  a situation 
(Continued  on  Page  283) 
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Books  Received  for  Review 


W’e  acknowledge  the  receipt  of  the  following 
books  and  thank  the  publishers  for  sending  them 
to  the  Rhode  Island  Medical  Journal.  We  shall 
have  as  many  reviewed  as  possible. 

SYMPOSIIWI  OX  OCULAR  THERAPY.  Under 
the  Auspices  of  the  American  Academy  of  Oph- 
thalmology and  Otolaryngologv'  and  the  Associa- 
tion for  Research  in  Ophthalmology.  Edited  by 
Irving  H.  Leopold.  The  C.  V.  Mosby  Company, 
Saint  Louis.  Vol.  2,  1967,  $11.00;  v'ol.  3,  1968, 
$13.00;  vol.  4,  1969,  $14.00 
SYMPOSIUM  OX  SPORTS  MEDICIXE. 
American  Academy  of  Orthopaedic  Surgeons. 
The  C.  V.  Mosby  Company,  Saint  Louis,  1969. 
$15.00 

DRIKI  DhiPEXDEXCE.  A Guide  for  Physicians. 
American  Medical  Association,  Chicago,  1969. 
$1.00;  50c  for  Students,  Interns,  Residents. 
ALCOHOL  AXD  THE  IMPAIRED  DRIVER. 
American  Medical  Association,  Committee  on 
Metlicolegal  Problems.  Chicago,  1968.  $1.50 

(discounts  on  large  orders) 

SYXOPSIS  OF  PATHOLOGY,  by  W.  A.  D.  An- 
derson and  Thomas  ^I.  Scotti.  Seventh  Edition. 
The  C.  V.  Mosby  Company,  Saint  Louis,  1968. 
$10.50 

DIAGNOSTIC  PROCEDURES  IX  GASTRO- 
h^XTEROLOGY.  Edited  by  Charles  H.  Brown. 
The  C.  Mo.sby  Company,  Saint  Louis,  1967. 
$19.75 

CASTE  AXD  R.\CE:  Comparative  Approaches. 
Ciba  Foundation  Volume,  Little,  Brown  and 
C'omfKiny,  Boston,  1967.  $12.00 


EXDOCRIXOLOGY  OF  THE  TESTIS.  Ciba 
Foundation  Colloquia  on  Endocrinology,  Vol. 
X\T.  Little,  Brown  and  Company,  Boston,  1967. 
$12.50 

MOX'^GOLISM.  Ciba  Foundation  Study  Group  No. 
25.  Little,  Brown  and  Company,  Boston,  1967. 
$3.50 

THE  HUMAX  ADRENAL  CORTEX.  Ciba  Foun- 
dation Study  Group  Xo.  27.  Little,  Browm  and 
Company,  Boston,  1967.  $3.50 
THIAMINE  DEFICIENCY;  Biochemical  Lesions 
and  Their  Clinical  Significance.  Ciba  F oundation 
Study  Group  Xo.  28.  Little,  Brown  and  Com- 
pany, Boston,  1967.  $4.25 
AXTILYiMPHOCYTIC  SERUM.  Ciba  Founda- 
tion Study  Group  Xo.  29.  Little,  Brown  and 
Company,  Boston,  1967.  $4.25 
THE  BALKAN  NEPHROPATHY.  Ciba  Founda- 
tion Study  Group  Xo.  30.  Little,  Brown  and 
Company,  Boston,  1967.  $3.50 
NUTRITION  AND  INFECTION.  Ciba  Founda- 
tion Study  Group  Xo.  31.  Little,  Brown  and 
Company,  Boston,  1968.  $3.50 
CYSTIC  FIBROSIS.  Ciba  Foundation  Study 
Group  Xo.  32.  Little,  Brown  and  Company,  Bos- 
ton, 1968.  $3.95 

ADRENERGIC  XEUROTRAXSMISSIOX.  Ciba 
Foundation  Study  Group  Xo.  33.  Little,  Brown 
and  Company,  Boston,  1969.  $4.50 
BACTERIAL  EPISOiMES  .AND  PL.^SiMIDS. 
Ciba  Foundation  Symposium.  Little,  Brown  and 
Company,  Boston,  1969.  $12.50 
CELL  DIFFEREXTL^TIOX.  Ciba  Foundation 
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Symposium.  Little,  Brown  and  Company,  Bos- 
ton, 1967.  $12.00 

CIRCULATORY  AND  RESPIRATORY  MASS 
TR.WSPORT.  Ciba  Foundation  Symposium. 
Little,  Brown  and  Company,  Boston,  1969. 
$12.50 

COM.MUXICATIOX  LX  SCIEXCE:  Documenta- 
tion and  Automation.  Ciba  Foundation  Sympo- 
sium. Little,  Brown  and  Company,  Boston,  1967. 
$12.50 

DECISIOX  MAKIXG  IX  XATIOXAL  SCIEXCE 
POLICY.  Ciba  Foundation  Symposium.  Little, 
Brown  and  Company,  Boston,  1968.  $12.00 
GROWTH  OF  THE  XERYOUS  SYSTEM.  Ciba 
Foundation  Symposium.  Little,  Brown  and  Com- 
pany, Boston,  1968,  $12.00 
HEARIXG  MECHAXISMS  IX  VERTEBRATES. 
Ciba  Foundation  Symposium.  Little,  Brown  and 
Company,  Boston,  1968.  $12.00 
IXTEFEROX.  Ciba  F oundation  Symposium.  Lit- 
tle, Brown  and  Company,  Boston,  1968,  $12.00 
THE  iMEXTALLY  ABXORMAL  OFFEXDER. 
Ciba  F oundation  Symposium.  Little,  Brown  and 
Company,  Boston,  1968.  $10.00 
MYOTATIC,  KIXESTHETIC  AXD  VESTIBU- 
LAR MECHAXISMS.  Ciba  Foundation  Sym- 
posium. Little,  Brown  and  Company,  Boston, 
1967.  $13.50 

THE  ROLE  OF  LEARXIXG  IX  PSYCHOTHE- 
RAPY. Ciba  Foundation  Symposium.  Little, 
Browm  and  Company,  Boston,  1969.  $12.00 
SYSTEMIC  MYCOSES.  Ciba  Foundation  Sympo- 
sium. Litlle,  Brown  and  Company,  Boston,  1968. 
$12.00 

1969  CURREXT  THERAPY.  Edited  by  Howard 
F.  Conn.  W.  B.  Saunders  Company,  Philadel- 
phia, 1969.  $15.00 

DIABETES  MELLITUS:  Diagnosis  and  Treat- 
ment. Edited  by  T.  S.  Danowski  and  George  J. 
Hamwi.  Two  Volumes.  $2.00;  $2.50;  both  for 
$4.25.  American  Diabetes  Association,  X'^ew 
York,  1967. 

MICRO-VASCULAR  SURGERY.  Report  of  First 
Conference.  Edited  by  R.  M.  P.  Donaghy  and 
M.  G.  Yasargil.  The  C.  V.  Mosby  Company, 
Saint  Louis,  1967.  $17.50 
ATLAS  OF  EXTERXAL  DISEASES  OF  THE 
EYIF  Vol.  H — ^Orbit,  Lacrimal  Apparatus,  Eye- 
lids, and  Conjunctiva,  by  David  D.  Donaldson. 
The  C.  \.  Mosby  Company,  Saint  Louis,  1968. 
$46.50 

THE  PRACTICE  OF  REFRACTIOX,  by  Stew- 


art Duke-Elder.  Eighth  Edition.  The  C.  V.  Mos- 
by Company,  Saint  Louis,  1969.  $11.75 
ORGAXIZATIOX  AXD  ADMIXISTRATIOX 
OF  HEALTH  CARE.  Theory,  Practice,  Envi- 
ronment, by  Richard  L.  Durbin  and  W.  Herbert 
Springall.  The  C.  V.  Mosby  Company,  Saint 
Louis,  1969.  $9.85 

FUXDAMEXTALS  OF  IXHALATIOX  THE- 
RAPY, by  Donald  F.  Egan.  The  C.  V.  Mosby 
Company,  Saint  Louis,  1969.  $11.00 
DIAGXOSIS  AXD  MAXAGEMEXT  OF  PAIX 
SYX'DROMES,  by  Bernard  E.  Finneson.  Second 
Edition.  W.  B.  Saunders  Company,  Philadel- 
phia, 1969.  $12.50 

(Continued  in  June  Issue) 

PRESIDENTIAL  ADDRESS 

(Concluded  from  Page  281) 

has  great  potential  for  becoming  inefficient,  and, 
if  no  comparison  is  possible,  the  situation  can  be 
extremely — and  unreasonably — costly.  To  prevent 
a similar  pattern  of  growth  in  the  financial  area, 
shared  systems  in  engineering  are  advocated.  Spec- 
ialists in  housekeeping,  laundry,  or  any  other  hos- 
pital department  could  analyze  operations,  train 
personnel,  and  develop  procedures  which  could  then 
be  measured  against  similar  aspects  of  the  same 
departments  in  hospitals  of  similar  type  and  size. 

This  experiment  and  others  now  being  developed 
are  intended  to  find  ways  to  get  more  value  for 
the  dollar  spent  for  health  care — to  provide  in- 
centives to  efficiency  and  economy  and  at  the  same 
time  maintain  a high  level  of  quality  care.  Experi- 
ments that  produce  the  desired  results  will  benefit 
the  entire  health  care  system,  private  as  well  as 
government. 

I hope  that  the  structures  produced  in  the  ex- 
periment will  re-orient  the  financial  thinking  of 
hospital  people,  that  a broader  base  for  the  in- 
terpretation of  statistics  will  emerge,  and,  above 
all,  that  operations  and  results  will  be  comparable. 
If  regional  hospitals  don’t  readjust,  the  Federal 
Government  may  well  institute  comparative,  in- 
depth  analysis  of  hospital  financial  operations.  We 
feel  that  government  intervention  is  not  necessary, 
but  it  may  happen  if  hospitals  do  not  take  steps 
to  control  costs  for  more  efficient  financial  opera- 
tional procedures. 

He  wffio  pays  the  piper  calls  the  tune.  Let  us 
not  forget  this. 

•t- 


May  1970 


28^ 


HOUSE  OF  DELEGATES  REPORT 

(Continued  from  Page  238) 

opinion  appears  to  be  shared  by  Commissioner 
Howe  and  more  recently  by  H.E.W.  Secretary  De- 
signate Finch. 

American  Education,  an  official  publication  of 
H.E.W.,  suggested  programs  which  might  be  fund- 
ed under  Title  I and  which  were  specifically  de- 
scribed in  testimony  before  Congress  to  involve 
such  things  as  “supplementary  health  services,” 
“school  health  in  general,”  “psjxhiatric  services,” 
“psychological  services,”  and  the  “employment  of 
school  social  workers.”  We  are  also  concerned  about 
the  lack  of  programs  such  as  these  in  Title  I in  the 
State  of  R.  I.  because,  with  the  exception  of  one  or 
two  programs,  there  has  been  little  concern  about 
the  physical  and  mental  health  contributions  of 
the  learning  program  of  the  disadvantaged  child. 
This  is  in  marked  contrast  to  the  programs  which 
have  been  funded  in  most  states  of  whose  programs 
we  are  aware. 

It  is  important  to  note  that  this  Title  has  been 
labeled  in  its  descriptive  language  as  a “Special 
Eklucation  Program  for  Disadvantaged  Children.” 
It  has  been  long  recognized  that  poverty  has  been 
associated  with  higher  incidence  of  prematurity, 
central  nervous  system  disorders,  emotional  dis- 
turbances and  also  the  debilitating  effects  of  mal- 
nutrition. The  damaging  effects  of  chronic  lead 
poisoning  appear  to  be  most  prevalent  in  the  im- 
poverished child.  Obviously  these  disturbances  af- 
fect the  learning  of  the  disadvantaged  child.  They 
must  contribute  to  the  problems  that  he  has. 

In  order  to  provide  the  educational  needs  of  the 
disadvantaged  child  the  presence  of  these  conditions 
must  be  known  and  acknowledged  in  the  education- 
al planning  for  the  child.  This  argues  for  the  pro- 
vision of  particularly  efficient  school  health  services 
on  one  hand,  for  the  disadvantaged,  because  diag- 
nosis is  needed  before  remediation  can  take  place 
on  a physical  basis,  and  secondly,  for  the  inclusion 
of  a wide  spectrum  of  medical  servnces,  that  is, 
pediatric,  neurologic,  psychiatric,  psychological, 
social  case  work,  etc.,  in  any  program  which  seeks 
to  be  serious  in  remediating  the  learning  problems 
of  the  disadvantaged  child.  Xumerous  studies  have 
been  done  which  show  that  academic  achievement 
is  much  dej^endent  on  the  individual  prescription  of 
teaching  methods  in  any  special  education  pro- 
gram. This  cannot  succeed  when  it  is  merely  an 
pdncational  target  symptom  interface  approach. 
Simoly  the  knowledge  of  the  presence  or  absence  of 
central  nervous  system,  social  or  psychiatric  deficit 
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should  make  a difference  in  the  specificity  of  the 
remediation.  Over  the  past  three  years  with  up- 
wards of  eight  million  dollars  spent  in  this  area, 
a minute  amount  dealt  with  this  area  of  contem- 
porary concern.  We  cannot  believe  that  school  health 
services  are  so  effective  and  in  plentiful  supply 
that  no  more  funded  programs  are  needed.  We  also 
would  wonder  about  the  validity  of  the  already 
funded  programs  of  Title  I,  as  to  the  results  of 
academic  achievement  progress.  It  is  evident  that 
few  of  the  programs  provide  the  kinds  of  services 
mentioned  above  in  their  remedial  programs.  Com- 
missioner Howe  has  recently  emphasized  the  need 
for  quality  validated  Title  I programs. 

Title  III  deals  with  supplemental  educational 
centers  and  services.  In  its  material  background, 
it  mentions  that  often  the  only  difference  between 
a good  school  and  a poor  school  is  in  the  provision 
of  health  and  social  work  services.  It  specifically 
deals  with  model  demonstration  programs  which 
should  be  exemplary  and  innovative.  The  funds 
spent  in  this  Title  are  much  smaller  than  Title  I 
but  obviously  of  sufficient  magnitude  to  be  con- 
cerned about  them.  We  are  concerned  about  pro- 
grams which  are  already  funded.  Only  one  we 
know  of  comes  close  to  the  views  of  a fully  staffed 
learning  center.  It  does  not  represent  an  innovative 
or  exemplary  status  as  it  seems  to  neglect  the  psy- 
chiatric and  neurologic  component  of  a learning 
center  staff,  .\nother  program  under  Title  III  in- 
volves a program  which  the  National  Education 
Association  .\]\I.\  Joint  Committee  on  Health  Prob- 
lems in  Flducation  in  its  resolution  forwarded  to 
educational  organizations  throughout  the  country 
this  past  year  has  specifically  cautioned  against, 
i.e.,  programs  involving  unvalidated  visual  percep- 
tual diagnostic  techniques.  We  believe  that  this 
again  represents  a situation  which  could  have  been 
avoided  if  there  had  been  some  medical  involvement 
in  the  approval  or  planning  of  these  Title  HI  proj- 
ects. We  are  aware  that  Title  III  only  recently 
came  under  the  direct  jurisdiction  of  the  Depart- 
ment of  Education  but  do  believe  that  despite  this, 
since  it  operates  within  the  jurisdiction  of  the  R.  I. 
Dejrartment  of  Education,  there  must  be  some 
guidance  of  the  program  by  the  Department. 

As  far  as  Title  \T  is  concerned,  our  Committee 
feels  an  advisory  board  for  this  Title  which  specif- 
ically invoh'es  handicapped  children  should  there- 
fore come  under  the  guidance  of  your  own  Depart- 
ment of  Education’s  Regulations  on  the  Handicap- 
l)ed  Child,  seems  to  hav'e  little  representation  on  it 
(Continued  on  Page  285) 
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Campbell’s  Soups... 

wide  variety... for  limited  appetites 


Many  people  lose  interest  in  food  as  they  grow 
older.  Some  of  them  are  fussy  eaters — with  only 
a few  favorite  foods.  Others  become  indifferent 
to  foods — because  planning  and  preparing  meals 
becomes  a chore.  Here  Campbell’s  Soups  can  help 
— for  these  four  very  good  reasons: 

Appeal  With  a variety  of  tastes,  textures, 
aromas,  and  colors,  Campbell’s  Soups  can 
add  interest  and  appetite  appeal.  And  they’re 
easy  to  eat — ingredients  are  tender,  bite-size. 

Even  patients  on  special  diets  will  find  soups 
they  can  enjoy  among  the  more  than  50  dif- 
ferent varieties  available. 


Nourishment  Campbell’s  Soups  contain  selected 
meats  and  sea  foods,  best  garden  vegetables — 
carefully  processed  to  help  retain  their  natural 
flavors  and  nutritive  values. 

Convenience  Within  4 minutes  a bowl  of  deli- 
cious soup  is  heated  and  ready  to  eat. 

Economy  Campbell’s  Soups  are  inexpen- 
sive— an  important  consideration  to  those 
whose  budgets  are  limited. 

Recommend  Campbell’s  Soups  . . . and, 
of  course,  enjoy  them  yourself.  Remember, 
there’s  a soup  for  almost  every  patient  and 
diet  . . . and  for  every  meal. 


At 


I his  is  the  answering  service 
your  patient  takes  home  with  her.. 


Planning 
^ Your 
Family 


Helpful  booklet  saves  unnecessary  phone  calls — 

Reminds  her  of  your  directions  concernins  her 
oral  contraceptive  schedule  . . . contains 
supportive  instructions  for  "Sunday  starting”.  . . 
explains  in  simple  language  many  aspects  of 
"the  pill.” 

Packaging  helps  her  stay  on  schedule — The 

Ovulen  Compack*,  with  each  tablet  designated 
by  day  and  week  of  cycle,  shows  at  a glance 
the  last  day  on  which  a tablet  was  taken. 


Each  white  Ovulen  tablet  contains  1 mg.  ethynodiol  diacetate  and  0.1  mg.  mestranol. 

Each  pink  tablet  is  a placebo,  containing  no  active  ingredients. 


!\/uien-2i 

vuierv-ss 

the  convenient  one 


@ 


NOTE:  For  the  budget-minded  woman  specify  Triopak^", 
a three-month  supply  (1  Compack  and  2 Refills). 


Actions — Ovulen  acts  to  prevent  ovulation  by  inhibitins  the  output  oF  gonado* 
tropins  From  the  pituitary  gland.  Ovulen  depresses  the  output  oF  both  the  Follicle- 
stimulating  hormone  (FSH)  and  the  luteinizing  hormone  (LH). 

Special  note:  Ora!  contraceptives  have  been  marketed  in  the  United  States 
since  1960.  Reported  pregnancy  rates  vary  From  product  to  product.  The  eFfective- 
ness  oF  the  sequential  products  appears  to  be  somewhat  lower  than  that  oF  the 
combination  products.  Both  types  provide  almost  completely  effective  contraception. 

An  increased  risk  oF  thromboembolic  disease  associated  with  the  use  oF  hor- 
monal contraceptives  has  now  been  shown  in  studies  conducted  in  both  Great 
Britain  and  the  United  States.  Other  risks,  such  as  those  oF  elevated  blood  pressure, 
liver  disease  and  reduced  tolerance  to  carbohydrates,  have  not  been  quantitated 
with  precision. 

Long-term  administration  oF  both  natural  and  synthetic  estrogens  in  subprimate 
animal  species  in  multiples  oF  the  human  dose  increases  the  Frequency  oF  some 
animal  carcinomas.  These  data  cannot  be  transposed  directly  to  man.  The  possible 
carcinogenicity  due  to  the  estrogens  can  be  neither  aFfirmed  nor  reFuted  at  this 
time.  Close  clinical  surveillance  oF  all  women  taking  oral  contraceptives  must  be 
continued. 

Indication — Ovulen  is  indicated  For  oral  contraception. 

Contraindications — Patients  with  thrombophlebitis,  thromboembolic  disorders, 
cerebral  apoplexy  or  a past  history  oF  these  conditions,  markedly  impaired  liver 
Function,  known  or  suspected  carcinoma  oF  the  breast,  known  or  suspected  estrogen- 
dependent  neoplasia  and  undiagnosed  abnormal  genital  bleeding. 

Warnings — The  physician  should  be  alert  to  the  earliest  maniFestations  oF 
thrombotic  disorders  (thrombophlebitis,  cerebrovascular  disorders,  pulmonary 
embolism  and  retina!  thrombosis).  Should  any  oF  these  occur  or  be  suspected  the 
drug  should  be  discontinued  immediately. 

Retrospective  studies  oF  morbidity  and  mortality  in  Great  Britain  and  studies  oF 
morbidity  in  the  United  States  have  shown  a statistically  significant  association 
between  thrombophlebitis  and  pulmonary  embolism  and  the  use  oF  oral  contra- 
ceptives. There  have  been  three  principal  studies  in  Britain^'^  leading  to  this  con- 
clusion, and  one^  in  this  country.  The  estimate  oF  the  relative  risk  oF  thromboembolism 
in  the  study  by  Vessey  and  Doll^  was  about  sevenFold,  while  Sartwell  and  asso- 
ciates4  in  the  United  States  Found  a relative  risk  oF  4.4,  meaning  that  the  users  are 
several  times  as  likely  to  undergo  thromboembolic  disease  without  evident  cause  as 
nonusers.  The  American  study  also  indicated  that  the  risk  did  not  persist  aFter  dis- 
continuation oF  administration,  and  that  if  was  not  enhanced  by  long-continued 
administration.  The  American  study  was  not  designed  to  evaluate  a difference 
between  products.  However,  the  study  suggested  that  there  might  be  an  increased 
risk  of  thromboembolic  disease  in  users  oF  sequential  products.  This  risk  cannot  be 
quantitated,  and  Further  studies  to  confirm  this  finding  are  desirable.  Retrospective 
studies  in  Great  Britain  and  the  United  States  have  shown  a statistically  significant 
association  between  cerebral  thrombosis  and  embolism  and  the  use  oF  oral 
contraceptives. 

Discontinue  medication  pending  examination  iF  there  is  sudden  partial  or  com- 
plete loss  of  vision,  or  iF  there  is  a sudden  onset  oF  proptosis,  diplopia  or  migraine. 
IF  examination  reveals  papilledema  or  retinal  vascular  lesions  medication  should 
be  withdrawn. 

Since  the  saFety  oF  Ovulen  in  pregnancy  has  not  been  demonstrated,  it  is  recom- 
mended that  For  any  patient  who  has  missed  two  consecutive  periods  pregnancy 
should  be  ruled  out  before  continuing  the  contraceptive  regimen.  IF  the  patient 
has  not  adhered  to  the  prescribed  schedule  the  possibility  oF  pregnancy  should  be 
considered  at  the  time  oF  the  first  missed  period. 

A small  Fraction  of  the  hormonal  agents  in  oral  contraceptives  has  been  identified 
in  the  milk  of  mothers  receiving  these  drugs.  The  long-range  effect  to  the  nursing 
infant  cannot  be  determined  at  this  time. 

Precautions — The  pretreatment  and  periodic  physical  examinations  should  in- 


clude special  reference  to  the  breasts  and  pelvic  organs,  including  a Papanico- 
laou smear  since  estrogens  have  been  known  to  produce  tumors , some  of  them 
malignant,  in  five  species  of  subprimate  animals.  Endocrine  and  possibly  liver 
Function  tests  may  be  affected  by  treatment  with  Ovulen.  Therefore,  if  such  tests 
are  abnormal  in  a patient  taking  Ovulen,  it  is  recommended  that  they  be  repeated 
after  the  drug  has  been  withdrawn  For  two  months.  Under  the  influence  of  proges- 
togen-estrogen preparations  preexisting  uterine  Fibromyomas  may  increase  in  size. 
Because  these  agents  may  cause  some  degree  of  Fluid  retention,  conditions  which 
might  be  infiuenced  by  this  Factor,  such  as  epilepsy,  migraine,  asthma,  cardiac  or 
renal  dysfunction,  require  careful  observation.  In  breakthrough  bleeding,  and  in 
all  cases  of  irregular  bleeding  per  vaginam,  nonfunctional  causes  should  be  borne 
in  mind.  In  undiagnosed  bleeding  per  vaginam  adequate  diagnostic  measures  are 
indicated.  Patients  with  a history  of  psychic  depression  should  be  carefully  ob- 
served and  the  drug  discontinued  if  the  depression  recurs  to  a serious  degree.  Any 
possible  influence  of  prolonged  Ovulen  therapy  on  pituitary,  ovarian,  adrenal, 
hepatic  or  uterine  function  awaits  Further  study.  A decrease  in  glucose  tolerance 
has  been  observed  in  a significant  percentage  oF  patients  on  oral  contraceptives. 

The  mechanism  oF  this  decrease  is  obscure.  For  this  reason,  diabetic  patients 
should  be  carefully  observed  while  receiving  Ovulen  therapy.  The  age  oF  the  pa- 
tient constitutes  no  absolute  limiting  Factor,  although  treatment  with  Ovulen  may 
mask  the  onset  of  the  climacteric.  The  pathologist  should  be  advised  of  Ovulen 
therapy  when  relevant  specimens  are  submitted.  Susceptible  women  may  experience 
an  increase  in  blood  pressure  Following  administration  oF  contraceptive  steroids. 

Adverse  reactions  observed  in  patients  receiving  oral  contraceptives — A 

statistically  significant  association  has  been  demonstrated  between  use  oF  oral 
contraceptives  and  the  following  serious  adverse  reactions:  thrombophlebitis, 
pulmonary  embolism  and  cerebral  thrombosis. 

Although  available  evidence  is  suggestive  oF  an  association,  such  a relationship 
has  been  neither  confirmed  nor  refuted  For  the  Following  serious  adverse  reactions: 
neuro-ocular  lesions,  e.g.,  retina!  thrombosis  and  optic  neuritis. 

The  Following  adverse  reactions  are  known  to  occur  in  patients  receiving  oral 
contraceptives:  nausea,  vomiting,  gastrointestinal  symptoms  (such  as  abdominal 
cramps  and  bloating),  breakthrough  bleeding,  spotting,  change  in  menstrual  fiow, 
amenorrhea  during  and  after  treatment,  edema,  chloasma  or  melasma,  breast 
changes  (tenderness,  enlargement  and  secretion),  change  in  weight  (increase  or 
decrease),  changes  in  cervical  erosion  and  cervical  secretions,  suppression  of  lacta- 
tion when  given  immediately  post  partum,  cholestatic  jaundice,  migraine,  rash 
(allergic),  rise  in  blood  pressure  in  susceptible  individuals  and  mental  depression. 

Although  the  Following  adverse  reactions  have  been  reported  in  users  of  oral 
contraceptives,  an  association  has  been  neither  confirmed  nor  reFuted:  anovulation 
post  treatment,  premenstrual-like  syndrome,  changes  in  libido,  changes  in  appetite, 
cystitis-like  syndrome,  headache,  nervousness,  dizziness,  Fatigue,  backache,  hir- 
sutism, loss  of  scalp  hair,  erythema  multiForme,  erythema  nodosum,  hemorrhagic 
eruption  and  itching. 

The  Following  laboratory  results  may  be  altered  by  the  use  of  oral  contracep- 
tives: hepatic  Function:  increased  sulfobromophthalein  retention  and  other  tests; 
coagulation  tests:  increase  in  prothrombin.  Factors  Vll,  VIII,  IX  and  X;  thyroid 
Function:  increase  in  PBI  and  butanol  extractable  protein  bound  iodine,  and  de- 
crease in  T^  uptake  values;  metyrapone  test  and  pregnanediol  determination. 

References:  1.  Royal  College  of  General  Practitioners:  Oral  Contraception  and 
Thrombo-Embolic  Disease,  J.  Coll.  Gen.  Pract.  75:267-279  (May)  1967.  2.  Inman, 
W.  H.  W.,  and  Vessey,  M.  P.:  Investigation  oF  Deaths  From  Pulmonary,  Coronary, 
and  Cerebral  Thrombosis  and  Embolism  in  Women  of  Child-Bearing  Age,  Brit. 
Med.  J.  2:193-199  (April  27)  1968.  3.  Vessey,  M.  P.,  and  Doll,  R.:  Investigation 
of  Relation  Between  Use  of  Oral  Contraceptives  and  Thromboembolic  Disease. 
A Further  Report,  Brit.  Med.  J.  2:651:657  (June  14)  1969.  4.  Sartwell,  P.  E.; 
Masi,  A.  T.,-  Arthes,  F.  G.;  Greene,  G.  R.,  and  Smith,  H.  E.:  Thromboembolism 
and  Oral  Contraceptives:  An  Epidemiologic  Case-Control  Study,  Amer.  J.  Epi- 
dem.  59:365-380  (Nov.)  1969. 


Man  in  space,  now  fait  accompli,  re-emphasizes  the 
importance  of  Uro-Phospbate  therapy.  Research  into 
the  effect  of  space  travel  on  the  astronaut  reveals 
that  weightlessness  causes  loss  of  bone  calcium.  As 
the  bones  are  required  to  bear  less  and  less  of  the 
weight  of  the  body  they  lose  calcium,  increasing  the 
calcium  content  of  the  urine.  When  physical  activity 
is  reduced,  the  acidity  of  the  urine  should  be  adjusted 
to  keep  increased  calcium  in  solution  ....  a prophy- 
laxis to  prevent  kidney  or  bladder  calculi. 


Uro-Phosphate. 

NOW  A SUGAR-COATED  TABLET 

Each  tablet  contains:  methenamine.  300  mg.;  sodium  acid  phosphate,  500  mg. 


Uro-Phosphate  gives  comfort  and  protec- 
tion when  inactivity  causes  discomfort  in 
the  urinary  function.  It  keeps  calcium  in 
solution,  preventing  calculi;  it  maintains 
clear,  acid,  sterile  urine;  it  encourages 


Dosage: 

For  protection  of  the  inactive  patient 

1 or  2 tablets  every  4 to  6 hours  is 
usually  sufficient  to  keep  the  urine 
clear,  acid  and  sterile. 

2 tablets  on  retiring  will  keep  residual 
urine  acid  and  sterile,  contributing  to 
comfort  and  rest. 

A clinical  supply  will  be  sent  to 
physicians  and  hospitals  on  request. 


complete  voiding  and  lessens  frequency 
when  residual  urine  is  present. 

Uro-Phosphate  contains  sodium  acid 
phosphate,  a natural  urinary  acidifier. 
This  component  is  fortified  with  methe- 
namine which  is  inert  until  it  reaches  the 
acid  urinary  bladder.  In  this  environment 
it  releases  a mild  antiseptic  keeping  the 
urine  sterile. 

Uro-Phosphate  is  safe  for  continuous  use. 
There  are  no  contra-indications  other 
than  acidosis.  It  can  be  given  in  sufficient 
amount  to  keep  the  urine  clear,  acid  and 
sterile.  A heavy  sugar  coating  protects  its 
potency. 


WILLIAM  P.  POYTHRESS 


COMPANY,  INC.,  RICHMOND,  VIRGINIA  2321  7 


HOUSE  OF  DELEGATES  REPORT 

(IContinued  from  Page  284) 

of  medical  practitioners  and  seems  specifically  to 
omit  orthopedists,  opthalmologists,  and  neurologists, 
who  according  to  your  previoush^  mentioned  regu- 
lations seem  to  be  somewhat  important.  We  are  also 
aware  that  remedial  programs  are  formulated  by 
local  school  authorities.  However,  the  State  Depart- 
ment of  Education  and  the  State  Board  of  Edu- 
cation are  in  an  excellent  position  to  help  local 
school  authorities  to  understand  the  complex  issues 
involved.  Our  Committee  would  like  to  offer  assist- 
ance. We  were  thinking  of  several  specific  areas: 

Title  I 

A We  would  encourage  the  Coordinator  to  in- 
spire local  school  authorities  to  include  proposals 
for  providing  quality  school  health  programs;  to 
incorixirate  psychologic,  psychiatric,  and  social 
work  services  for  their  disadvantaged  children.  We 
would  offer  our  help  in  providing  medical  guide- 
lines for  these  programs  to  the  Coordinator  so  the 
resultant  programs  might  be  of  the  best  quality.  We 
would  also  offer  him  strong  local  support  in  his 
efforts  by  means  of  our  Committee  with  local  prac- 
titioners in  the  area. 

B We  would  encourage  the  Coordinator  and 
the  Department  and  the  Board  of  Education  to 
suggest  to  the  local  authorities  that  there  in  no 
isolation  of  a child’s  education  from  the  concept 
of  the  whole  child  and  in  itself  this  suggests  in- 
clusion of  a broad  range  of  medical  services  in 
programs  involving  the  learning  disabilities  of  these 
children.  This  auxiliary  personnel  would  help  spe- 
cifically in  the  diagnosis  of  the  learning  disability 
and  the  planning  for  the  remediation  of  the  deficit. 
They  would  include  as  previouslly  mentioned  jie- 
diatric,  psychiatric,  and  case  work  components. 

C In  relation  to  this,  medical  specialists  in  fields 
closely  related  to  learning  problems  (pediatricians, 
child  psychiatrists,  neurologists,  and  ophthalmol- 
igists)  could  participate  in  workshops  with  educa- 
tors responsible  for  planning  and  supervising  rem- 
edial programs. 

I)  In  line  with  State  Board  of  Education  Po- 
sition Paper  on  Health  Education  in  the  School 
and  reflecting  the  status  paper  of  the  Department 
of  Education  in  this  area,  it  would  seem  logical 
that  school  health  authorities  should  be  encouraged 
to  devise  programs  that  would  particularly  help 
the  disadvantaged  child  incorporate  the  necessary 
health  information  which  seemed  particularly  per- 
tinent to  a child  of  low  economic  groups. 

(Continued  on  next  page) 
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E Some  generally  accepted  principles  for  reme- 
dial programs  for  disadvantaged  children  could  be 
expressed  as  regulations  by  the  State  Board  of 
Education.  Our  Committee  could  advise  you  of 
the  current  medical  thinking  on  this  subject. 

Title  III 

A W’e  would  encourage  the  inclusion  of  strictly 
and  purely  health  services  in  the  centers. 

B We  would  prop>ose  the  establishment  of  a 
model  learning  center,  perhaps  involving  our  local 
centers  of  higher  education  in  the  planning  and 
implementation.  We  would  propose  that  this  center 
be  fully  staffed  and  able  to  demonstrate  the  serv- 
ices of  the  above  mentioned  medical  personnel  and 
the  aid  that  they  can  offer  the  special  educator  in 
diagnosis  of  the  learning  disabilities  of  children 
and  the  assistance  which  they  can  offer  in  the  plan- 
ning or  remediation.  We  would  hope  that  by  the 
establishment  of  this  center,  local  school  authorit- 
ies could  evaluate  the  work  of  these  specialists  and 
their  services  and  possibly  bring  back  to  their  local 
communities  a more  contemporary  viewpoint  of  the 
education  problems  of  the  child  which  might  help 
them  in  planning  new  applications  under  the  vari- 
ous Titles  under  E.S.E.A. 

C ^^’e  would  suggest  the  inclusion  of  appro- 
priate personnel  on  Title  III  advisory  board.  We 
realize  that  the  makeup  of  these  boards  is  stipu- 
lated in  its  regulations  but  can  see  no  reason  why 
it  cannot  include  medical  representatives  because 
health  services  are  specifically  mentioned  in  possible 
prospective  centers.  We  feel  that  this  again  would 
encourage  the  inclusion  of  these  services  in  these 
model,  exemplary,  innovative  centers. 

D We  would  recommend  the  enlargement  of 
the  Title  \T  advisory  board  to  include  neurologists, 
orthopedists,  ophthalmologists,  and  pediatricians. 

Our  Committee  would  appreciate  the  opportunit}’ 
to  discuss  the  above  mentioned  points  in  greater 
detail  with  the  State  Department  of  Education  and 
the  State  Board  of  Education. 

Reply  from  Commissioner  of  Education 

Our  Committee  received  a reply  from  the  Com- 
missioner of  Eiducation.  The  reply  consisted  almost 
entirely  of  an  interdepartmental  memo  from  an 
assistant  commissioner.  This  memo  was  in  essence 
a defense  of  departmental  operations  rather  than 
any  suggestions  for  further  joint  R.I.M.S. — R.  I. 
Department  of  Education  endeavors. 

Other  than  the  memo,  the  Commissioner  offered 
further  contacts  with  the  Department  which  ap- 
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peared  to  the  committee  on  past  performance  to  be 
rather  fruitless.  The  committee  wished  to  state  its 
views  to  the  Board  and  had  so  requested.  On  the 
basis  of  this  reply  and  in  particular  the  abrasive 
tone  of  the  memo,  the  committee  directed  the 
chairman  to  advise  the  Commissioner  that  it  ap- 
peared that  no  further  communications  were  felt 
desirable  at  this  time  because  it  appeared  that  we 
had  no  common  ground  for  discussion. 

Eurther  meetings  of  this  committee  will  be  held 
when  the  Board  of  Regents  has  completed  its  De- 
partmental reorganization,  because  the  committee 
continues  to  hold  the  same  concerns  and  still  desires 
to  encourage  joint  Society  and  Department  of  Edu- 
cation liaison  to  improve  the  medical  aspects  of 
education  of  R.  I.  children. 

Because  of  this  concern  several  members  of  this 
committee  planned  and  coordinated  a seminar  on 
■Wledical  Aspects  of  Learning  Disabilities”  on  Oc- 
tober 4,  1969  at  Providence  College,  which  was 
well  attended  by  physicians  and  educators.  Hope- 
fully a digest  of  this  seminar  will  be  published 
shortly  and  distributed  to  R.  1.  educators  and 
physicians. 

Respectfully  submitted: 

John  E.  Farley,  Jr.,  H.D.,  Chairman 

.Advisory  Committee  to  the  R.  I. 

Department  of  Education 

LIBRARY  COMMITTEE 

The  Committee  holds  two  meetings  each  year  and 
I am  reporting  the  meetings  held  on  .April  18, 
1969,  October  24,  1969,  and  March  6,  1970. 

We  received  $4,069.00  as  a continuation  of  the 
Medical  Library  Resource  Grant  from  the  National 
Library  of  Medicine.  We  are  using  this  for  binding 
and  microfilming.  We  plan  to  file  a further  con- 
tinuation. 

The  Library  is  fortunate  in  its  possession  of  a 
large  number  of  valuable  rare  books.  They  should 
be  housed  in  a fire  proof  container  with  controlled 
heat  and  humidity  if  they  are  to  stay  in  good  con- 
dition. We  are  looking  into  this  possibility. 

We  voted  to  offer  to  the  members,  during  the 
.Annual  Aleeting  week,  the  duplicate  books  in  the 
Library.  Those  not  claimed  will  be  offered  to  deal- 
ers or  e.xchanged. 

.At  each  meeting,  we  discussed  and  approved  for 
purchase  a considerable  number  of  new  volumes, 
using  the  .Adelson.  Davenport,  Day  and  Roger 
Funds.  Mrs.  Gormly  has  continued  her  generous 
gifts  to  the  Charles  F.  Gormly  Collection  and  the 
Rhode  Island  Veterinary  Medical  .Association  made 
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its  annual  gift  in  support  of  our  collection  of  vet- 
erinary medicine  material. 

The  Society  is  very  fortunate  to  have  Mrs. 
Dejong  as  Librarian.  Her  work  continues  to  be 
outstanding.  We  have  added  an  Assistant  Librarian, 
Miss  Marie  Patrucco,  who  is  very  well  qualified 
for  the  position  and  has  proven  most  satisfactory. 

Respectfully  submitted: 

H.  G.  Calder,  M.D.,  Chairman 

Librarian's  Report 

The  results  of  the  “count”  our  annual  fun  and 
games  with  statistics,  are  as  follows:  2,319  “live” 
patrons  (928  physicians,  1,391  laymen)  fought  the 
Battle  of  Francis  Street  Hill;  by  telephone,  we 
defined,  located,  listed,  soothed — and  listened;  the 
copy  machine  ground  out  669  articles  for  a total  of 
3,727  pages;  volumes  which,  for  reasons  of  age, 
binding,  size,  or  copyright  rules,  could  not  be 
xeroxed,  were  loaned  to  the  tune  of  240  books  (50 
from  the  Davenport  Collection)  958  periodicals, 
37  dealers’  catalogues,  1 photograph,  and  2 spring 
lancets  from  the  instrument  collection;  tearsheets 
of  articles  in  our  Journal  were  sent  on  several  oca- 
sions  to  readers  here  and  abroad;  we  borrowed  34 
texts  and  received  146  xeroxed  articles  from  other 
libraries,  with  help  received  from  our  excellent 


local,  regional,  and  national  library  systems  and 
from  the  Xew  York  Academy  of  Medicine,  Yale, 
MEDLARS,  SUXY,  ASD  SYMBOSIS;  27  re- 
quests from  smaller  libraries  which  we  could  not 
answer,  were  channelled  to  the  proper  sources;  we 
attended  three  meetings  of  the  Advisory  Councils 
of  the  Providence  and  Rhode  Island  Interrelated 
Library  Systems,  the  valuable  network  through 
which  w'e  meet  the  public;  614  volumes  were  added 
to  our  holdings  through  purchase  and  gift,  together 
with  journals,  pamphlets,  photographs,  and  instru- 
ments; our  present  holdings  are  approximately 
47,538  books  and  bound  volumes;  297  reference 
subjects  were  searched;  482  periodicals,  reports, 
and  other  serials  were  received  regularly;  through 
the  Medical  Library  Association  Exchange,  we  re- 
placed 70  single  journals  and  4 bound  volumes  and 
sent  269  singles  and  5 bound  volumes  to  other 
libraries  all  over  the  world;  locally,  we  gave  away 
859  duplicate  issues  and  5 books;  238  volumes 
were  prepared  for  microfilming  and  binding  under 
our  Grant  and  more  are  in  process. 

\Ye  entertained  the  Providence  Medical  History 
Society  members,  other  history  buffs,  and  YIP's 
in  the  rare  book  field  in  September.  With  pride, 
we  displayed  our  treasures,  including  items  from 
(Continued  on  next  page) 
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the  original  Davenport  Collection.  Doctor  Wing 
presided  over  the  meeting  and  the  Librarian  gave 
a short  talk  about  our  collection. 

Doctor  Goldowsky’s  concern  over  the  condition 
of  our  rare  books  led  us  to  investigate  the  proper 
housing  of  these  valuable  holdings.  This  summer, 
work  will  be  started  on  a storage  vault.  We  shall 
miss  the  smiling  faces  of  Morgagni,  Vesalius,  With- 
ering et  al.  but  it  will  be  comforting  to  know  that 
their  faces  will  be  smiling  and  not  creased  and 
cracked  when  we  bring  them  out  to  show  to  com- 
pany. \’olumes  will  be  displayed  frequently  and, 
of  course,  will  be  brought  out  on  request. 

Mrs.  Garreau's  sudden  illness,  last  April,  left 
us  without  an  assistant  for  six  hectic  weeks.  Only 
the  cooperation  and  helpfullness  of  the  Executive 
Office  staff  kept  us  from  falling  apart  completely 
(after  all,  as  Mrs.  Szabo,  Librarian  of  St.  Joseph’s 
Hospital  proved,  it  takes  75  minutes  to  process  one 
book  from  decision  to  buy  to  a place  on  the  shelf! ) 
Miss  Judith  Delahunt,  a most  satisfactory  “sum- 
mer helper,”  worked  diligently  to  clean  up  the 
accumulation.  Miss  Marie  Patrucco,  who  joined 
the  staff  as  Assistant  Librarian  in  September,  is 
doing  yeoman  labor,  catching  up  on  the  cataloguing, 
and  helping  to  put  things  in  smooth  running  order. 

Sometimes,  we  sneak  a few  minutes  to  browse 
and  yield  to  the  temptation  of  reading  a book  from 
our  collection.  In  the  Davenport  Collection,  we 
found  “The  Library.  \ Poem”  by  George  Crabbe, 
London,  1781.  He  said, 

“This  Books  can  do  . . . they  give  New  xdews  to 
life,  and  teach  us  how  to  live;  They  soothe  the 
griev’d,  the  stubborn  the}'  chastise,  Fools  they 
admonish,  and  confirm  the  wise.” 

“Thus  Physic  flies  abroad,  and  thus  the  Law 
From  men  of  study,  and  men  of  straw;  Abstracts. 
Abridgements,  please  the  fickle  times.” 

“There  Physic  fills  the  space,  and  far  around. 
Pile  above  pile,  her  learned  works  abound;  Glori- 
ous their  aim — . . 


E.  P.  Anthony,  Inc. 
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COMMITTEE  ON  MEDICAL  ECONOMICS 

The  revised  and  expanded  health  and  accident 
program  for  members  of  the  Society,  as  approved 
by  the  committee  on  medical  economics,  has  re- 
ceived favorable  acceptance,  according  to  the  De- 
rosier  .A.gency  which  handles  the  account. 

Concern  has  been  expressed  by  the  fact  that  the 
Blue  Shield  “65”  Plan  for  the  Society's  member- 
ship does  not  cover  basic  hospital  services  outside 
the  United  States.  Such  coverage  is  included  in  the 
regular  “65’’  plan,  but  the  Society's  special  pro- 
gram does  not  include  this  benefit.  The  matter  has 
been  discussed  with  the  Blue  Shield  administrative 
staff  which  has  made  the  following  comments  on 
the  matter: 

1.  The  special  “Plan  65''  for  the  Medical  So- 
ciety was  designed  through  consultation,  and  with 
cooperation  with  the  ^Medical  Economics  Commit- 
tee of  the  Society. 

2.  The  ^Medical  Society  “Plan  65”  basically 
differs  from  the  standard  “65”  contract  in  two 
areas.  There  is  no  provision  for  the  payment  of 
doctors'  services  (it  was  felt  that  ^Medicare  Part  B 
payment  was  adequate  remuneration  for  one  doctor 
treating  another  or  a member  doctor's  family)  and 
there  is  no  basic  (first  dollar)  coverage  for  hos- 
pital care  outside  the  United  States. 

However,  the  over  65  age  members  of  the  Society 
group  (those  with  the  special  “Plan  65”  noted 
above)  have  the  same  !Major  Medical  coverage  as 
under  65  years  of  age  members.  This  part  of  the 
program,  therefore,  would  provide  coverage  for 
hospitals  outside  the  L'nited  States,  but  not  for 
any  physicians’  services. 

In  other  words,  after  the  standard  $200  deduct- 
ible, Major  Medical  would  pay  80  per  cent  of  the 
bills  for  hospital  care  anywhere  in  the  world. 

3.  The  Blue  Cross-Blue  Shield  automatically 
converts  members  of  the  Society  group  who  reach 
age  65  to  the  si>ecial  “Plan  65”  benefit  package, 
in  accordance  with  the  standard  procedure  with  all 
group  business.  However,  any  group  member  who 
does  not  want  “Plan  65’'  and  wishes  to  keep  his 
original  coverage  at  a higher  premium  may  do  so 
if  he  notifies  the  administrative  office  of  the  plans. 

This  information  is  submitted  to  the  House  at 
this  time,  and  in  the  coming  months  the  Committee 
will  explore  the  possibility  of  revising  the  Society’s 
benefit  coverages  prior  to  the  Fall  renewal  date. 

Respectfully  submitted: 

John  Turner,  II,  !M.D.,  Chairman 
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HOUSE  OF  DELEGATES  REPORT 

(Continued  from  Page288( 

PUBLIC  LAWS  COMMITTEE 

The  Public  Laws  Committee  met  and  reviewed 
approximately  80  bills  before  the  General  Assem- 
bly. The  Committee  agreed  to  oppose  chiropractic 
legislation  which  would  redefine  “medical  services” 
to  include  services  rendered  by  a chiropractor  so 
as  to  enable  him  to  be  paid  by  a nonprofit  medical 
service  corporation.  A second  bill  to  provide  receip- 
ients  of  social  welfare  to  have  the  right  to  select 
chiropractic  treatment  was  also  opposed  by  the 
Committee.  This  latter  measure  was  also  intro- 
duced during  the  1969  session  and  was  vetoed  by 
Governor  Licht.  In  the  Medical  Society’s  fight 
against  the  adoption  of  chiropractic  legislation,  all 
legislators  were  mailed  a copy  of  former  HEW' 
Secretary,  Wilbur  J.  Cohen’s  report:  “Independent 
Practitioners  Under  Medicare.” 

In  reviewing  a bill,  the  committee  also  agreed 
that  the  sale  and  use  of  UDT  may  need  control 
because  of  its  wide  spread  use  and  a complete  study 
of  the  problem  be  made  before  it  is  totally  elimin- 
ated from  use.  The  Committee  also  recommended 
that  available  federal  data  on  BUT  be  utilized. 

Other  legislation  the  Committee  agreed  upon 
was  a bill  to  prohibit  a licensed  practitioner  who 
prescribes  or  administers  drugs  from  having  his 
registered  number  preprinted  on  his  prescription 
pad.  The  committee  felt  that  if  the  purpose  of  the 
legislation  was  to  thwart  the  use  of  stolen  pre- 
scription pads  from  physicians,  the  bill  would 
not  be  substantially  effective.  The  committee’s 
rationale  was  that  if  a prescription  pad  was  stolen, 
any  number  could  be  written  or  typed  in,  and  the 
prescription  could  be  used  if  it  were  taken  to  a 
drugstore  outside  the  area  where  the  doctor  has 
his  office,  unless  the  pharmacist  checked  the  nar- 
cotic number. 

.As  it  did  in  1969,  the  committe  recorded  itself 
in  opposition  to  a bill  which  would  regulate  the 
business  of  selling  hearing  aids  at  retail  price  since 
the  prescription  for  such  hearing  aids  could  only 
be  made  by  a physician  who  specializes  in  the 
treatment  of  diseases  of  the  ear.  The  committee 
agreed  to  the  principle  that  any  person  needing  a 
hearing  aid  should  first  be  examined  by  a physician 
to  secure  a properly  prescribed  hearing  aid,  but  that 
physician  certification  should  not  be  restricted  to 
specialists  in  the  field  since  all  licensed  physicians 
are  qualified  to  examine  for  hearing  loss. 

The  committee  also  forwarded  to  the  Judiciary 
Committee  a statement  in  opposition  to  a bill  which 
would  place  hearing  aid  dealers  and  fitters  under 


a newly  created  state  board  of  hearing  aid  dealers 
and  away  from  the  jurisdiction  of  the  Department 
of  Health. 

The  committee  also  opposed  a bill  which  rede- 
fines the  practice  of  optometry  as  a profession  to 
allow  an  optometrist  to  detect  any  diseased  or 
pathological  condition  of  the  eye.  The  intent  of  the 
bill  was  to  give  optometrists  the  right  to  use  mi- 
otics,  mydriatics  and  topical  anesthetics  for  diag- 
nostic purposes. 

By  the  date  of  this  meeting,  the  committee  will 
have  had  introduced  into  the  General  Assembly 
legislative  proposals  concerning  the  physician-pa- 
tient privileged  communication,  a provision  that 
blood  donors  could  be  any  person  of  the  age  of 
18  or  over  without  the  necessity  of  obtaining 
perental  permission  and  a bill  to  change  the  blood 
alcohol  level  from  .10  to  .08  to  determine  whether 
a person  was  under  the  influence  of  an  intoxicating 
liquor  while  driving  a motor  vehicle  upon  a high- 
way of  the  state. 

Progress  in  the  General  Assembly  on  the  bills 
that  the  committee  has  opposed  has  been  thus  far 
insignificant. 

Sincerely  yours, 

-Armand  D.  Versaci,  AI.D.,  Chairman 

Public  Laws  Committee. 

DISCUSSION  OF  PAPERS 

(Continued  from  Page  274) 

listen  to  them  in  our  Project  Re-Ed  in  Nashville. 
They  are  not  interested  very  much  in  making  this 
day  go  better  and  in  the  mastery  of  this  day;  then 
they  can  have  the  mastery  of  all  days.  As  Mr. 
.Allen  talked,  I was  reminded  once  again  that  the 
mountains  of  West  Virginia  had  come  to  New  A^ork 
City,  or  exist  in  New  A'ork  City  too.  He  called 
for  a widening  of  options,  a fundamental  change  of 
national  direction,  a substantial  reallocation  of  re- 
sources. Then  he  advocates  what  is  perhaps  one  of 
the  most  important  current  developments;  w’here 
people  in  various  roles  concern  themselves  with  the 
total  circumstance  of  life,  of  other  individuals,  and 
of  communities. 

I would  have  hoped  that  all  of  the  speakers  might 
have  added  one  thing  to  which  I’ll  take  the  privi- 
lege of  referring.  No  one  mentioned  children.  I 
would  suspect  that  a sensible  basis  for  reallocation 
of  resources,  for  a new  national  direction  in  the 
mental  health  field,  in  the  field  of  race  relations, 
and  in  the  field  of  community  organization,  could 
well  be  the  investment  of  much  more  in  the  future 
generation  than  in  the  present.  In  mental  health 
(Continued  on  ne.xt  page) 
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services  persons  under  25  constitute  half  of  the 
population.  Only  a fragment  of  the  resources  is 
invested  in  them.  This  is  a very  short-sighted  poli- 
cy. Our  greatest  hope  in  all  of  these  areas,  which 
are  indeed  one  area,  is  to  make  a heavier  invest- 
ment in  the  future  through  many  kinds  of  com- 
mitments to  children. 

FURTHER  REMARKS  BY  MR.  BLACK 
Croups  of  people  down  at  the  local  community  level 
generally  operate  by  seeking  out  a single  rather 
simplistic  issue  that  bothers  them.  I'm  very  mindful 
of  the  days  when  we  struggled  with  the  problems  of 
the  first  housing  projects  in  the  country  and  the 
issues  of  tenant  councils.  Any  of  \'Ou  who  had  the 
e.xperience  of  dealing  with  them  at  that  time  would 
discover  that  once  you  got  past  the  garbage  dis- 
posal problem  and  turned  your  attention  to  the 
problem  of  children  running  around  and  breaking 
windows,  you  found  that  it  was  a different  group 
of  people  in  the  housing  projects  who  were  inter- 
ested in  the  children — not  the  same  group  as  were 
interested  in  the  garbage  disposal.  The  whole  idea 
of  a tenant  council  that  would  meet  and  deal  with 
all  issues  that  might  come  up  just  didn't  hold  water. 
Xow  this  in  part  is  one  of  the  problems  we  have  to 
deal  with.  There  are  two  thoughts  I would  like 
to  leave  with  you  on  that  one  point.  One  is  the 
question  of  feedback  and  the  e.xperience  of  people 
in  conditioning  their  interests  in  particular  prob- 
lems. I believe  that  there  must  be  some  significance 
that  in  our  society  the  legislative  and  executive 
roles  of  government  are  generally  separated.  I 
wonder  if  at  the  community  level  there  aren’t  also 
in  a sense  legislative  and  executive  roles  and  that 
when  these  are  wound  up  together  things  happen 
that  ought  not  happen. 

The  second  point  really  adds  to  this.  If  one 
analyzes  the  boards  of  directors  and  trustees  of 
various  agencies  with  respect  to  who  they  are, 
what  their  interests  are.  and  why  they  are  on  any 
particular  board,  one  will  begin  to  discover  some 
fascinating  patterns.  People  serve  on  boards,  on 
councils,  and  on  committees,  if  they  have  a choice, 
because  of  propensities  out  of  their  past  experience 
or  their  interest.  You’re  always  struck  by  the  fact 
that  there  are  so  many  members  of  the  boards  of 
trustees  of  certain  kinds  of  agencies  who  them- 
selves, or  through  family  and  friends,  have  had 
some  association  with  the  problems  with  which 
those  agencies  are  dealing.  This  is  just  as  true,  in- 
cidentallv.  in  education  as  in  the  health  or  mental 
health  fields. 
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The  last  point  I wish  to  make  is  really  a link- 
age between  Doctor  Duhl’s  comments  and  mine. 
He  warns  that  there  must  be  change,  and  we  rec- 
ognize this.  One  of  the  problems  is  how  to  allow 
change  to  take  place  without  wrecking  society  in 
the  process.  In  other  words,  if  there  is  to  be  a 
transfer  of  power,  it  has  to  be  transferred  in  a 
manner  that  preserves  the  opportunity  for  that 
power  to  be  effective.  I raise  the  question  of  what 
constitutes  power  as  the  struggle  goes  on.  Based 
on  25  years  of  experience  in  dealing  with  labor — 
management  issues,  mostly  on  the  wrong  side  of 
the  bargaining  table.  I’m  particularly  interested  in 
the  role  of  the  mediators  and  arbitrators  at  times 
of  great  stress.  We  have  something  to  learn  from 
them  because  they  sort  out  what  is  the  important 
goal  and  keep  their  eyes  on  that  goal.  They  are 
willing  to  compromise  to  allow  all  kinds  of  issues 
to  change,  and  to  allow  a transfer  of  power,  so 
long  as  these  processes  do  not  violate  the  goal.  I 
was  involved  recently  in  an  experience  of  this  sort. 
I will  cite  it  to  you  as  a final  example. 

We  had  reached  a point  in  the  negotiation  at 
which  a particularly  tricky  and  difficult  problem 
emerged.  governmental  agency  was  obliged  to 
put  down  on  paper  an  agreement  with  regard  to 
the  establishment  of  an  interim  director  for  a com- 
munity mental  health  center.  One  of  the  stipula- 
tions in  the  document  which  the  government  agency 
provided  was  that  the  new  director  would  be  ap- 
pointed with  the  advice  and  consent  of  the  local 
community  board  still  to  be  set  up.  I was  called 
on  the  telephone  by  a government  official.  He 
was  worried  about  what  the  reaction  of  the  parties 
concerned  would  be  to  the  words  ‘‘advise  and  con- 
sent.” The  person  who  held  the  mental  health  con- 
tract in  that  community  was  in  a bitter  struggle 
with  elements  represented  in  the  development  of  the 
local  community  board.  I thought  for  a while,  and 
then  asked,  ‘‘What  would  happen  if  you  took  the 
word  ‘consent'  out?”  He  said,  “Oh  my  goodness, 
the  local  people  would  never  accept  the  elimination 
of  the  word  ‘consent’!”  I replied:  “Frankly  speak- 
ing, what  difference  does  it  really  make?  If  you 
take  the  word  ‘consent’  out,  you  still  have  left 
‘advice.’  Can  you  conceive  of  the  possibility  that 
a new  director  could  be  appointed  against  the 
advice  of  the  local  board?  Wouldn’t  this  university 
group  be  completely  ridiculous  and  silly  to  take 
this  point  of  view?’’  He  said:  “Yes,  I believe  you 
have  a point  there.”  Then  I called  the  university 
Dean  and  said:  ‘‘You  will  be  receiving  a letter  from 
the  government  which  has  the  words  ‘advdce  and 


consent’  in  it.”  He  said:  “Oh!  we  coludn’t  accept 
the  word  ‘consent’.”  I said  to  him  pretty  much 
what  I had  said  to  the  government  official,  but 
turned  it  around  the  other  way.  I said:  “Suppos- 
ing you  leave  the  word  ‘consent’  out,  are  you 
giving  any  less  consent  to  the  local  community?” 
He  said:  “Why  no,  maybe  not.”  The  end-result 
was  that  the  words  ‘advice  and  consent’  were  left 
in  and  were  accepted  by  both  sides. 

The  point  is  How  do  you  allow  change  to  take 
place — really  the  transfer  of  power — without 
wrecking  the  organization?  In  the  instance  I de- 
scribed the  struggle  would  have  gone  on  over  an 
issue  which  was  nonsensical  in  the  final  analysis.  I 
believe  many  conflicts  are  perpetuated  out  of  con- 
cern for  face.  This  may  be  extremely  important 
in  an  oriental  society;  but  by  now  we  should  be 
willing  to  save  programs  and  services  to  people 
without  having  to  be  concerned  about  saving  face. 

FURTHER  REMARKS  BY  MR.  ALLEN 

I should  like  to  express  one  final  thought  about 
paraprofessionals.  We  must  give  consideration  to 
the  building  of  a career  ladder,  so  that  persons 
who  may  have  entered  the  field  through  the  pro- 
fessional schools  and  the  traditional  routes  never- 
theless do  have  a chance  to  move  up.  We  must  pro- 
vide not  only  a chance,  but  even  incentive  and 
encouragement — time  off  for  additional  educational 
experience  and  similar  opportunities.  There  must 
be  an  open  ceiling  so  that  those  few  exceptional 
individuals  may  want  to  go  the  full  route,  even 
perhaps  to  an  M.D.  degree  or  other  high  status, 
will  feel  that  there  is  no  immovable  barrier.  This 
has  implications  for  the  full  work  force,  even 
though  only  a small  fraction  will  want  to,  or  be 
able  to,  make  this  kind  of  movement  upward.  The 
feeling  that  they  are  frozen  into  a situation  is  a 
very  debililating  thing  and  can  be  counter-pro- 
ductive in  many  ways. 
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portunity  to  develop  it  and  to  have  the  remediation, 
morale  building,  and  encouragement  which  some- 
times can  be  provided.  There  are  so  many  things 
that  can  be  done  and  need  to  be  done.  This  whole 
concept  of  community  control  needs  to  be  sup- 
ported and  encouraged  with  reference  not  only  to 
the  schools  and  health  and  legal  services,  but  also 
to  welfare  and  police  services  and  a number  of 
others  which  are  pertinent  to  life  in  the  ghetto. 

It  is  of  interest  that  in  the  City  of  Newark,  and 
for  the  first  time  in  the  country,  a welfare  mother 
after  a tremendous  struggle  is  now  a member  of 
the  Board  of  Welfare.  The  question  was  asked,  Is 
this  a conflict  of  interests?  Those  who  resisted 
that  argument  pointed  out  that  being  on  welfare 
should  not  deprive  a person  of  his  basic  citizenship 
rights,  and  one  of  those  rights  should  be  the  right 
to  serve  on  a Board.  I must  also  report  that  on  the 
day  that  the  appointment  was  announced  the 
commissioner  of  welfare  in  Newark  violated  all 
the  professional  cannons  of  social  wmrk  or  any  other 
of  the  helping  professions  by  releasing  the  woman's 
file  to  the  press.  As  a result  of  that  he  is  being 
sued,  and  the  case  will  be  coming  up  in  the  courts 
fairly  soon.  But  there  are  a number  of  instances  in 
which  the  concept  of  transferring  of  power  to 
groups  which  previously  have  been  powerless  is 
being  carried  out  and  with  great  success. 

One  example  is  the  Street  Academy  program 
which  the  New  York  City  Urban  League  has  been 
sponsoring  now  for  some  3 or  4 years.  That  is, 
sirnph'  expressed,  a con.scious,  deliberate,  and  suc- 
cessful effort  to  embarrass  the  public  school  system 
of  New  York  City  by  proving  to  them  that  certain 
youngsters  who  they  have  discarded  as  hopeless 
are  not  only  capable  of  doing  high  school  work, 
but  with  the  right  kind  of  encouragement  and 
training  can  move  on  successfully  into  higher  edu- 
cation and  to  the  college  campus.  Throughout  that 
program  we  have  been  able  to  bring  the  school  sys- 
tem around  to  the  point  where  the  New  York 
Urban  League  currently  is  negotiating  a contract 
with  the  school  system  to  inject  Street  .\cademy 
concepts,  skills,  and  leadership  into  certain  of  the 
public  schools  of  the  City  of  New  York. 

What  needs  to  be  done  can  be  summed  up  in 
the  concept  of  jxiwer  to  the  powerless  in  partici- 
pation and  community  control. 

In  the  Godkin  lectures  at  Harvard  University  a 
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little  earlier  this  year,  John  W.  Gardner,  head  of 
the  Urban  Coalition  and  former  Secretary  of 
Health,  Education  and  Welfare,  underlined  the 
sickness  of  our  society;  but  he  went  on  to  say  that 
there  can  be  nothing  more  healing  for  men  than 
to  participate  directly  in  the  reshaping  of  insti- 
tutions that  no  longer  enjoy  their  former  compe- 
tence. This  applies  to  school  systems  in  so  many 
cities.  It  applies  to  many,  many  other  kinds  of 
institutions.  There  is  a clear  urgency  about  the 
task.  We’ve  sought  to  underline  some  of  the  major 
concerns.  I should  not  close  without  referring  to 
the  sequel  to  the  report  of  the  National  Advisory 
Commission  on  Civil  Disorders,  ‘"One  Year  Later.” 
This  points  out  that  despite  all  of  the  recommen- 
dations and  findings  of  the  Kerner  Commission  of 
a year  before,  our  nation  continues  to  drift  toward 
two  separate  societies,  one  black  and  one  white, 
separate  and  unequal,  as  the  phrase  is. 

In  the  interview  already  cited  Doctor  Toynbee 
observed  that  the  decay  of  civilizations  is  usually 
the  result  of  a wrong  response  made  to  a con- 
frontation. We're  approaching  a confrontation.  Our 
hope  is  that  our  response  be  the  right,  the  con- 
structive, and  the  healthy  one.  It  was  Thomas 
Wolfe  who,  writing  about  30  years  ago,  as  a matter 
of  fact,  said:  “I  believe  that  we  are  lost  here  in 
-America,  but  I believe  that  we  shall  be  found.  I 
think  the  true  discovery  of  America  is  before  us. 
I think  the  true  fulfillment  of  our  spirit,  of  our 
people,  of  our  mighty  and  immortal  land  is  yet  to 
come.  I think  the  true  discovery  of  our  own  dem- 
ocracy is  still  before  us.  I think  that  all  of  these 
things  are  as  certain  as  the  morning,  as  inevitable 
as  noon.’’  I think  I speak  for  most  men  living  when 
I say  that  our  America  is  here.  It  is  now.  It  beck- 
ons on  before  us.  This  glorious  assurance  is  not 
only  our  living  hope,  but  our  dream  to  be  accom- 
plished. All  of  us  may  not  be  quite  as  certain  as 
Mr.  Wolfe  was  about  the  outcome,  but  I think 
that  we  can  certainly  agree  with  him  about  the 
direction  which  our  efforts  should  take. 


ONE  SENTENCE  ESSAY 

The  private  sector  (of  medicine)  with  all  the 
browbeating  it’s  gotten  has  somehow  done  a bet- 
ter job  than  government. 

. . . John  H.  Knowles,  M.D. 

* * ^ 

ONE  SENTENCE  ESSAY 

I predict  that  hospital  costs  will  rise  to  at  least 
SI, 000  a day,  probably  by  1980. 

. . . John  H.  Knowles,  AI.D. 
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ted  in  their  position  were  at  that  time.  And  so, 
as  Governor  of  the  State  of  Rhode  Island,  I'm  de- 
lighted to  be  here,  but  also  as  an  individual  who 
in  some  small  measure  played  a part  in  the  reten- 
tion of  the  great  hospital  to  which  we  pay  honor. 

I've  learned  in  the  five  months  that  IVe 
been  in  office  that  not  everything  can  be  done 
by  the  public  sector,  that  it  really  is  the  private 
sector  that  so  many  times  leads  the  way  in  these 
fields  of  health,  mental  health  or  health  in  general, 
that  you  set  standards  which  sometimes  the  public 
sector  seeks  to  reach.  You  have  no  such  limitations 
as  the  public  sector  has  in  the  developing  of  new 
ideas;  and  so  you  are  a ver\'  necessary  force  in 
this  community  and  I can  only  pay  \mu,  as  I say, 
my  greatest  tribute. 

Xow,  you  know,  the  last  session  of  the  General 
■Assembly  enacted  a piece  of  legislation  which  has 
not  received  the  attention  which  it  deserves,  be- 
cause of  its  far-reaching  importance.  It  was  a piece 
of  legislation  sponsored  by  Senator  LaLiberte,  and 
is  an  outgrowth  of  a commission  which  he  headed 
and  which  gives  the  Governor  of  the  State  of  Rhode 
Island  the  opjwrtunity  to  reorganize  many  of  the 
agencies  of  government.  This  report  is  not  yet 
filed.  The  commission  was  primarily  interested  in 
the  human  resources  of  the  State  of  Rhode  Island 
and  paid  particular  attention  to  the  Social  Welfare 
department  and  the  Health  department.  I should 
like  to  say  that  in  one  of  its  reports  the  commission 
said  that  mental  health  services  in  Rhode  Island 
represent  the  functional  area  within  the  general 
field  of  social  services  most  in  need  of  critical  re- 
orientation and  upgrading.  Let  me  say  quite  can- 
didly that  it  is  widely  recognized  that  in  this  State, 
and  perhaps  througout  the  nation,  the  time  has 
come  for  us  to  give  new  importance  to  the  whole 
field  of  mental  health.  Xow  I have  the  obligation 
to  present  to  the  General  Assembly  a plan  by 
February  of  1970.  The  General  .Assembly  has  30 
days  within  which  to  permit  the  plan  to  stand  or 
to  veto  it.  I will  tell  you  here  and  now  that  I will 
have  that  plan  ready  for  the  time  in  question;  and 
I would  hope  that  the  private  sector,  or  those  par- 
ticularly interested  in  the  field  of  mental  health, 
will  join  with  me  in  a re-examination  of  what  the 
State  can  do  and  how  the  State  can  structure  an 
agency  that  will  provide  the  services  so  widely 
needed  in  this  State. 

I want  to  say  one  other  thing;  then  I will  close. 
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because  actually  you  did  not  come  to  listen  to  me. 
I have  examined  with  care  the  program  that  you 
have  for  the  next  three  days,  and  I have  seen  the 
distinguished  visitors  that  you  have  from  out  of 
the  State  and  the  notable  men  in  the  field.  I would 
like  to  pay  them  a warm  welcome.  I cannot  think  of 
anything  more  significant  than  to  have  in  Rhode 
Island  men  of  this  capacity,  this  talent  to  discuss 
the  matters  of  mental  health  in  the  urban  society 
and  also  to  file  their  papers  with  us.  I would  tell 
you  how  proud  all  the  people  of  Rhode  Island  are 
that  this  great  institution  on  the  occasion  of  its 
125th  anniversary  is  looking  forward  to  play  its 
constructive  role  in  the  improvement  of  the  whole 
field  of  mental  health  services.  Again,  in  closing, 
I pay  you  my  profound  respects  and  wish  this  con- 
ference the  greatest  success. 

$ 

ONE  SENTENCE  ESSAY 
Shakespeare  on  Alcohol 
Though  I look  old;  yet  I am  strong  and  lusty; 
For  in  my  youth  I never  did  apply  hot  and  re- 
bellions liquors  in  my  blood. 


MENTAL  HEALTH  SERVICES  AND 
THE  ISOLATED  CITIZEN 

(Concluded  from  Page  266) 

All  innovations  and  programs  will  ultimately  find 
a level  of  use  for  all  people  regardless  of  their  geo- 
graphic or  socio-economic  background.  And  we’re 
looking  forward  to  the  day  when  we  can  mount  a 
complete  system  of  services  based  on  what  we  can 
best  provide  without  reference  to  our  economy.  At 
this  point  I shall  borrow  from  a speech  I gave  just 
a few  days  ago  to  a college  graduating  class  of  300 
students.  It  seems  to  me  that  the  new  college 
graduates  are  a positive  force  for  mental  health, 
not  only  because  they  are  an  untapped  manpower 
resource  of  non-professionals  still  in  the  stage  of 
development,  but  also  because  they  have  the  op- 
portunity to  learn  to  overcome  isolation  in  their 
lives.  The  challenge  to  them  is  to  cease  pointing 
the  finger  and  become  instead  a constructive  force. 
We  urge  them  to  take  a look  at  the  city  of  the 
future.  We  have  tarried  too  long  looking  at  the 
city  of  the  past. 

I think  at  Butler  you  have  had  a glorious  past, 
but  let’s  hope  that  not  tarrying  any  longer  we  can 
march  on  to  gaze  upon  the  city  of  the  future. 


Wherever  you  go, 
forget  your  telephone 
calls.  We  ll  take  them 
for  you,  day  or  night. 


MEDICAL  BUREAU 

of  the 
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1.  IRBA>  ENVIRONMENT  AND 
HEALTH 

(Concluded  from  Page  257) 

rather  than  material  values  are  now  using  the 
same  techniques.  Facilitated  by  our  new  techno- 
logies, it  is  easier  and  cheaper. 

Consider  though  what  this  means  for  programs. 
Heretofore,  all  have  been  geographically  based.  We 
designed  catchment  areas  to  increase  our  respon- 
sibility in  mental  health  clinics  to  total  populations. 
But  since  people  do  not  live  in  geographic  cities 
and  problems  are  functional  as  well  as  non-geo- 
graphic,  our  institutions  must  more  and  more  be 
of  a new  kind.  Facilities  and  systems  of  health 
need  to  respond  to  these  new  functional  non-geo- 
graphic cities.  They  should  not  all  be  bound  to 
physical  turf.  Can  we  look  at  programs  as  national 
and  international,  meeting  needs  wherever  people 
are,  rather  than  assuming  immobility. 

The  network  makers,  the  “floating  crap  game” 
participants,  are  slowly  making  this  change.  Yet, 
in  health  this  is  still  but  a challenge,  and  a hope, 
and  a dream.  The  diminished  use  of  residency  re- 
quirements. the  availability  of  Social  Security 
nationwide,  the  ability  to  transfer  insurance  re- 
tirement systems  are  but  some  of  the  beginnings 
of  the  new  institutions. 

I have  said  that  cities  are  not  local,  state,  and 
federal  authorities;  new  involvement  of  the  public 
and  private  sector  in  areas  long  reserved  to  local 
governmental  function  must  develop.  Colleges  are 
being  created  with  no  campus  but  the  community 
at  large,  universities  in  dispersion,  some  of  which 
have  students  all  over  the  world  learning  a variety 
of  e.xperiences  (Job  Corps  education  in  manpower 
development  is  one  such  example). 

The  crisis  of  the  city  is  bigger  than  the  political 
city.  It  is  a national  issue.  It  is  our  business  and 
concern.  How  to  cure  a situation  where  we  our- 
selves are  part  of  the  problem,  how  to  have  a so- 
ciety where  the  values  we  have  learned  through 
our  work  as  therapists — alienists  and  reformers — 
are  applied  are  the  important  values  for  people. 
Competence  must  be  complemented  by  warmth, 
love,  and  joy,  doing  your  own  thing  without  hurt- 
ing others.  External  controls  must  be  replaced  by 
internalized  ones.  Adaptability  to  new  things  is 
not  enough;  we  must  see  what  the  price  of  non- 
competence is:  we  have  been  adapting  to  too  much 
environmental  onslaught,  too  much  crowding,  noise, 
and  smog. 

Where  I have  started  my  remarks  with  analysis. 


1 now  find  myself  being  very  personal  and  sermon- 
izing. I am  projecting  my  values,  and  expressing 
feelings.  .And  yet,  that  is  the  nature  of  what  is 
before  us. 

Solutions  to  problems  are  not  always  rational. 
They  cannot  always  be  analyzed  with  precision,  or 
fully  understood.  The  non-rational  and  often  the 
irrational  are  involved  in  all  decisions.  The  answer 
lies  in  improving  our  ability  to  find  answers;  and 
they  lie  in  a new  politics — not  of  party  or  political 
group,  but  of  involvement  in  the  “polis”  of  ancient 
.Athens,  the  political  dialogue  which  forms  and  re- 
forms our  society  without  polarization  and  violence. 
Part  of  our  solution  may  be  to  survive  so  we  can 
muddle  through. 

Health  and  mental  health  are  part  of  that  proc- 
ess. The  city — whatever  it  is  and  will  be — is  the 
game  board  ujx)n  which  the  politics  of  concern 
must  be  worked  out.  We  are  a part  of  it. 

One  hundred  twenty-five  years  after  this  hospital 
was  created  we  find  ourselves  not  separate,  but  in 
the  very  center  of  the  world  we  are  a part  of — not 
alien  and  distant,  but  activists  in  the  community 
at  large.  We  have  changed  our  society  by  our  per- 
ceptions. understandings,  concerns,  and  activities 
and  have  at  the  same  time  been  molded  by  all  that 
has  touched  us. 

The  city  is  the  multi-city;  health  a vast  com- 
plex. and  mental  health  part  of  the  total  ecology. 
The  read  ahead — of  change — may  be  a disquieting 
one,  where  all  the  human  skills  and  emotions  will 
hold  play.  Fortunately  this  is  a world  we  psychia- 
trists know  well. 


FOR  RENT 

148  WATERMAN  ST. 

New,  modern  medical  office  building,  850 
square  feet,  central  air  conditioning,  am- 
ple parking. 

Telephone  751-8500 
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before  and  after  surgery 


TABLETS 

high  potency  B-complex  and  C 
for  nutritional  support 


AVAILABLE  ONLY  ON  Rx 
contains  water-soluble  vitamins  only 
b.i.d.  dosage 
good  patient  acceptance 
no  odor,  and  virtually  no  aftertaste 


Each  Berocca  Tablet  contains: 


Thiamine  mononitrate  15  mg 

Riboflavin  15  mg 

Pyridoxine  HCI 5 mg 

Niacinamide 100  mg 

Calcium  pantothenate  20  mg 

Cyanocobalamin  5 meg 

Folic  acid 0.5  mg 

Ascorbic  acid 500  mg 


Usual  dosage  is  one  tablet  b.i.d. 

Indications:  Nutritional  supplementation  in  conditions  in 
which  water-soluble  vitamins  are  required  prophylactically 
or  therapeutically. 

Warning:  Not  intended  for  treatment  of  pernicious  anemia 
or  other  primary  or  secondary  anemias.  Neurologic  involve- 
ment may  develop  or  progress,  despite  temporary  remission 
of  anemia,  in  patients  with  pernicious  anemia  who  receive 
more  than  0.1  mg  of  folic  acid  per  day  and  who  are  in- 
adequately treated  with  vitamin  Bi2. 

Dosage:  1 or  2 tablets  daily,  as  indicated  by  clinical  need. 
Available:  In  bottles  of  100. 


Roche 

LABORATORIES 


Dtvision  of  Hoffmann-La  Roche  Inc. 
Nutiey.  New  Jersey  07110 
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from  the  discord  of  anxiety  ijU  9 


1970 


to  emotional  harmony 


Before  prescribing,  please  consult 
summary  of  which  follows: 


NEW  YOW  RCRDBff 

, medicine 

iplete  product  inrormation, 
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INDICATIONS:  Indicated  when  anxiety,  tension  and  apprehension  are 
significant  components  of  the  clinical  profile. 

CONTRAINDICATIONS:  Patients  with  known  hypersensitivity  to  the  drug. 
WARNINGS:  Caution  patients  about  possible  combined  effects  with 
alcohol  and  other  CNS  depressants.  As  with  all  CNS-acting  drugs,  caution 
patients  against  hazardous  occupations  requiring  complete  mental 
alertness  (e.g.,  operating  machinery,  driving).  Though  physical  and 
psychological  dependence  have  rarely  been  reported  on  recommended 
doses,  use  caution  in  administering  to  addiction-prone  individuals  or 
those  who  might  increase  dosage;  withdrawal  symptoms  (including 
convulsions),  following  discontinuation  of  the  drug  and  similar  to  those 
seen  with  barbiturates,  have  been  reported.  Use  of  any  drug  in 
pregnancy,  lactation,  or  in  women  of  childbearing  age  requires  that  its 
potential  benefits  be  weighed  against  its  possible  hazards. 

PRECAUTIONS:  In  the  elderly  and  debilitated,  and  in  children  over  six, 
limit  to  smallest  effective  dosage  (initially  1 0 mg  or  less  per  day)  to 
preclude  ataxia  or  oversedation,  increasing  gradually  as  needed  and 
tolerated.  Not  recommended  in  children  under  six.  Though  generally  not 
recommended,  if  combination  therapy  with  other  psychotropics  seems 
indicated,  carefully  consider  individual  pharmacologic  effects, 
particularly  in  use  of  potentiating  drugs  such  as  MAO  inhibitors  and 
phenothiazines.  Observe  usual  precautions  in  presence  of  impaired  renal 
or  hepatic  function.  Paradoxical  reactions  (e.g.,  excitement,  stimulation 
and  acute  rage)  have  been  reported  in  psychiatric  patients  and 
hyperactive  aggressive  children.  Employ  usual  precautions  in  treatment 
of  anxiety  states  with  evidence  of  impending  depression;  suicidal 
tendencies  may  be  present  and  protective  measures  necessary.  Variable 
effects  on  blood  coagulation  have  been  reported  very  rarely  in  patients 
receiving  the  drug  and  oral  anticoagulants;  causal  relationship  has  not 
been  established  clinically. 

ADVERSE  REACTIONS:  Drowsiness,  ataxia  and  confusion  may  occur, 
especially  in  the  elderly  and  debilitated.  These  are  reversible  in  most 
instances  by  proper  dosage  adjustment,  but  are  also  occasionally 
observed  at  the  lower  dosage  ranges.  In  a few  instances  syncope  has 
been  reported.  Also  encountered  are  isolated  instances  of  skin  eruptions, 
edema,  minor  menstrual  irregularities,  nausea  and  constipation, 
extrapyramidal  symptoms,  increased  and  decreased  libido  — all  infrequent 
and  generally  controlled  with  dosage  reduction;  changes  in  EEG 
patterns  (low-voltage  fast  activity)  may  appear  during  and  after 
treatment;  blood  dyscrosias  (including  agranulocytosis),  jaundice  and 
hepatic  dysfunction  have  been  reported  occasionally,  making  periodic 
blood  counts  and  liver  function  tests  advisable  during  protracted  therapy. 


with  the  aid  of  antianxiety 

Librium* 

(chlordiaz^poxidt 

HCt) 

5-mg,  10-mg 
and  25-mg  capsules 


In  an  age  of  swift  change  and 
challenge,  susceptible  individuals 
may  experience  varying  degrees  of 
excessive  anxiety.  The  resulting 
emotional  stress  may  precipitate 
significant  functional  disorders  or 
complicate  existing  organic  disease. 
In  properly  individualized  main- 
tenance dosage.  Librium 
(chlordiazepoxide  HCI)  quickly 
helps  relieve  anxiety  and  appre- 
hension, provides  useful  adjunctive 
therapy  in  psychophysiologic 
disorders.  In  long  clinical  ex- 
perience, Librium  has  demonstrated 
a wide  margin  of  safety. 


Also  available: 

Libritabs® 

(chlordiazepoxide) 
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works  on  the  appetite 
not  on  the 'nerves’ 

When  girth  gets  out  of  control,  TEPANIL  con  provide  sound 
support  for  the  weight  control  program  you  recommend. 
TEPANIL  reduces  the  appetite— patients  enjoy  food  but  eat 
less.  Weight  loss  is  significant— gradual— yet  there  is  a rela- 
tively low  incidence  of  CNS  stimulation. 

Contraindications:  Concurrently  with  MAO  Inhibitors,  in  pofients  hypersensitive  to 
this  drug;  in  emotionally  unstable  patients  susceptible  to  drug  abuse. 

Warning:  Although  generolty  sofer  thon  the  amphetamines,  use  with  great  caution  In 
patients  with  severe  hypertension  or  severe  cardiovascular  disease.  Do  not  use  dur- 
ing first  trimester  of  pregnancy  unless  potentlol  benefits  outweigh  potentlol  risks. 
Adverse  Reactions:  Rorely  severe  enough  to  require  discontinuotion  of  therapy,  un- 
pleasant symptoms  with  dlethylproplon  hydrochloride  hove  been  reported  to  occur 
In  relatively  low  incidence.  As  is  characteristic  of  sympothomimetic  ogents.  It  may 
occosionolly  cause  CNS  effects  such  as  insomnia,  nervousness,  dizziness,  anxiety. 


and  jitteriness.  In  controst,  CNS  depression  has  been  reported.  In  o few  epilept. 
on  increase  In  convulsive  episodes  has  been  reported.  Sympathomimetic  cord.j 
voscu/or  effects  reported  include  ones  such  os  tachycardio,  precordlol  pc 
arrhythmia,  palpitation,  and  increased  blood  pressure.  One  published  repc‘ 
described  T-wave  changes  in  the  ECG  of  o healthy  young  mole  after  Ingestion 
diethylpropion  hydrochloride,-  this  wos  an  isoloted  experience,  which  has  not  be 
reported  by  others.  A/fergic  phenomena  reported  include  such  conditions  os  ro: 
urticoria,  ecchymosis,  and  erythema.  Gostroinfesfino/  effects  such  os  dlorrh- 
constipotion,  nauseo,  vomiting,  and  abdominal  discomfort  have  been  reportej 
Specific  reports  on  the  hematopoietic  system  include  two  each  of  bone  morr 
depression,  ogranulocytosis,  ond  leukopenia.  A variety  of  miscellaneous  odv0f 
reactions  hove  been  reported  by  physlcions.  These  include  complaints  such  os 
mouth,  heodache,  dyspnea,  menstrual  upset,  hair  loss,  muscle  pain,  decrees 
libido,  dysurio,  ond  polyuria. 

Convenience  of  two  dosage  forms:  TEPANIL  Ten-tob  toblets;  One  75  mg  lob! 
doily,  swollowed  whole.  In  midmorning  (10  o.m.);  TEPANIL;  One  25  mg.  foblet  fhr 
times  doily,  one  hour  before  meols.  If  desired,  on  odditionol  tablet  moy  be  given] 
midevening  to  overcome  night  hunger.  Use  in  children  under  12  yeors  of  ogo  is 
recommended.  t oo6a  ./  i/7o  / u s patent  no  s.eoi. 
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Lactinex 

TABLETS  A GRANULES 

■ to  help  restore  and  stabilize 
the  intestinal  flora 

■ for  fever  blisters  and  canker 
sores  of  herpetic  origin 


Lactinex  contains  both  Lactobacillus  acidophilus  and 
L.  hulgaricus  in  a standardized  viable  culture,  with  the 
naturally  occurring  metabolic  products  produced  by 
these  organisms. 

Lactinex  has  been  shown  to  be  useful  in  the  treat- 
ment of  gastrointestinal  disturbances,  and  for  relieving 
the  painful  oral  lesions  of  fever  blisters  and  canker 
sores  of  herpetic  origin.^>2'®-‘‘-5'6.7.8 

i No  untoward  side  effects  have  been  reported  to  date. 

Literature  on  indications  and  dosage  available  on 
( request. 
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Baltimore,  Maryland  21201 
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A urinary  tract 
infection  was 
eliminated  last  week 


For  women  who  are  diabetic  or  debilitated,  oral  antibiotic 
therapy  often  sets  the  stage  for  monilial  overgrowth  in  the 
intestine. 


Intestinal  monilial  overgrowth 

has  appeared 
this  week 


When  you  anticipate  such  a problem,  take  action  with 
OECLOSTATIN  300.  It  combines  the  broad-spectrum  potency 
of  demethylchlortetracycline  with  the  antifungal  effectiveness 
of  nystatin -it  helps  avoid  monilial  take-over.  Experience  has 
shown  OECLOSTATIN  to  be  highly  useful  for  many  women 
patients;  individual  culture  studies  will  show  exactly  where 
this  usefulness  may  best  be  applied. 

It  doesn’t  let  monilia  begin 
where  bacteria  end. 
Declostatin’300 


Demethylchlortetracycline  HCI  300  mg  and 

Nystatin  500,000  units  Capsule-Shaped  Tablets  Lederle 


Effectiveness:  Because  its  antibacterial  component  is 
DECLOMYCIN  s Demethylchlortetracycline.  OECLOSTATIN  should 
be  equally  or  more  effective  therapeutically  than  other  tetracyclines 
in  infections  caused  by  tetracycline-sensitive  organisms.  The 
antifungal  component,  nystatin,  protects  against  superinfection  by 
antibiotic-resistant  fungal  overgrowth  (particularly  monilia)  in  the 

intestinal  tract. 

Contraindication:  History  of  hypersensitivity  to  demethylchlortetra- 
cycline or  nystatin. 

Warning:  In  renal  impairment,  usual  doses  may  lead  to  excessive 
accumulation  and  liver  toxicity.  Under  such  conditions,  lower  than 
usual  doses  are  indicated  and.  if  therapy  is  prolonged,  serum  level 
determinations  may  be  advisable.  A photodynamic  reaction  to 
natural  or  artificial  sunlight  has  been  observed.  Small  amounts  of 
drug  and  short  exposure  may  produce  an  exaggerated  sunburn 
reaction  which  may  range  from  erythema  to  severe  skin  mani- 
festations. In  a smaller  proportion,  photoallergic  reactions  have 
been  reported.  Patients  should  avoid  direct  exposure  to  sunlight 
and  discontinue  drug  at  the  first  evidence  of  skm  discomfort. 
Necessary  subsequent  courses  of  treatment  with  tetracyclines 
should  be  carefully  observed. 

Precautions:  Overgrowth  of  nonsusceptible  organisms  may  occur. 
Constant  observation  is  essential.  If  new  infections  appear, 
appropriate  measures  should  be  taken.  In  infants,  increased 


intracranial  pressure  with  bulging  fontanels  has  been  observed. 

All  signs  and  symptoms  have  disappeared  rapidly  upon  cessation 
of  treatment. 

Side  Effects:  Gastrointestinal  system  — anorexia,  nausea,  vomiting, 
diarrhea,  stomatitis,  glossitis,  enterocolitis,  pruritus  ani.  Skin  — 
maculopapular  and  erythematous  rashes;  a rare  case  of  exfoliative 
dermatitis  has  been  reported.  Photosensitivity:  onycholysis  and 
discoloration  of  the  nails  (rare).  Kidney  — rise  in  BUN,  apparently 
dose-related.  Transient,  reversible,  nephrogenic  diabetes  insipidus 
with  excessive  thirst  and  polyuria  (rare).  Hypersensitivity  reactions 
— urticaria,  angioneurotic  edema,  anaphylaxis.  Teeth  — dental 
staining  (yellow-brown)  in  children  of  mothers  given  this  drug 
during  the  latter  half  of  pregnancy,  and  in  children  given  the  drug 
during  the  neonatal  period,  infancy  and  early  childhood.  Enamel 
hypoplasia  has  been  seen  in  a few  children.  If  adverse  reaction  or 
idiosyncrasy  occurs,  discontinue  medication  and  institute  appro- 
priate therapy.  Demethylchlortetracycline  may  form  a stable 
calcium  complex  in  any  bone-forming  tissue  with  no  serious 
harmful  effects  reported  thus  far  in  humans. 

Average  Adult  Daily  Dosage:  One  tablet  b i d.  Should  be  given 
1 hour  before  or  2 hours  after  meals,  since  absorption  is  impaired 
by  the  concomitant  administration  of  high  calcium  content 
drugs,  foods  and  some  dairy  products.  Treatment  of  streptococcal 
infections  should  continue  for  10  days,  even  though  symptoms 
have  subsided. 


LEDERLE  LABORATORIES.  A Division  of  American  Cyanamid  Company,  Pearl  River.  New  York 
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1970  Report  of  the  Woman’s  Auxiliary  to  the 
Rhode  Island  Medical  Society 


Annual  Report  of  President  Highlights 
Many  Useful  Community  Activities  of 
Auxiliary. 


By  Mrs.  Daniel  G.  Calenda 


ANNUAL  REPORT 

This  twenty-third  year  of  the  Woman’s  Auxiliary 
to  the  Rhode  Island  Medical  Society  has  passed  so 
quickh'  that  it  seems  only  like  yesterday  that,  on 
that  memorable  day  in  Newport,  I humbly  ac- 
cepted this  position  and  asked  for  the  spirited  team- 
work of  one  and  all. 

The  heritage  theme  was  resumed  by  the  Auxil- 
iary by  a visit  to  historic  Newport  for  the  first 
meeting.  We  toured  the  magnificant  mansions,  the 
‘“Elms”  and  the  “Marble  House,”  and  following  a 
sherry  luncheon  at  the  La  Forge  Casino  Restaur- 
ant, we  drove  along  Ocean  Drive. 

Following  the  national  emphasis  on  “Accent  on 
Youth”  our  .\uxiliary  established  a three  point 
community  health  service  program  that  auxilians 
could  sponsor  for  any  community  organization: 

1.  .A  teenage  drug  abuse  program,  consisting  of 
a film  on  drug  abuse  in  conjunction  with  a group 
of  noted  panelists. 

2.  pre-school  eye  screening  vision  program. 


MRS.  DANIEL  G.  C.ALENDA  of  Providence, 
R.  I.  President,  1969-70,  The  Woman's  Auxiliary 
To  the  Rhode  Island  Medical  Society. 

Presented  at  the  .Annual  meeting  of  the  Women’s 
.Auxiliary  to  the  Rhode  Island  Medical  Society  at 
the  Ledgemont  Country  Club,  Seekonk,  Massa- 
chusetts, May  5,  1970. 


3.  Information,  in  conjunction  with  the  Rhode 
Island  Association  for  Children  with  Learning  Dis- 
abilities, of  the  perceptually  handicapped  child. 

Because  of  the  deep  concern  with  the  growing 
number  of  young  people  experimenting  with  drugs 
and  in  an  effort  to  point  up  the  grave  dangers  of 
the  habit,  the  .Auxiliary  concentrated  its  efforts  on 
coordinating  drug  abuse  programs  by  enlisting  the 
aid  of  speakers  from  the  .Attorney  General’s  office, 
and  other  allied  agencies  and  by  showing  a film 
on  Marijuana.  The  program  has  been  enthusiastic- 
ally promoted  by  the  children  and  youth  chairman, 
and  by  the  mental  health  chairman.  Because  of 
this  concerted  action  over  2,000  persons  in  our 
state  have  had  the  opportunity  to  gain  more  know'- 
ledge  of  the  ever  increasing  problem  of  drug  abuse. 
-As  a result  of  our  involvement,  your  President  has 
been  asked  by  the  .Attorney  General,  Herbert  De- 
Simone, to  serve  on  an  advisory  committee  to  assist 
in  a teenage  drug  education  program.  The  commit- 
tee will  formulate  a series  of  lectures  and  demon- 
strations to  inform  teenagers  about  the  dangers  of 
drugs.  Eventually  the  youths  will  conduct  their 
own  seminars  with  students. 

On  October  18,  1969,  “The  Heritage  Ball”  was 
held  at  the  Rhode  Island  State  House.  This  dance 
was  for  the  benefit  of  the  Lillian  Winsor  Harris 
Scholarship  Fund.  This  fund  had  been  instituted  in 
1947  in  honor  of  the  .Auxiliary’s  founder  and  first 
('Continued  on  page  303) 


302 


Rhode  Isl.and  Medical  Journal 


After  only  one  year: 


Administered 
to  mwe  people 

than  live  in 
W)onsocket, 
Pawtucket,  and 


injection 


*An  estimated  208,000  patients  have  received  GARAMYCIN  Injectable  to  date.  The  combined  population  of  Woonsocket.  Pawtucket,  and 
Cranston  is  198,500.  (Estimated  1969  figures  from  The  New  York  Times  Encyclopedic  Almanac '1970.) 


See  Clinical  Considerations  section  on  last  page... 


Mounting  acceptance  in  the  hospital... 


Proven 

clinical  effectiveness 


Respiratory  Infections 

Outstanding  results  in  serious 
gram-negative  respiratory  infections^*^ 

Garamycin  Injectable  may  prove  successful  where  other 
antibiotics  have  failed. 

Urinary  Tract  Infections 

Strikingly  effective  in  selected  urinary  tract  infections^ 

With  relatively  low  intramuscular  doses,  the  promptly  attained  levels  of 
Garamycin  achieved  in  the  urine  are  considerably  higher  than  the  concentrations 
required  for  effectiveness  against  virtually  all  susceptible  gram-negative 
pathogens.  (Appropriate  precautions  are  indicated  in  patients  with  impaired 
renal  function;  consult  Package  Insert  for  full  details.) 

Septicemia 

May  be  lifesaving^  ® 

Numerous  investigators  have  drawn  attention  to  the  value  of  Garamycin 
Injectable  in  the  treatment  of  gram-negative  septicemias,  often  complicated 
by  shock.  Many  hospital  strains  of  Serratia  are  susceptible.® 

W>unds  and  Burns 

Response  may  be  dramatic 

in  wounds  and  burns  complicated  by  sepsis^ 

The  established  efficacy  of  Garamycin  Injectable  against  Pseudomonas— 
as  well  as  most  other  gram-negative  pathogens— makes  it  an  especially  useful 
agent  in  the  treatment  of  infected  wounds  and  burns. 


Important  Precautionary  Note  Patients  receiving  treatment  with  Garamycin  Injectable 
(gentamicin  sulfate  injection)  should  be  under  close  clinical  observation  because  of  the  toxicity 
associated  with  the  use  of  the  drug.  Ototoxicity,  vestibular  and  auditory,  can  occur  in  patients, 
primarily  those  with  preexisting  renal  damage,  treated  with  Garamycin  Injectable  for  longer  periods 
or  with  higher  doses  than  recommended. 

Garamycin  Injectable  is  potentially  nephrotoxic,  and  this  should  be  kept  in  mind  when  it  is  used 
in  patients  with  preexisting  renal  damage. 

This  drug  should  be  limited  to  the  treatment  of  serious  infections  caused  by  susceptible  gram- 
negative bacteria,  with  due  regard  for  relative  antibiotic  toxicity.  (See  Clinical  Considerations  section.) 


Mounting  evidence  in  the  laboratory... 

Over  95%  gram-negative 
pathc^ens  sensitive: 


No  other  antibiotic  performed  comparably  in  vitro  against  gram-negative  pathogens. 

In  a nationwide  culture  audit  of  antibiotic  sensitivity  patterns,  sensitivity  reports  from  106  hospitals, 
geographically  representative  by  census  tract  and  of  varying  sizes,  were  analyzed.  During  the  three- 
month  period,  every  gram-negative  culture  slip  from  every  hospital  was  surveyed.  The  total  number  of 
cultures  involved  in  the  audit  was  97,091.  The  total  number  of  sensitivity  determinations  was  643,503. 


Percentage  of  sensitive  strains 

Number  of  strains  tested 


Antibiotics* 


Pathogens 

Garamycin 

Kanamycin 

Caphalothin 

Cephaloridine 

Ampiclllin 

Colistimethate 

Chloramphenicol 

Tetracycline 

Klebsiella 

pneumoniae 

99.5% 

962 

84.7% 

992 

86.2% 

995 

76.1% 

67 

32.7% 

1,020 

96.3% 

640 

82.9% 

1,028 

77.1% 

1,026 

Aarobacter 

aerogenes 

95.9% 

2,739 

86.1% 

2,818 

53.5% 

2,985 

58.8% 

1,514 

22.7% 

3,066 

88.6% 

2,603 

85.8% 

3,071 

67.3% 

2,981 

Klebsiella 
aerobacter  group 

98.8% 

566 

83.9% 

547 

66.1% 

522 

60.5% 

276 

28.0% 

553 

89.5% 

560 

86.2% 

587 

62.8% 

433 

Klebsiella, 
all  others 

92.7% 

2,944 

83.3% 

3,186 

77.4% 

2,976 

67.5% 

627 

13.5% 

2,883 

95.0% 

2,105 

81.6% 

3,212 

70.6% 

3,063 

Pseudomonas 

aeruginosa 

91.6% 

4,528 

29.8% 

4,460 

6.6% 

4,418 

6.6% 

1,279 

6.0% 

4,360 

91.3% 

3,852 

26.9% 

4,608 

26.4% 

4,404 

Proteus, 

Indole-positive 

91.8% 

1,031 

85.8% 

1,062 

39.9% 

981 

54.1% 

364 

40.2% 

1,042 

10.3% 

758 

76.1% 

1,096 

42.1% 

1,051 

Proteus  mirabllls, 
indole-negative 

94.9% 

3,272 

90.1% 

3,378 

83.1% 

3,290 

77.5% 

975 

78.0% 

3,274 

8.8% 

2,634 

85.9% 

3,469 

26.8% 

3,278 

Proteus, 

unspecified 

96.2% 

1,335 

85.8% 

1,371 

71.7% 

1,434 

70.0% 

647 

64.7% 

1,435 

11.2% 

1,233 

76.0% 

1,421 

22.4% 

1,298 

Escherichia  coll 
and  all  other 
Escherichlas 

96.4% 

12,557 

91.4% 

12,818 

87.8% 

12,686 

88.8% 

4,251 

74.6% 

12,899 

95.4% 

10,623 

94.1% 

13,086 

70.0% 

12,559 

Paraco/obactrum, 

all 

93.4% 

303 

88.9% 

325 

62.0% 

305 

74.2% 

62 

43.8% 

340 

80.9% 

215 

87.1% 

350 

72.6% 

340 

Conform  bacteria 

99.0% 

593 

91.2% 

649 

81.5% 

637 

66.7% 

21 

52.7% 

624 

95.6% 

607 

91.6% 

678 

76.1% 

637 

Totals 

95.1% 

30,830 

80.5% 

31,606 

65.3% 

31,229 

68.1% 

10,083 

50.3% 

31,496 

75-8% 

25,829 

79.7% 

32,606 

56.5% 

31,070 

Grem-pOSitiVe  (included  for  consistency  with  Package  Insert,  not  an  approved  indication) 

Staph— S.  aureus, 
coagulase-positive 

97.4% 

1,548 

88.8% 

1,458 

97.7% 

2,050 

98.7% 

636 

61.1% 

1,559 

20.4% 

628 

94.4% 

2,123 

83.7% 

1,966 

Staph— S.  aureus, 
unspecified 

99.3% 

993 

92.8% 

902 

98.1% 

1,289 

95.3% 

213 

45.8% 

1,153 

29.3% 

116 

96.4% 

1,427 

82.3% 

1,360 

'Adapted  from  a three-month,  nationwide  hospital  audit  by  R.  A.  Gosselin  and  Co.,  Inc.,  Dedham,  Massachusetts  (mid-May  to  mid-August, 1969).8 
Antibiotics  with  significant  gram-negative  spectra  are  included.  Organisms  are  listed  as  reported  by  laboratory. 

Sensitivity  testing  was  done  oy  the  disc  metnod,  a generally  reliable  test  in  the  hospital  setting.  It  should  be  noted,  however,  that  the 
results  with  GARAMYCIN  were  somewhat  higher  than  the  results  reported  where  the  tube  dilution  technique  was  used.  (See  Clinical 
Considerations  section  which  follows.)  The  concentration  of  the  GARAMYCIN  disc  was  10  meg. 

.Whereas  standard  testing  methods  were  used  by  all  ho^itals,  it  is  acknowledged  that  in  a survey  of  this  kind  considerations  such  as 
differences  in  methodology  are  possible  sources  of  error,  me  comparative  percentage-sensitivity  results  derived  from  a survey  of  this  kind 
are.  therefore,  not  absolute.  One  should  keep  in  mind  also  that  the  proper  selection  of  an  antibiotic  is  based  not  only  on  susceptibility 
testing  but  on  relative  toxicity  and  other  clinical  considerations  as  well. 

It  is  felt,  nonetheless,  that  the  broad  scope  of  the  survey  and  the  extreme  care  in  data  collection  and  tabulation  permit  a conclusion 
that  the  results  are  generally  representative  of  current  nationwide  antibiotic  sensitivity  patterns. 

0^  Injectable 

Saramvanr 

brand  of  ■ mm  ■ 

oentamian  I sulfate 


^entamian 


injection 


See  Clinical  Considerations  section  on  last  page... 


Injectable 

Gdramyan 

bentamian  I sulfate 
injection 


ADULT  DOSAGE  GUIDELINES 

See  definitive  prescribing  information  in  Package  Insert. 

Patients  with  Normal  Renal  Function 


Total  Daily  Dose  (administered 

in  two,  three,  or  four  divided  doses) 

Urinary  Tract 
Infections  (due 
to  susceptible 
strains  of 
gram-negative 
bacteriajf 

Less  Severe 

0.8- 1.2  mg./ kg. 
for  7-10  days 

Resistant/ 
Moderately  Severe 
Larger  doses  or 
additional  antibac- 
terial therapy 
should  be  consid- 
ered in  severe 
urinary  tract  infec- 
tions or  m resistant 
cases  involving  die 
renal  parenchyma 
or  anatomic 
anomaly. 

Serious/ Life- 
Threatening 

up  to  5 mg. /kg. 

Other  Infections 
including  bacter- 
emia, infected 
surgical  wounds, 
severe  soft  tissue 
infections,  and 
respiratory  tract 
infections  (due  to 
susceptible  strains 
of  gram-negative 
bacteria) 

3 mg./ kg.  for  7-10  days 

fAlkalinization  of  the  urine  may  be  a useful  therapeutic  adjunct. 

Patients  with  Impaired  Renal  Function 

lb  minimize  the  risk  of  ototoxicity  in  patients  with  impaired  kidney 
function,  only  the  first  dose  should  be  that  normally  recommended.  Each 
subsequent  dose  should  be  half  or  less  of  that  recommended  for  patients 
with  normal  renal  function,  depending  upon  the  degree  of  renal 
impairment. 

In  patients  with  renal  failure  who  are  undergoing  14-hour  hemodialysis 
twice  weekly,  administration  of  1 mg./ kg.  GARA.MYCIN  Injectable  at 
the  end  of  each  dialysis  period  has  been  suggested. 

Clinical  Considerations 

Indications:  G.-\ramycin  Injectable  is  clinically  effective  in  infections 
due  to  susceptible  strains  of  gram-negative  bacteria,  including 
Pseudomonas  aeruginosa,  and  species  of  indole-positive  and  indole- 
negative Proteus,  Escherichia  coli,  and  Klebsiella-Aerobacter.  Bac- 
teriologic  studies  should  be  conducted  to  identify  the  causative 
organism  and  to  determine  its  sensitivity  to  gentamicin  sulfate. 
Sensitivity  discs  of  the  drug  are  available  for  this  purpose.  If  the 
susceptibility  tests  indicate  that  the  causative  organism  is  resistant 
to  gentamicin  sulfate,  other  appropriate  antibiotic  therapy  should 
be  instituted. 


LV  VITRO  INHIBITION  OF  CLINICALLY  IMPORTANT 
BACTERIA  BY  GENTAMICIN  SULF.ATE 
(TUBE  DILUTION  STUDIES) 


No.  of  Strains 


No.  of  (%)  Inhibited  by:  No.  of 

Strains  4 meg./  cc.  8 meg./  cc.  In  Vitro 


BACTERIA 

Tested 

or  less 

or  less* 

Studies 

Staphylococcus  aureus 
Pseudomonas 

1,210 

1,200 

(99%) 

1,206 

(99%) 

11 

aeruginosa 

885 

771 

(87%) 

828 

(93%) 

16 

Escherichia  coli 

836 

736 

(88%) 

779 

(93%) 

11 

Indole-positive  and 
indole-negative 

Proteus  species 
Klebsiella-Aerobacter 

477 

210 

358 

12 

(44%) 

(75%) 

species 

292 

205 

(70%) 

231 

(79%) 

10 

*Number  of  strains  (%)  of  gram-negative  bacteria  inhibited  by  10 
mcg./cc.  or  less  are  as  follows:  Pseudomonas  aeruginosa,  828  (93%); 
Escherichia  coli,  792  (95%);  Proteus  species,  393  (82%);  Klebsiella- 
Aerobacter  species,  284  (97%).  Erom  same  studies  as  above. 

Source:  Package  Insert 

This  drug  should  be  limited  to  the  treatment  of  serious  infections 
caused  by  gram-negative  bacteria,  particularly  Pseudomonas  aeru- 
ginosa, Proteus  and  other  susceptible  organisms,  with  due  regard 
for  relative  antibiotic  toxicity.  Therefore,  the  drug  should  be  con- 
sidered for  use  against  gram-negative:  1.  Bacteremia;  2.  Infected 
surgical  wounds;  3.  Severe  soft  tissue  infections,  including  burns 
complicated  by  sepsis;  4.  Respiratory  tract  infections;  and  5.  Selected 
cases  of  urinary  tract  infection. 

Contraindications:  G.vramvcin  Injectable  is  contraindicated  in 
individuals  with  a history  of  hypersensitivity  or  toxic  reactions  to 
gentamicin. 


Warnings:  Patients  receiving  treatment  with 
GARAMYCIN  should  be  under  close  clinical 
observation  because  of  the  toxicity  associated 
with  the  use  of  this  drug.  Ototoxicity,  vestib- 
ular and  auditory,  can  occur  in  patients,  primarily  those  with 
pre-existing  renal  damage,  treated  with  GARAMYCIN  Injectable, 
usually  for  longer  periods  or  with  higher  doses  than  recommended. 

GARAMYCIN  Injectable  is  potentially  nephrotoxic,  and  this 
should  be  kept  in  mind  when  it  is  used  in  patients  with  pre-existing 
renal  impairment.  Kidney  function  diminished  by  infection  of  the 
upper  urinary  tract  may,  however,  improve  during  effective  treat- 
ment with  GARAMYCIN  Injectable. 

Concurrent  administration  of  potentially  ototoxic  drugs  such  as 
streptomycin  and  kanamycin  or  of  potentially  nephrotoxic  drugs 
such  as  polymyxin,  colistin,  and  kanamycin  with  gentamicin  sulfate 
has  not  been  shown  to  afford  any  clinical  advantages  and,  moreover 
may  result  in  additive  toxicity.  Monitoring  of  vestibular,  cochlear, 
and  renal  function  will  provide  guidance  for  therapy  in  such  cases 
Precautions:  In  patients  with  impaired  renal  function  in  whom 
serious  infection  develops,  serum  concentrations  of  the  drug  mayi 
rise,  with  consequently  increased  risk  of  ototoxicity.  In  these  pa 
tients  or  in  those  in  whom  recommended  dosage  or  duration  ol 
therapy  must  be  exceeded  as  a life-saving  measure,  routine" studie: 
of  kidney  function  should  be  performed  when  possible.  These  may 
be  supplemented  by  evaluation  of  the  vestibular  and  auditory  func ' 
tion  and  measurement  of  serum  concentration  of  the  drug  whei 
feasible.  Serum  concentrations  of  gentamicin  should  be  maintainet 
below  the  range  of  10-12  meg./ ml.  to  reduce  risk  of  ototoxicity. 
Ordinarily,  treatment  should  not  be  given  for  more  than  7 to  l(j 
days  or  be  repeated  unless  required  for  serious  infection  not  re 
sponsive  to  other  agents. 

As  with  other  antibiotics,  treatment  with  Garamycin  Injectabl 
may  occasionally  result  in  overgrowth  of  nonsensitive  organisms.  1 
superinfection  occurs,  appropriate  therapy  is  indicated. 

Safety  for  use.  in  pregnancy  or  the  potential  for  fetal  ototoxicity  o' 
nephrotoxicity  have  not  been  established.  Studies  in  pregnant  ani 
mals  have  not  revealed  teratogenic  or  ototoxic  effects  in  the  fetu; 
Garamycin  Injectable  should  not  be  used  in  pregnant  patients  c 
in  women  of  childbearing  age  unless  its  use  is  deemed  advisabi 
by  the  physician. 

Adverse  Reactions:  The  overall  incidence  of  ototoxicity  considere 
related  to  treatment  with  Garamycin  Injectable  was  2.8  per  cer 
(16  of  565  patients).  Contributory  factors  (two  or  more  factors  wet 
relevant  to  most  patients)  were  as  follows:  10  had  azotemia,  1 
received  a total  of  1 gram  or  more  of  the  drug,  7 had  recently  n 
ceived  other  potentially  ototoxic  antibiotics  (streptomycin  or  kan; 
mycin),  and  5 were  over  60  years  of  age.  Six  also  had  decrease 
high-tone  hearing  acuity,  which  returned  to  or  toward  normal  i 
the  4 patients  retested. 

Analysis  of  BUN  data  indicated  that  4 (2%)  of  172  patients  showe] 
increases  in  BUN  that  were  probably  related  to  treatment  wii 
Garamycin  Injectable.  Of  20  increases  probably  or  possibly  relaw ^ 
to  treatment,  7 were  reversible,  9 occurred  in  terminal  patients,  an 
4 had  no  follow-up. 

Other  adverse  reactions  associated  with  treatment  were  one  instan 
each  of  urticaria,  decreased  hematocrit,  and  reversible  depresskii 
of  granulocytes  with  normal  bone  marrow.  Other  rarely  report! | 
and  possibly  treatment-related  adverse  reactions  were  anemia,  i 
creased  reticulocyte  count,  rash,  purpura,  drug  fever,  hypotensio 
convulsions,  twitching,  salivation,  nausea,  vomiting,  increased  trar 
aminase  activity  (SGOT  or  SGPT),  increased  serum  bilirubin,  c 
creased  serum  calcium,  and  joint  pain. 

Packaging:  Garamycin  Injectable,  40  mg./cc.,  2-cc.  multiple-dc 
vials,  for  intramuscular  administration. 

References:  (1)  Brayton,  R.  G.,  and  Louria,  D.  B.:  Gentamicin 
gram-negative  urinary  and  pulmonary  infections.  Arch.  Int.  M<  ■ 
114:205,  1964.*  (2)  Louria,  D.  B.;  Young,  L.;  Armstrong,  D.,  a 
Smith,  J.  K.:  Gentamicin  in  the  treatment  of  pulmonary  infectio 
J.  Infect.  Dis.  119:483,  1969.  (3)  Cox,  C.  E.:  Gentamicin,  a n 
aminoglycoside  antibiotic:  Clinical  and  laboratory  studies  in  urin; 
tract  infections,  J.  Infect.  Dis.  119:486,  1969.  (4)  Groll,  E.:  Clini' 
experience  with  gentamicin,  data  from  12  German  clinics,  in  Gu 
tamicin:  First  International  Symposium,  Paris,  January  19 
Lucerne,  Essex  Chemie  AG,  pp.  121-128.*  (5)  Jackson,  G.  G.:  Labo 
tory  and  clinical  investigation  of  gentamicin,  ibid.,  pp.  62-74.  . 
Medeiros,  .A.  E.:  Discussion,  J.  Infect.  Dis.  119:533,  1969.  (7)  Polk,  II 
Discussion,  J.  Infect.  Dis.  119:529,  1969.  (8)  Three-month,  nationw 
hospital  audit  by  R.  A.  Gosselin  and  Co.,  Inc.,  Dedham,  Massachust 
(mid-May  to  mid-August,  1969). 

*Dosage  in  this  investigational  study  was  less  than  now  recominem  ■ 
in  Package  Insert. 

For  more  complete  prescribing  details,  consult  package  insert 
Physicians’  Desk  Reference.  Schering  literature  is  also  availa 
from  your  Schering  Representative  or  Medical  Services  Departmt 
Schering  Corporation,  Union,  New  Jersey  07083. 
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WOMAN’S  AUXILIARY  REPORT 

j (Concluded  from  page  302) 

j President,  Mrs.  Herbert  E.  Harris.  The  overwhelm- 
j ing  success  of  this  event  provided  scholarship 
j funds  for  three  nursing  students  at  local  hospitals. 

As  our  busy  year  continued  our  Auxiliary  mem- 
' bers  did  not  hesitate  to  volunteer  for  service  at 

I the  Annual  Diabetic  Fair  held  in  October.  The 

I Newport  County  and  Woonsocket  County  .\uxil- 

' iaries  likewise  assisted  at  local  diabetic  fairs  which 

also  proved  successful. 

Your  President  and  President-elect  represented 
' the  Auxiliary  at  the  AM.A  Fall  Conference  in 
Chicago,  and  also  attended  the  Eastern  Regional 
[ Workshops  with  five  representatives  of  the  Wom- 
an’s Auxiliary  to  the  Rhode  Island  Medical  Soci- 
ety in  Washington,  D.C,  during  the  month  of 
\.  October,  1969.  These  programs  were  so  stimulating 
and  exciting  that  they  provoked  enthusiasm  for  a 
second  workshop.  This  “Happening”  presented  such 
a stimulating  exchange  of  ideas  that  those  present 
\ were  only  unhappy  that  all  projects  could  not  be 
i!  used  for  each  county  or  committee. 

As  the  holiday  season  came  upon  us,  the  Auxil- 
iary was  called  upon  to  participate  in  the  state- 
wide Rubella  Immunization  campaign,  in  which 
120,0(X)  youngsters  between  the  ages  of  five  and 
eleven  were  immunized  at  the  400  elementary 
' schools  in  the  state.  More  than  70  per  cent  of  these 

, were  assisted  through  the  untiring  efforts  of  volun- 

teer groups.  Among  these  volunteers  were  numerous 
members  of  the  Auxiliary  who  met  the  need  with 

• ' enthusiasm  and  dependability. 

On  February  3,  1970  our  mid-winter  meeting 
was  held  at  the  Sprague  Mansion,  an  historical 
edifice  in  our  state.  Despite  the  wind,  rain,  and 

• j sleet,  the  attendance  was  overwhelming.  Mrs.  Wil- 
'I  son  P.  Smith,  Eastern  Regional  Director  of  AMA- 
i I ERF,  spoke  to  us  about  the  importance  of  support- 
I ing  this  fund  which  provides  assistance  for  medical 

education. 

I The  Woman’s  .Auxiliary  was  hostess  at  the  an- 
nual dinner  dance  of  the  Medical  Society  on  April 

• 4,  1970  at  Providence  College.  It  was  at  this  event 
that  the  raffle  drawing  for  the  benefit  of  the  Med- 

' . ical  Education  Fund  took  place.  The  grand  prize 
“Hawaiian  Holiday,”  a sixteen  day  all  expense  trip 
) for  two  to  Hawaii,  was  won  by  the  Executive  Sec- 
I retary  to  the  Medical  Society  and  his  wife,  Mr. 

^ and  Mrs.  John  E.  Farrell,  and  on  lucky  ticket  no. 

C 13!  The  second  prize  was  for  $100.00  won  by  Mrs. 
Marisa  DePalma  and  the  third  prize  for  $50.00 
won  by  Mrs.  John  .Adamowitz. 


The  committee  chairmen  who  have  worked  faith- 
fully to  promote  their  individual  programs  are: 

The  newborn  auditory  screening,  pre-school  eye 
screening,  international  health,  safety-disaster,  leg- 
islation, mental  health  chairman,  and  the  auxiliary 
health  careers  chairman  who  has  recently  been 
asked  to  serve  on  an  implementation  committee  by 
the  Rhode  Island  Council  of  Community  Services. 

The  programs  which  are  so  vitally  important 
have  been  successful  this  year  because  of  the  de- 
voted and  untiring  efforts  of  the  program  chairman 
and  her  committee. 

The  .Auxiliary  publication,  “Happenings,”  has 
been  published  three  times.  Enhanced  by  a new 
cover  stressing  “Accent  on  A’outh,”  it  conveys  the 
aims  and  goals  of  your  Auxiliary. 

Success  this  year  has  not  been  because  of  one, 
but  because  of  the  everlasting  teamwork  of  all. 

My  heartfelt  appreciation  is  e.xtended  to  all 
those  who  have  guided  me,  Mr.  John  Farrell,  Exec- 
utive Secretary  of  the  Rhode  Island  Medical  Soci- 
ety, Dr.  Stanley  Simon,  President  of  the  Rhode 
Island  Medical  Society,  the  Board  of  Directors 
and  the  committee  chairmen. 

As  my  year  closes  I want  to  thank  my  predeces- 
sor, Mrs.  Thomas  Egan,  whose  guidance  and 
thoughtfulness  has  aided  me  to  pass  the  responsibil- 
ities of  the  organization  to  my  successor,  Mrs.  John 
Cunningham,  who  has  been  most  helpful  to  me  and 
I now  wish  her  success  as  president. 

Our  Auxiliary  exists  for  the  purpose  of  helping 
our  Medical  Society  and  serving  humanity  through 
.Auxiliary  projects.  It  has  been  a privilege  and 
honor  to  be  part  of  these  accomplishments  and  I 
look  forward  to  the  future  progress  of  the  Woman’s 
Auxiliary  to  the  Rhode  Island  Medical  Society. 


FOR  RENT 

148  WATERMAN  ST. 

New,  modern  medical  office  building,  850 
square  feet,  central  air  conditioning,  am- 
ple parking. 

Telephone  751-8500 
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District  Medical  Society  Meetings 


PAWTUCKET  MEDICAL  ASSOCIATION 

The  regular  monthly  meeting  of  the  Pawtucket 
iNIedical  Association  was  held  on  Thursday,  Janu- 
ary 15,  1970  at  the  Lindsey  Tavern.  The  meeting 
was  called  to  order  at  7:30  p.m.  by  the  President. 
Dr.  Harry  Hecker.  Thirty  members  were  present. 

PREVIOUS  MINUTES 

The  minutes  of  the  previous  meeting  were  read 
and  approved. 

COMMUNICATIONS 

A letter  was  read  from  the  Executive  Secretary 
of  the  Rhode  Island  Medical  Society,  Mr.  John 
Farrell,  informing  us  that  for  the  coming  jxar  we 
will  have  five  (5)  delegates  allotted  to  us.  (One 
delegate  for  every  20  members). 

A letter  was  received  from  Health  Haven  ack- 
nowledging a letter  sent  to  them  by  Dr.  Hecker  and 
pointing  out  that  they  are  also  interested  in  main- 
taining the  Doctor-Patient  relationship  and  would 
hope  that  patients  referred  to  them  would  be  fol- 
lowed by  their  own  physicians. 

Several  other  letters  were  received  from  various 
nursing  homes  but  were  similar  in  context  to  that 
from  Health  Haven. 

COMMITTEE  REPORTS 

Standing  Committee  — Applications  for  mem- 
bership from  Dr.  William  Daly.  Dr.  Royal  Hudson 
and  Dr.  David  Johnson  were  approved  and  referred 
back  to  the  Association  for  action.  Letters  will  be 
sent  to  the  individual  physicians  informing  them 
of  their  acceptance  for  membership. 

Utilization  Committee  — Xo  report. 


PAWTUCKET  MEDICAL  ASSOCIATION 

The  regular  monthly  meeting  of  the  Pawtucket 
Medical  Association  was  held  at  the  Lindsey  Tavern 
on  Thursday,  February  19,  1970.  There  were  Thir- 
ty-one (31)  members  present.  The  meeting  was 
called  to  order  b\’  Dr.  Harry  Hecker  at  7:30  p.m. 

PREVIOUS  MINUTES 

The  minutes  of  the  previous  meeting  were  read 
and  accepted. 

COMMUNICATIONS 

The  following  communications  were  presented  to 
the  membership: 

1.  A letter  of  thanks  from  Dr.  Howard  Umstead 
for  flowers  he  received  while  in  the  hospital. 

2.  A letter  from  Dr.  Francis  Palaia  of  Westerly, 
R.I.  acknowledging  receipt  of  a letter  from  our 
President.  Dr.  Hecker.  The  letter  stated  that  they 
were  in  complete  agreement  with  our  stand  re- 
garding the  inequity  of  fees  paid  by  IMedicaid  to 
hospitals  and  physicians  and  stated  that  their  del- 
egates to  the  Council  of  the  Rhode  Island  Medical 
Society  would  be  instructed  to  pursue  this  matter 
further. 

3.  A letter  from  Richard  ^lerrill,  President  of 
the  Chamber  of  Commerce,  inviting  our  Society  to 
nominate  an  individual  or  organization  for  an  Hon- 
orary Citizen  award. 

4.  A letter  from  Dr.  Robert  Hayes  stating  that 
the  Blackstone  Valley  Community  Action  Program 
Board  of  Directors  voted  at  its  last  meeting  to  in- 
clude the  Pawtucket  Medical  Association  as  an 
organization  and  we  are  entitled  to  name  one  rep- 
resentative to  the  Board. 


NEW  BUSINESS 

Xone. 

The  remainder  of  the  evening  was  turned  over 
to  Mr.  Williamson  and  Mr.  Borah,  the  former  at- 
torney who  represents  the  State  Medical  Society  and 
the  latter,  an  insurance  executive.  Both  of  these 
gentlemen  discussed  advantages  and  disadvantages 
for  physicians  incorporating.  Following  their  in- 
formal discussion,  a question  and  answer  session 
was  held. 

The  meeting  was  adjourned  at  10:15  p.m. 

Alton  M.  Pauli,  M.D. 

Secretary 


COMMITTEE  REPORTS 

Review  Committee  — Xo  report. 

Entertainment  Committee  — A yearly  affair  for 
the  inauguration  of  Officers  will  be  held  at  the 
Kirkbrae  Country  Club  on  March  25,  1970. 

Credentials  Committee  — The  application  of  Dr. 
Ronald  Ricco  for  membership  in  the  Association 
was  approved  and  referred  back  to  the  members 
of  the  Association  for  vote.  He  was  accepted  unan- 
imously. 

OLD  BUSINESS 

X'one. 
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NEW  BUSINESS 

There  was  discussion  concerning  the  high  rates 
for  Blue  Cross  and  Physicians  Service  paid  by  the 
members  of  the  Rhode  Island  Medical  Society  and 
it  was  asked  why  we  pay  more  than  industries  for 
similar  plans.  Because  we  had  a guest  for  the  even- 
ing, a motion  was  made  and  seconded  to  postpone 
discussion  of  this  matter  until  some  later  date. 

For  the  remainder  of  the  evening,  the  Association 
“took  a trip  to  Israel”  narrated  by  Mort  Blender, 
the  guest  speaker. 

Respectfully  submitted, 

.'\lton  M.  Pauli,  M.D. 
Secretary 

PAWTUCKET  MEDICAL  ASSOCIATION 

SPECIAL  MEETING 

A special  meeting  of  the  Pawtucket  Medical  As- 
sociation was  held  on  Wednesday,  March  4,  1970 
in  the  Richardson  Lecture  Room  No.  2 of  the 
Memorial  Hospital.  The  meeting  was  called  to 
order  at  11:15  a.m.  by  Dr.  Harry  Hecker. 

The  first  item  of  business  concerned  the  editorial 
in  the  Pawtucket  Times  on  February  13,  1970  en- 
titled “Physicians  Duty  to  Clean  House.”  Consid- 
erable discussion  was  held  concerning  this  article 
and  the  pros  and  cons  of  answering  this  editorial 
were  made.  A motion  was  made,  seconded,  and  pas- 
sed that  this  editorial  be  answered  and  a committee 
be  appointed  by  the  President  to  make  amend- 
ments to  a letter  composed  by  Mr.  John  Farrell. 

Second  order  of  business  concerned  discussion 
regarding  the  comparative  cost  of  Blue  Cross-Blue 
Shield  programs  for  the  Rhode  Island  Medical 
Society  versus  private  industry. 

There  being  no  further  business,  the  meeting  was 
adjourned  at  11:55  a.m. 

Respectfully  submitted, 

Alton  M.  Pauli,  M.D. 
Secretary 


ONE  SENTENCE  ESSAY 
If  there  is  any  fixed  star  in  our  Constitutional 
constellation,  it  is  that  no  official,  high  or  petty, 
can  prescribe  what  shall  be  orthodox  in  politics, 
nationalism,  religion,  or  other  matters  of  opinion 
or  force  citizens  to  confess  by  word  or  act  their 
faith  therein. 

. . . U.S.  Supreme  Court  Justice  Robert  Jackson 

TV  'IP  T 1- 
June  1970 


SAY  WHAT 
YOU  LIKE, 
WE  LL  TYPE  IT 
AND  RETURN 

IT  PRONTO! 

To  try  our  service— give  us 
some  letterheads  and  dial  the  num- 
ber v/e  furnish  you.  Dictate  as  much 
as  you  wish,  any  time  of  the  day  or 
night,  from  anywhere.  Your  work 
will  be  neatly  and  accurately  typed 
on  IBM  Selectric  typewriters  and  re- 
turned promptly. 

That's  all  there  is  to  it.  NO  CON- 
TRACT NECESSARY  AND  NO  MINI- 
MUM. 

Our  clients,  both  doctors  and 
hospitals,  have  found  they  save  sub- 
stantially by  letting  us  handle  the 
overload.  Our  staff,  averaging  15 
years'  experience  in  medical  trans- 
cription, assures  you  prompt,  precise 
service. 

Keep  your  office  detail  up-to- 
the-minute  by  calling  today.  Work 
also  done  from  tapes,  discs  and  belts. 


TRANSCRIPTION  SERVICE  INC. 

1053  BROAD  ST..  PROVIDENCE,  R.  I.  02905 

467-3358 
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One  of  seven  dosage  forms 

Thorazine* 


“"Chlorpromazine  HCI 

Spansule* 

I brar^c}  of  sustained  release  capsules 

Available  in  30  mg.,  75  mg.,  1 50  mg.,  200  mg.  and  300  mg.  strengths. 


.A 


Smith  Kline  & French  Laboratories 
Philadelphia,  Pa.  19101 


for  the  debilitated 
geriatric  patient 


BercMscar 

TABLETS 

high  potency  B-complex  and  C 
for  nutritional  support 

AVAILABLE  ONLY  ON  Rx 
contains  water-soluble  vitamins  only 
b.I.d.  dosage 
good  patient  acceptance 
no  odor,  and  virtually  no  aftertaste 


Each  Berocca  Tablet  contains: 

Thiamine  mononitrate  

Riboflavin  

Pyridoxine  HCI 

Niacinamide 

Calcium  pantothenate  

Cyanocobalamin  

Folic  acid 

Ascorbic  acid 

Usual  dosage  is  one  tablet  b.i.d. 


15  mg 
15  mg 
5 mg 
100  mg 
20  mg 
5 meg 
0.5  mg 
500  mg 


Indications:  Nutritional  supplementation  in  conditions  in 
which  water-soluble  vitamins  are  required  prophylactically 
or  therapeutically. 

Warning:  Not  intended  for  treatment  of  pernicious  anemia 
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I.  Urban  Mental  Health  Programs  In  Israel 


Urban  Divellers  In  Israel  Have  Available 
Highly  Specialized  Individual  And  Fam- 
ily  Psychiatric  Care 


By  Louis  Miller,  M.D. 

I am  indeed  honored  to  represent  my  country 
at  Butler  Hospital’s  125th  anniversary.  A century 
and  a quarter  is  a long  time  in  the  history  of  a 
people,  yours  and  mine.  It  is  even  a longer  time 
in  the  history  of  humane  psychiatry  which  in  our 
era  is  practically  coeval  with  the  e.xistence  of 
Butler. 

Isaac  Ray  of  Butler  symbolises  for  us  decency 
and  humanity  in  psychiatric  care  and  readiness  to 
move  from  the  insensitive  certitude  of  conv^ention 
towards  necessary  change  through  re-e.xamination 
of  the  established.  Ray  has  this  meaning  for  all 
psychiatry. 

There  is  little  doubt  that  the  psychiatry  of  a 
country,  more  so  perhaps  than  other  disciplines 
save  Education,  reflects,  considerably  if  not  abso- 
lutely, the  ethos  of  a society — its  values,  aspira- 
tions, goals,  norms,  sanctions  and  patterns  of  be- 
havior. I hope  and  think  that  this  is  true  too  of 
Israel’s  psychiatry. 

Israel’s  society  was  conceived  by  its  founders 
in  the  last  century  as  a freely  chosen  association 
of  p>eople  equal  in  every  respect  among  themselves 

LOLTS  MILLER,  M.D.,  Director,  Mental  Health 
Services,  Ministry  of  Health,  Jerusaletn,  Israel. 

Butler  Hospital  125th  Anniversary  Colloquium, 
Providence,  Rhode  Island,  May  22,  23,  24,  1969. 
Other  papers  from  this  Colloquium  appeared  in  the 
May,  1970  issue  of  this  Journal. 


and  before  the  nations.  To  this  value  were  added 
those  of  the  dignity  of  personal  labor  for  one’s  right 
to  existence  and  mutuality  in  economic  and  social 
pursuits. 

Of  course  these  fundamental  Israeli  social  values 
spring  in  essence  from  Jewish  culture.  But  they  are 
clearly  the  outcome  as  well  of  their  reworking  by 
the  movements  of  East-European  collectivism  and 
the  West-European  and  .American  egalitarianism 
of  the  last  century. 

Social,  political,  economic,  and  religious  theories 
are  on  the  surface  theories  about  the  material  and 
moral  wellbeing  of  people.  It  is  often  overlooked 
that,  if  less  explicitly  so,  they  are  fundamentally 
also  theories  of  personality  and  mental  health.  And 
they  certainly  are,  in  that  there  is  little  doubt  that 
the  material  and  moral  milieux  play  a large  part 
in  the  development  of  the  individual  and  his  well- 
being, behavior,  and  relations.  This  may  be  said 
without  dismissing  the  complicated  genetic  and 
physiological  role  of  biology  in  mental  health  or 
that  of  individual  experience  of  the  child  in  the 
family  culture.  These  latter  factors  wall  of  course 
influence  the  patterned  choice  which  the  particular 
individual  can  make  from  among  the  probable 
choices  which  he  may  make  in  a particular  culture. 

As  the  mental  health  and  personality  are  par- 
tially a function  of  the  values  and  patterns  of  the 
milieu,  so  too  are  the  modes  of  treatment,  care, 
^Continued  on  next  page) 
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and  correction  (which  may  be  broadly  designated 
as  Psychiatry)  functions  of  that  social  milieu. 
Again  of  course  there  are  particular  physical  (eco- 
logical) features  which  play  no  small  role  in  the 
type  of  psychiatry  available.  However,  there  can 
be  no  doubt  that  the  goals  and  patterns  of  a psy- 
chiatry will  tend  to  be  homogeneous  with  those 
of  its  society. 

This  is  of  course  the  reason  why  an  individual 
like  myself — from  a particular  society,  in  describ- 
ing its  psychiatry  tends  to  assess  it  in  terms  of  the 
ideal  values  of  his  societt'  rather  than  in  real  terms. 
I should  add  that  distortions  in  the  descriptions 
will  also  be  determined  by  these  social  values. 

In  setting  out  to  describe  Israeli  pstxhiatric 
needs  I have  in  mind  those  hypotheses  which  I 
have  touched  upon  and,  among  others,  the  follow- 
ing issues: 

1.  a)  The  personality  pictures  and  human 
relations  which  had  evolved  in  the  wide  range  of 
Jewish  communities  abroad  since  the  dispersion 
and,  pari  passu,  the  types  of  incidence  of  be- 
havioral patholog)-  and  need  for  care  with  which 
they  returned  to  Israel. 

b ) The  reactions  to  the  stresses  and  de- 
mands for  change  on  return  of  Jews  to  the  Is- 
raeli society  and  the  effects  of  the  positive  reha- 
bilitating powers  of  the  new  society. 

2.  The  personality  pictures  which  have 
evolved  in  the  children  of  the  Israeli  society  and 
the  types  and  incidence  of  their  behavorial  path- 
ology. (\\'hile  much  theoretical  attention  has 
been  given  to  the  children  of  the  Kibbutz,  our 
own  attention  has  been  largely  given  to  children 
of  city  immigrant  families  in  cultural  change.) 

3.  The  types  of  psychiatric  treatment,  care, 
support,  and  correction  which  have  evolved  in 
Israel  and  their  ability  to  meet  the  changing 
needs. 

4.  The  attitudes  to  and  relations  with  the 
deviant  and  abnormal  person  and  the  psychiatric 
system  and  their  effects  on  care  and  rehabilita- 
tion. 

I have  been  requested  on  this  occasion  to  de- 
cribe  the  urban  mental  health  services  and  prac- 
tices in  Israel.  I wil  begin  however  by  indicating 
its  mental  health  needs  through  a sketch  of  the 
demographic,  social,  psychological,  and  epidemio- 
logical highlights  of  a country  which  has  and  is 
changing  more  rapidly  perhaps  than  almost  any 
other. 

The  country  and  its  ix>pulation  are  ver\’  small. 
The  total  population  on  December  31,  1967  was 


2,700.000  of  which  2,380,000  were  Jews.  Of  these: 

88  per  cent  lived  in  cities,*  3.5  per  cent  lived 
in  kibbutz  agricultural  collectives,  4 per  cent  lived 
in  cooperative  immigrant  villages  (moshav),  30 
per  cent  immigrated  to  Israel  from  1948  to  1951, 
of  these  50  per  cent  immigrated  from  North  Af- 
rica and  Asia,  and  43  per  cent  of  our  Jewish  popu- 
lation were  born  in  the  countr}-. 

The  age  breakdown  showed  that:  10  per  cent 
of  all  Jews  were  over  the  age  of  60,  1 per  cent  of 
Israeli-born  Jews  were  over  the  age  of  60,  42  per 
cent  of  Jews  were  under  the  age  of  21,**  and  79 
percent  of  Israeli-born  Jews  were  under  21. 

The  general  Jewish  population  is  therefore  still 
relatively  youthful  and  Israeli-born  very  young. 
However,  each  year  sees  an  increase  in  those  peo- 
ple who  are  of  pensionable  age. 

While  so  many  of  our  people  live  in  cities,  the 
kibbutz  even  to  this  day  play  a remarkable  part 
in  setting  the  equalitarian  co-operative  and  altru- 
istic values,  and  in  providing  selfless  leadership. 
Cities  however  have  grown  Avith  the  immigration 
especially  from  the  Oriental  and  African  Jewish 
communities  that  AA'ere  often  culturally  indistin- 
guishable from  their  Islamic  peasant  neighbors. 
Israel's  new  cooperative  A'illages  {moshav)  have 
absorbed  many  of  them.  In  Israel,  especially  in  the 
e.xpanding  cities  and  new  towns,  they  have  under- 
gone rapid  social  and  cultural  change  hastened  by 
total  educational  social,  and  economic  programs. 
While  change  was  accomplished  with  relati\-ely 
minimal  family  and  personal  upheaval,  there  are 
certainly  some  negative  effects  of  change,  such  as 
learning  problems  at  school,  some  juvenile  delin- 
quency, acting-out  types  of  p>ersonality  reaction, 
and  e\'en  criminality.  Problems  at  work  in  adults 
may  be  expressed  somatically,  and  large  families 
and  loAv  incomes  may  fatigue  and  depress  mothers. 
Fathers  and  grandfathers  from  once  jjatriarchal 
societies  in  transition  struggled  in  the  cities  with 
their  diminished  status  and  conflicted  AA-ith  their 
OAA’n  children  and  their  ncAV  younger  leaders. 

Yet  from  these  traditional  societies  the  children 
are  eA’olving  rapidly  to  share  the  A'alues  and  AAays 
associated  Avith  the  children  of  the  Western-born. 

For  the  concentration  camp  A’ictim,  in  spite  of 
the  almost  irreparable  damage  done  to  him,  return 


*The  non-JcAvish  (Christian  and  Muslim)  population 
is  largely  rural — onlj"  43  per  cent  liA’ed  in  cities  and 

tOAA’IlS. 

**The  non-Jewish  population  Avith  its  high  birthrate 
A\as  even  younger — 60  per  cent  Avere  under  21. 
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to  Israel  has  had  a most  positive  rehabilitating 
effect. 

Our  psychiatric  epidemiological  studies  have 
shown  that  the  Western-born  Jewish  first  admis- 
sions to  mental  hospitals  in  1958  were  more  liable 
to  be  diagnosed  as  psychotic  depression  and  that 
their  general  population  shown  a higher  incidence 
of  suicide  than  the  Eastern-born.*  The  Eastern- 
born  Jews  then  apparently  had  a higher  rate  rela- 
tively of  first  admissions  for  schizophrenia,  per- 
sonality disorder,  and  hysteria.  This  was  believed 
to  be  a cultural  factor  and  a reaction  to  immigra- 
tion. More  recent  study  (1966)  indicates  definitely, 
however,  that  the  Eastern-born  immigrants  on  first 
hospitalization  show  a generally  lower  rate  of 
schizophrenia,  especially  in  young  males,  and  fe- 
males than  do  the  Western  immigrants.  In  older 
females  a decidedly  lower  rate  of  affective  psy- 
choses is  seen  among  Easterners  than  in  Western- 
ers. The  older  European  Jewish  woman  then  seems 
to  be  a risk.  Males  have  a similar  rate  of  affective 
psychoses  in  both  ethnic  groups.**  The  Israeli-born 
(descended  from  both  ethnic  groups)  now  appear 
to  have  a similar  incidence  of  all  functional  psy- 
choses to  Eastern-born  immigrants,  both  having 
less  than  the  Western-born  immigrants.  But  in  the 
higher  hospital  incidence  of  affective  psychoses 
older  Israeli-born  Jewish  women  resemble  their 
Western-born  counterparts. 

In  1966,  of  the  total  number  of  first  admissions 
to  mental  hospital,  alcoholics  were  only  one  per 
cent — 73  cases,  largely  older  Oriental-born  immi- 
grants. Alcoholic  abuse  and  addiction  is  not  a prob- 
lem among  Jews  or  Israelis.  But  drug  addiction 
i.s — not  in  the  modern  sense  of  the  use  of  mari- 
juana, L.S.D.,  or  amphetamines  among  young  in- 
tellectuals, but  in  the  classical  .situation  of  the  em- 
ployment of  opium  or  morphine  by  hard-core 
addicts.  There  may  be  about  300-400  of  these 
addicts  in  Israel  who  derive  from  the  cultures  of 
Europe  and  the  Near  East  and  North  Africa,  or 
even  in  some  cases  from  the  social  and  personal 


*This  was  felt  to  be  due  to  the  persecution  they  had 
suffered,  especially  at  the  hands  of  the  Nazis.  Jews 
generally  everywhere  seemed  to  show  a definitely 
higher  incidence  of  depression. 

**It  is  not  clear  to  me  whether  the  higher  incidence 
of  schizophrenia  and  lower  incidence  of  affective 
psychosis  in  first  admissions  among  Eastern-born 
in  1958  were  due  to  the  effects  of  culture,  a reaction 
to  immigration,  or  a bias  of  the  psychiatrist  in  diag- 
nosis. The  statistics  at  that  time  did  not  allow  of 
adequate  age-specific  analysis. 
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failures  among  the  Israeli-born.  The  general  inci- 
dence of  crimes  of  violence  declined  rapidly  after 
the  first  peak  years  of  the  mass  immigration,  and 
it  seems  now  to  be  accompanied  by  a decline  in 
cases  diagnosed  as  psychopaths  or  behaviour  dis- 
orders among  adults. 

The  general  disaffection  of  youth  seen  elsewhere 
is  not  seen  in  Israel. 

A word  now'  about  the  general  organisation  of 
Israel’s  psychiatry. 

The  psychiatric  services  in  Israel  are  basically  a 
national  system  but  not  exclusively  so.  The  state 
pst'chiatry  began  to  take  form  shortly  after  the 
establishment  of  the  state.  From  its  very  inception 
it  incorporated  specifically  local  patterns  of  care 
such  as  the  easy  staff-patient  relations  and  group- 
action  methods  epitomised  in  the  work  village.* 
From  the  beginning,  modes  of  psychiatric  and 
mental  health  action  were  employed  which  were 
natural  to  the  people  and  germane  to  their  needs. 
This  is  exemplified  by  the  regionalisation  of  the 
services  (there  are  four  psychiatric  regions  today 
each  of  700,000  people  approximately).  Further- 
more every  institution  was  kept  small  (not  more 
than  450  beds),  highly  staffed  with  a very  broad 
range  of  disciplines  and  very  close  to  the  centers 
of  population,  with  an  intimate  relation  to  their 
services  and  life. 

There  were  further  features  which  distinguished 
this  psychiatric  system.  Each  region  was  planned 
to  have  in  relation  to  its  major  city  a range  of 
hospital  services,  each  specialising  in  one  or  an- 
other aspect  of  patient  care.  This  range  included: 

( 1 ) A General  hospital  ward  (and  consultive  serv- 
ice); (2)  A Psychiatric  hospital  (short  stay); 

(3)  A Work  village  (long-term  rehabilitation); 

(4)  Custodial  nursing  homes. 

To  this  spectrum  was  added  immediately  a fifth 
service  which  was  purely  ambulant  and  w'hich  is 
called  in  Israel:  (5)  A ^lental  Health  Center. 
(Several  for  each  region  at  the  concentrations  of 
population.) 

Each  region  is  directed  by  a Regional  Psychia- 
trist. He  too  is  a specifically  Israeli  institution. 
The  regional  psychiatrist  has  co-ordinating-admin- 
(Contimied  on  ne.xt  pasc) 

'■'The  work  villages  were  initiated  in  1951.  They  were 
conceived  as  rehabilitation  hospitals  for  the  chronic 
cases  which  were  brought  to  Israel  from  Nazi  Eu- 
rope and  elsew'here.  They  are  organized  as  thera- 
peutic communities  on  the  basis  of  social  activity 
and  work. 
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istrative  functions;  he  plans  and  is  also  em{X)\vered 
by  law  to  inspect  the  care  of  the  ‘’mentally  ilF’ 
and  hospitalise  cases  against  their  will.  However, 
91  per  cent  of  admissions  to  all  hospitals  are  vol- 
untary or  family  decisions.  It  needs  only  one 
physician's  certificate  to  empower  a director  of 
hospital  to  admit  a patient.  All  this  is  given  statu- 
tory support  under  the  Mental  Treatment  Act  of 
1955. 

As  I have  stated,  the  national  regional  services 
are  not  exclusively  governmental — ^the  Workers 
Sick  Fund  of  the  General  Federation  of  Trade- 
Unions  (Histadruth)  is  very  active  in  psychiatry-. 
While  it  has  only  400  beds  in  three  active  hos- 
pitals, it  has  a number  of  wdely  distributed  clinics 
which  consult  for  its  outpatient  general  clinics, 
which  reach  into  the  remotest  rural  areas. 

The  custodial  nursing  homes  are  w-ithout  excep- 
tion privately  owned  and,  while  improving,  are  at 
times  of  very  poor  standard.  Nursing  homes,  in 
view  of  the  increasing  incidence  of  chronic  brain 
conditions  and  their  associated  mental  conditions 
especially  in  the  aging,  are  everywhere  a really 
urgent  need. 

In  the  last  decade  certain  developments  have 
taken  place  at  all  the  regional  hospitals  (not  in- 
cluding the  custodial).  They  are  adding  active 
outpatient  sections  with  the  stress  on  continuity 
and  follow-up.  Day-treatment  sections  are  appear- 
ing as  have  hostels  and  clubs. 

To  the  range  of  services  in  the  region  are  being 
added  facilities  for  children  and  youth,  especially 
day-care  for  autistic  and  disordered  children,  and 
particular  psychiatric  facilities  for  geriatric  care. 
Incidentally,  we  find  that  the  confused  and  anxious 
old  person  reacts  very  well  to  early  psychiatric 
care,  especially  if  there  is  added  to  it  skilled  medi- 
cal care  and  rehabilitation.*  We  have  also  done 
our  utmost  as  psychiatrists  to  promote  general 
geriatric  wards  in  general  hospitals  with  the  psy- 
chiatrist in  a consultant’s  role  only.  Israel  is  still 
a very  young  country,  but  the  average  age  is  rising 
continually  with  a falling  birth  rate  and  an  expec- 
tation of  life  comparable  to  that  of  any  Western 
country. 

The  advantages  of  the  Israeli  range  of  hospital 
services  are  fairly  evident.  Institutions  are  kept 

^Doctor  Ludwig  Trainer,  Director  of  Sha’ar  Menashe 
hospital  of  the  Ministry  of  Health,  Mental  Health 
Services  has  pioneered  in  this  field.  The  geriatric 
service  developed  there  includes  a range  of  commu- 
nity facilities  and  consultation  to  general  geriatric 
facilities  and  homes  for  the  aged. 


small  and  close  to  communities.  They  are  inten- 
sively staffed  with  all  disciplines  although,  because 
of  the  demands  of  professional  manpow-er,  they  are 
in  short  supply.  The  hospitals  are  highly  special- 
ised and  yet  capable  of  modulating  their  functions 
according  to  local  needs.  Service  tends  to  become 
linked  to  local  towns  as  well  as  cities  and  are  fairly 
evenly  distributed.  There  is  however  in  two  large 
rural  areas  a total  lack  of  beds  which  will  be  cor- 
rected by  the  National  Ten-Year  Plan  for  1970- 
1980. 

Under  this  plan  most  general  hospitals  will  be 
provided  with  a minimum  number  (about  20)  of 
psychiatric  beds.  General  hospital  psychiatry  how- 
ever will  concentrate  on  outpatient  and  day  care 
(including  children)  and  comprehensive  care  in 
adult,  geriatric,  and  childrens’  medical  wards. 

The  plan  envisages  an  increase  of  the  present 
bed  ratio  from  2.4,  1000  to  2.8/1000  of  popula- 
tion with  the  following  composition:  Psychiatric 
hospital  beds,  1 1000;  general  hospital  beds,  0.1/ 
1000,  work  village  1.0,  custodial  care  0.6,  chil- 
drens' and  special  hospitals  0.1/1000.  The  increase 
in  the  bed  ratio  is  unavoidable  because  of  over- 
crowding in  spite  of  the  development  of  community 
psychiatric  facilities. 

The  obvious  difficulty  under  which  this  model 
of  a range  of  separate  hospitals  labors,  even  if 
regionalised,  is  that  of  the  rational  distribution  of 
cases  within  it  and  the  continuity  of  their  care. 
Patients  ma}’  reach  hospitals  unsuited  to  their 
needs  or  may  not  return  to  the  hospitals  from 
which  they  are  discharged  or  followed  up  by  them. 
This  is  perhaps  not  as  great  a difficulty  as  may  be 
imagined,  for  families,  patients,  and  staff  are  in- 
terested in  a continuing  relation — but  it  is  cer- 
tainly a difficulty  which  does  exist.  It  has  been 
suggested  that  all  cases  should  be  channeled 
through  a central  receiving  outpatients  clinic.  In 
two  regions  this  is  done  by  the  regional  psychia- 
trist at  his  clinic  which  however  grows  inordinately 
and  tends  to  become  predominantly  administrative. 
I personal!}-  prefer  a system  of  laissez  faire  for 
the  public’s  approach  to  the  hospitals  with  good 
communication  among  them.  Continuity  of  care 
is  provided  by  the  hospital  outpatients  in  the  cities 
and  towns  and  by  the  mental  health  clinics  in  the 
smaller  tow-ns. 

I am  aware  of  the  pattern  for  a comprehensive 
mental  health  center  which  is  being  laid  dow-n  in 
the  United  States  and  some  European  countries. 
Such  a center  is  intended  as  a format  for  total 
(Continued  on  page  349) 
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Urban  Mental  Health  Services 
II.  Correlation  of  External  and  Internal  Factors 
in  the  Development  of  Endogenous  Psychoses 


External  Stress  Factors  in  Psychoses  Can- 
not Be  Excluded  Despite  Genetic  Origins 


By  Professor  A.V.  Snezhnevsky  and  Professor  M.E. 
Vartanian 


This  is  a great  opportunity  and  honor  for  us  to 
be  able  to  speak  to  you  here  at  Butler  Hospital  be- 
fore this  highly  respected  audience.  It  gives  us 
great  pleasure  to  have  the  opportunity  to  meet 
you  and  discuss  some  essential  problems  of  contem- 
porary psychiatry. 

The  question  of  the  interaction  and  correlation 
of  exogenous  and  endogenous  factors  in  the  devel- 
opment of  chronic  diseases  in  man  acquires  an  in- 
creasing significance  in  modern  pathology.  This 
problem  has  many  aspects.  One  of  them  is  the 
correlation  of  the  biological  effects  of  phylogenesis 
and  the  effects  of  socio-historical  influences. 
Naturally,  the  correlation  of  social  and  biological 
factors  is  not  a constant  figure.  It  fluctuates  in 
different  historical  periods  of  human  development. 
The  behavior  of  a primitive  man  was  to  a much 
less  degree  determined  by  social  factors  than  the 
behavior  of  our  contemporary.  Correspondingly, 
the  pathology  of  mental  activity  exhibits  a higher 
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dependency  upon  external  factors  as  the  develop- 
ment of  socio-economical  and  cultural  factors  be- 
come more  complex. 

Today,  it  is  difficult  to  forsee  which  new  factors 
of  the  environment  will  influence  the  behavior  of 
man  in  the  future  society. 

The  human  being  is  a social  being,  and  the  eti- 
ology of  his  disease  is  always  socially  conditioned. 
But  the  social  etiology  of  human  diseases  does 
not  coincide  with  its  essence.  The  etiology  of  hu- 
man starvation  is  social.  The  essence  of  the  process 
of  starvation  is  biological.  Any  external  noxious 
factor  sooner  or  later  loses  significance  in  the 
development  of  the  disease.  Causa  externa  inevit- 
ably becomes  causa  interna.  The  influence  of  high 
temperature  in  burns  usually  acts  only  several 
fractions  of  a second.  The  subsequently  appearing 
phenomena  are  a very  complicated  disseminated 
chain  of  physiological,  morphological,  and  other 
events  which  form  a stereotyped  picture  of  a di- 
sease, the  clinical  picture  of  burns.  Noxious  factors 
cannot  engender  in  the  organism,  nor  bring  on  any- 
thing more,  than  it  contains  in  the  form  of  histor- 
ically developed  potentials.  Pathogenic  mechanisms 
of  diseases  are  evolutionally  strictly  programmized, 
as  are  all  biological  phenomena.  Such  programs 
were  formulated  historically,  evolutionally,  reflec- 
ting the  centuries-old  experience  of  human  adapta- 
tion to  factors  of  the  environment.  Noxious  factors 
(Continued  on  next  page) 
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may  produce  different  stereotypes,  i.e.,  clinical  pic- 
tures of  diseases,  but  moderated  through  the  his- 
torically predetermined  physiological  mechanisms. 
The  clinical  picture  of  any  disease  reflects  the 
historically  trained  different  functional  systems, 
conditioned  by  a lasting  action  on  the  organisms 
of  corresponding  factors.  Whatever  the  noxious 
factors  may  be,  they  may  bring  on  only  corres- 
ponding, in  other  words,  adequate  changes  in  the 
organism.  The  organism  itself  should  have  “inter- 
nal bases"  for  such  changes,  i.e.,  a functional  readi- 
ness, determining  the  possibility  of  developing  dif- 
ferent processes. 

In  each  individual  life  the  factors  for  endogenous 
disease  may  be  absolutely  accidental;  trauma,  in- 
fections. Contrary  to  this,  the  pathogenic  mechan- 
isms of  diseases  are  the  priority  of  a species.  They 
are  regular,  stable,  conservative.  The  pathogenesis 
determines  the  appearance  of  a process,  its  cycle 
and  completion.  The  existence  in  the  organism  of 
definitely  constructed  and  definitely  functioning 
mechanisms  conditions  the  possibility  or  impossi- 
bility of  developing  corresponding  jjathological 
processes.  This  possibility,  as  with  any  other  bio- 
logical predisix)sition,  becomes  a reality  as  a result 
of  the  action  of  corresponding  external  factors. 

In  other  words,  the  relative  role  and  specific 
weight  of  e.xogenous  and  endogenous  factors  in 
the  development  of  concrete  human  diseases  in- 
evitably arises.  In  relation  to  chronic  endogenous 
psychoses  we  have  at  our  disposal  only  rather 
general  information  on  the  role  of  these  factors  in 
the  development  of  the  disease. 

Many  European  and  American  psychiatrists  long 
ago  stressed  the  important  significance  of  heredity 
in  the  appearance  of  schizophrenia  and  manic-de- 
pressive psychosis.  Well  documented  and  secure 
are  the  following  two  groups  of  factors:  a)  the 
accumulation  of  psychotic  cases  among  the  relatives 
of  the  patients;  b)  a significant  increase  of  con- 
cordancy  among  pairs  of  monozygotic  twins  in 
comparison  to  dizygotic.  However,  these  observa- 
tions have  a general  character  and  cannot  explain 
the  nature  of  the  inheritance  of  the  pathological 
symptoms. 

The  inevitable  crises  of  clinical  studies  in  the 
genetics  of  schizophrenia  may  be  explained  by  the 
fact  that  this  disease  taken  in  its  diversity  of  forms 
and  expression  cannot  be  considered  from  the 
genetic  point  of  view  as  a single  phenotypical 
s\'mptom.  .And  consequently  it  is  impossible  to 
establish  some  one  single  type  of  inheritance  for 
the  whole  disease  in  general.  The.se  assumptions 


may  be  confirmed  in  a clinically  differentiated  ap- 
proach to  the  genetic  analyses  of  forms  of  schizo- 
phrenia. 

.According  to  the  classification  of  schizophrenia 
proposed  by  .A.V.  Snezhnevsky  and  his  school  there 
are  3 basic  forms  in  the  course  of  the  disease: 

a)  a development  in  the  form  of  schizophrenia 
attacks  with  subsequent  deep  remissions  — periodic 
schizophrenia; 

b)  a development  in  the  forms  of  shifts,  with 

an  intermittent-progressive  course-shift-likc  schizo-  i 

phrcnia ; 

c)  a progressive-progredient  form  with  a con-  jf 
tinuous  development  — continuous  schizophrenia. 

Having  in  view  this  division  of  schizophrenic 
patients,  we  undertook  a clinical  analysis  of  their  i 

relatives.  In  total  we  studied  4,699  members  of  | 

270  families  of  schizophrenic  probands.  We  do  not  ! 

have  the  time  to  give  you  a detailed  genetic  analy-  , 

sis  of  the  whole  material,  as  it  is  not  the  topis  of  j, 

our  meeting.  We  can  give  you  as  an  example  the  ' 

following  data.  Clinical  studies  of  the  parents  in 
connection  with  the  forms  of  schizophrenia  in  their  j 
children  (probands)  has  shown  the  following.  In  | 
those  cases  where  the  probands  had  the  most  severe 
forms  of  schizophrenia  (progressive-progredient  ^ 
forms  — continuous  schizophrenia)  the  frequency  ' 
of  schizoid  psychopathy  in  the  parents  amounted 
to  74  per  cent,  i.e.,  74  per  cent  of  the  relatives  had 
some  pathology  of  character  of  the  schizoid  type. 

.And  on  the  contrary,  in  the  mildest  forms  with  a 
periodic  course  in  the  probands,  schizoid  psycho- 
pathy among  the  parents  amounted  to  only  28  per 
cent.  These  differences  have  a significant  character 
and  coincide  with  the  polygenetic  hypothesis  of 
inheritance  in  human  diseases.  It  is  interesting  to 
note  that  the  incidence  of  manifest  psychoses  in 
parents  of  these  probands  has  an  inverse  relation- 
ship. While  in  parents  of  the  patients  with  a peri- 
odic course  of  schizophrenia  manifest  psychoses 
are  found  in  18  per  cent  of  the  cases,  in  the  group 
with  a continuous  course  the  incidence  is  6 per 
cent.  These  data  differences  are  also  significant. 

If,  indeed,  the  hereditary  factors  play  a signifi- 
cant role  in  the  transmission  of  schizophrenia,  then 
there  should  be  biological  mechanisms  which  effect  ' 

this  transmission. 

Having  this  in  view,  our  Institute  organized  a 
multidisciplinary  study  of  such  biological  mech-  ' 

anisms  in  relation  to  schizophrenic  patients  and 
their  relatives.  .At  present  we  are  able  to  demon- 
strate  a significant  incidence  of  some  pathological 
biological  symptoms  among  the  relatives  of  schizo- 
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phrenic  patients  in  comparison  to  a normal  popula- 
tion. Each  of  these  symptoms  is  not  specific  for 
schizophrenia  in  general.  However,  their  relation- 
ship with  the  different  forms  of  schizophrenia  and 
with  the  degree  of  the  malignancy  of  the  process 
has  been  proved  statistically  to  be  significant. 

The  same  dependency  of  clinical  forms  of  schizo- 
phrenia was  established  in  the  evaluation  of  the 
role  of  exogenous  factors  in  the  development  of 
this  disease. 

The  epidemiological  department  of  our  Institute 
(Chief,  Prof.  N.iM.  Zharikov)  organized  a study 
on  the  incidence  of  schizophrenia  in  one  of  the 
administrative  districts  of  Moscow  city  with  a pop- 
ulation of  502,000.  Among  this  population  they 
found  1,427  schizophrenic  patients. 

A detailed  study  of  exogenous  factors  directly 
preceding  the  onset  of  the  disease  showed  the 
following  regular  relationships  for  different  forms 
of  schizophrenia. 

In  periodic  schizophrenia  the  first  attack  of  the 
disease  was  accompanied  by  exogenous  factors  in 
18  per  cent  of  the  cases,  .\mong  these  factors  were 
the  following:  mental  and  physical  traumas,  in- 
fectious diseases,  and  pregnancy  and  delivery.  As 
was  previously  mentioned,  this  form  of  schizo- 
phrenia has  recurring  attacks.  During  its  subse- 
quent course,  i.e.,  in  the  later  attacks,  the  onset  of 
exacerbations  coincide  with  exogenous  factors  in 
only  6 percent  of  the  cases. 

Although  we  still  do  not  know  how  the  frequency 
of  these  exogenous  factors  are  distributed  in  the 
normal  population,  we  may  claim  only  that  their 
role  in  provoking  the  first  attack  of  periodic  schizo- 
phrenia is  significantly  higher  than  in  the  following 
exacerbations  of  disease.  In  other  words,  as  the 
disease  develops,  endogenous  (“automatic”)  mech- 
anisms of  the  disease  acquire  an  increasing  signi- 
ficance, and  they  become  less  dependent  upon  the 
external  factors. 

Quite  different  correlations  occur  in  the  develop- 
ment of  another  form  of  schizophrenia  — in  shift- 
like schizophrenia.  In  these  cases,  we  cannot  defi- 
nitely demonstrate  dependency  between  exogenous 
factors  and  the  occurrence  of  the  exacerbations. 

In  relation  to  continuous  forms  of  schizophrenia 
(process  schizophrenia),  the  provocative  role  of 
exogenous  factors  is  even  less  marked.  .'\t  any  rate, 
the  determination  of  these  correlations  is  extremely 
difficult.  In  schizophrenia  of  gradual  onset  and  con- 
tinuous development  it  is  quite  difficult  precisely 
to  determine  the  time  when  the  disease  was  first 
manifest.  All  of  this  leads  to  the  conclusion  that 


the  specific  weight  of  exogenous  factors  in  different 
forms  of  schizophrenia  on  the  different  stages  of 
its  development  is  not  uniform. 

Another  approach  to  evaluating  internal  and 
external  factors  in  the  development  of  endogenous 
psj^choses  is  the  study  of  concrete  biological  mech- 
anisms of  their  interaction. 

If  the  exogenous  factors  actually  play  only  a 
provocative  role  in  the  development  of  endogenous 
psychoses,  then  how  is  it  accomplished?  By  what 
mechanism  does  this  range  of  diverse  and  com- 
pletely unlike  factors  ultimately  result  in  the  mani- 
festation of  schizophrenia  with  an  advanced  known 
stereotypic  form  of  clinical  expression?  It  would 
only  be  logical  to  assume  that  there  exists  in  the 
human  organism  a physiological  system  of  reaction 
which  integrates  qualitively  different  stimuli  and 
transforms  them  into  concrete  pathological  stereo- 
types. 

In  this  respect  I should  like  to  give  you  two 
examples  illustrating  these  data. 

During  recent  years  some  American  and  Euro- 
pean investigators  were  able  to  demonstrate  that 
in  some  patients  the  lymphocytes  possessed  prop- 
erties which  differed  from  the  lymphocytes  of  nor- 
mal individuals.  These  data  were  partially  con- 
firmed in  our  Institute.  However,  our  results  es- 
tablished that  the  most  clear-cut  changes  were 
related  to  the  morphological  structure  of  the  nuclei 
in  these  lymphocytes.  It  was  in  this  connection 
that  we  decided  to  study  the  properties  of  these 
nuclei. 

Quite  recently  Casperson  in  Sweden  developed 
a highly  sensitive  method  of  determining  the  func- 
tional activity  of  nucleinic  acids.  We  used  this 
method  in  our  laboratory  to  investigate  the  inter- 
phase nuclei  of  lymphocytes  in  the  peripheral  blood 
of  schizophrenic  patients.  Our  studies  have  shown 
that  their  DNA  is  in  a different  functional  con- 
dition than  that  present  in  the  lymphocytes  of 
normal  Individuals. 

In  order  to  make  clear  the  biological  nature  of 
these  experiments,  I should  like  to  speak  briefly 
of  the  method  of  investigation  itself. 

If  the  lymphocytic  nuclei  were  dyed  with  fluor- 
escent dyes  such  as  acridin-orange,  then  according 
to  the  fluorescence  we  could  judge  the  amount  of 
dye  joined  to  the  nucleic  material.  It  was  demon- 
strated that,  if  acridin-orange  is  joined  to  the  bi- 
spiral molecule  of  DXA,  it  fluoresces  with  a green 
light;  if  it  is  bound  to  a monospiral  molecule,  the 
light  is  red.  Hence,  quantitatively  determining  the 
(Continued  on  next  page) 
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intensivity  of  the  green  and  red  fluorescence  of  the 
lymphocyte  DXA,  we  can  judge  the  degree  of  its 
•‘despiralization/’  According  to  modern  concepts, 
the  degree  of  a DXA  spiralization  is  an  index  of  its 
genetic  activity.  The  more  its  structure  is  despiral- 
ized,  the  higher  the  metabolic  activiU'.  Genetic 
information  may  occur  only  on  the  despiralization 
part  of  the  DXA  molecule. 

The  lymphocytes  of  peripheral  blood  were  taken 
from  schizophrenic  patients  before  treatment  or  two 
months  after  its  omission.  They  were  then  put 
into  a nutritive  medium,  and  at  one  hour  intervals 
the  intensity  of  the  green  and  red  fluorescence  was 
measured.  It  was  established  that  during  the  first 
hour  the  intensity  of  the  fluorescence  of  lympho- 
cyte DXA  in  schizophrenics  was  distinctly  increas- 
ed in  comparison  with  the  lymphocytes  of  normal 
persons.  The  fluorescence  of  the  lymphocytes  of 
normal  individuals  under  the  same  conditions  in- 
creased in  intensivity  only  insignificantly.  Thus,  it 
was  shown  that  nucleinic  acids  of  the  lymphocyte 
nuclei  in  schizophrenic  patients  are  in  an  altered 
functional  condition. 

In  the  subsequent  experiments  it  was  possible 
to  demonstrate  that  the  phenomenon  of  DX'A  acti- 
vation in  the  lymphocytes  could  be  evoked  by  many 
factors;  by  cytohemagglutinin,  by  various  antigens 
and  viruses  in  cases  of  preliminary  cell  sensitization, 
by  some  hormones,  and  other  agents.  In  other 
words,  the  activation  of  the  cell  genetic  apparatus 
has  a non-specific  character  and  may  be  brought 
about  by  diverse  causes  and  by  stress  in  particular. 

If  this  is  so,  then  the  different  stimuli  may  in- 
fluence the  function  of  the  genetic  apparatus  of 
component  cells  through  the  stress  mechanism. 

If  the  cell  gene  contains  some  pathological  mu- 
tations, then  such  activation  of  the  DX'A  structure 
may  lead  to  an  increase  of  pathological  s\Titheses 
or  to  an  appearance  of  new  active  segments  in  the 
DX^.A  molecule  which  were  previously  repressed. 

Through  a great  number  of  e.xperiments  perform- 
ed by  geneticists  it  was  shown  that  some  hormones, 
and  the  stress  hormones  in  particular,  possess  the 
capability  of  increasing  the  functions  of  the  genetic 
apparatus  of  cells.  If  such  events  can  occur  in  a 
whole  organism,  and  particularly  in  the  brain  cells, 
then  perhaps  we  are  on  the  eve  of  a new  under- 
standing of  the  mechanisms  of  interaction  in  the 
organism  of  external  and  internal  factors  and  in 
the  occurrence  of  hereditarily  conditioned  diseases 
of  man. 

It  is  well  known  that  the  biological  adaptation 
of  an  organism  depends  significant!}"  upon  the  plas- 


ticity of  its  metabolic  functions,  which  are  an  es- 
sential means  of  adaptation  to  conditions  of  the 
environment. 

We  know  today  that  the  hypothalamus-hypophy- 
sis-adrenal cortical  system  is  one  of  the  elements  of 
a complex  process  of  reactivity  to  the  impact  of 
external  and  internal  non-specific  factors.  It  is 
quite  obvious  that  the  reaction  of  the  organism  is 
not  limited  just  by  these  forms  of  reactivity  to  ex- 
ternal influences. 

However,  we  still  do  not  know  in  sufficient  detail 
the  mechanisms  of  stress  reactions  of  the  different 
levels  of  the  biological  systems  in  the  organism. 
We  do  not  know  how  widely  and  how  deeply  the 
cellular  and  molecular  mechanisms  of  the  organism 
are  involved  in  response  to  stress.  In  other  words, 
we  still  do  not  know  the  full  diversity  of  nonspe- 
cific biological  processes  developing  in  man  in  con- 
ditions of  stress. 

All  of  this  has  a direct  connection  with  problems 
of  pathogenesis  in  endogenous  psychoses  and  in 
particular  to  schizophrenia.  Therefore,  it  is  very 
important  to  establish  whether  the  nonspecific  stress 
responses  occuring  in  schizophrenia  patients  acquire 
and  independent  significance  and  whether  they  play 
a certain  role  in  the  pathogenesis  of  the  disease. 

At  present  it  is  well  known  that  the  development 
of  stress  is  related  to  express  catabolic  processes. 
X’aturally  these  processes  may  take  place  in  the 
brain  as  well. 

As  was  estimated  by  Williams,  there  is  an  hourly 
destruction  of  approximately  1,000  nerve  cells  in 
the  brain  of  an  adult  normal  person.  As  a result, 
when  an  individual  reaches  the  age  of  80,  there  is 
about  a 10  per  cent  loss  of  the  brain  nerve  cells. 
This  is  a physiological  process.  Proceeding  from  this 
position  one  can  suppose  that  the  process  of  de- 
struction of  brain  cells  is  accelerated  by  stress. 

The  basis  of  this  method  is  as  follows:  if  stress 
increases  the  physiological  processes  of  tissue  de- 
struction, the  proteins  of  organs  and  tissues  should 
penetrate  from  the  cells  into  the  blood.  The  pro- 
teins of  organs  which  are  separated  from  the  sur- 
rounding tissues  by  barriers  pass  into  the  blood 
flow  and  make  contact  with  lymphocytes  in  the 
lymphoid  tissue.  This  contact  stimulates  the  pro- 
duction of  corresponding  antibodies.  In  the  case  of 
the  reaction  of  the  brain  one  may  e.xpect  the  ap- 
pearance of  antibrain  antibodies  in  the  blood. 

For  the  detection  of  the  content  of  antibrain 
antibodies  in  the  blood  after  stress  we  utilized  the 
complement  fi.xation  test.  Soluble  fractions  of  brain, 
liver  and  heart  proteins  were  used  as  antigens.  We 
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evaluated  negative  results  with  antigens  of  the  heart 
and  the  liver  and  the  positive  reactions  with  the 
antigens  of  the  brain  to  the  presence  of  antibodies 
possessing  a certain  organospecifity  to  brain  tissue. 

The  main  purpose  of  our  experiments  was  to  as- 
certain if  stress  can  lead  to  the  production  of  anti- 
brain antibodies,  i.e.,  if  stress  can  set  off  the  auto- 
immunological  processes  in  the  body. 

We  investigated  experimental  animals  (rabbits 
and  rats),  normal  individuals,  schizophrenic  pa- 
tients, and  their  relatives. 

The  first  series  of  our  experiments  were  per- 
formed on  rabbits  (31  animals).  The  electrical 
stimulation  of  the  paw  was  used  as  a stress  agent. 
We  applied  an  electrical  current  of  70V  within  a 
period  of  60  minutes.  .After  different  periods  of 
time,  we  determined  the  routine  signs  of  stress  con- 
dition (the  number  of  lymphocytes,  the  concen- 
tration of  corticosteroids  and  sugar  in  the  blood). 
The  antibrain  antibodies  were  determined  after 
stress  stimulation  in  2 - 2^  hours  and  then  in  1, 
2,  5,  9,  12,  16,  and  20  days. 

We  did  not  obtain  positive  reactions  when  the 
antigens  from  the  heart  and  the  liver  were  used. 

The  appearance  of  antibrain  antibodies  was  de- 
termined on  different  days  after  stress  in  22-71  per 
cent  of  the  animals.  The  titre  was  from  1/40  to 
1 160.  In  the  control  group  of  animals  (without 
stimulation)  antibodies  were  not  detected. 

We  observed  two  peaks  of  frequency  of  the  ap- 
pearance of  antibodies  during  the  experimental 
period  — after  2-2)z2  hours  and  on  the  fifth  day. 

The  first  peak  coincides  with  other  signs  of  stress 
conditions.  .At  this  period  we  had  a classical  picture 
of  stress  which  was  accompanied  by  a decrease  of 
blood  lymphocytes  and  an  increase  of  corticoster- 
oids and  sugar.  At  the  time  of  the  second  peak  the 
signs  of  stress  were  much  less  obvious.  By  the  ninth 
to  the  twelfth  days  the  antibodies  in  the  blood  had 
disappeared.  The  experiments  described  above  were 
repeated  on  rats  with  similar  results. 

What  can  the  origin  of  these  two  antibodies 
peaks  be? 

It  is  well  known  that  the  normal  process  of  im- 
munogenesis  takes  from  4 to  7 days.  Consequently, 
the  following  assumption  may  be  made:  the  peak 
appearing  on  the  5th  day  expresses  the  production 
of  new  antibodies  in  the  lymphoid  tissue.  But  na- 
turally such  an  explanation  excludes  the  possibility 
of  antibodies  being  formed  within  23^2  hours  after 
stress.  In  this  case  another  explanation  can  be  of- 
fered. It  is  highly  likely  that  after  two  hours  we 
have  to  deal  with  the  release  of  antibodies  which 


had  been  formed  earlier,  and  had  been  deposited 
in  the  lymphocytes.  The  important  factor  of  the 
appearance  of  antibodies  after  2 hours  is  the  de- 
struction of  lymphocytes. 

Summing  up  our  e.xperiments  in  the  test  animals, 
we  can  conclude  that  under  stress  conditions  the 
complement-fixing  substances  may  be  detected  in 
the  blood.  The  use  of  specific  brain  antigens  permits 
us  to  assume  that  we  have  to  deal  with  antibrain 
antibodies.  Thus,  the  stress  factor  can  set  off  the 
autoimmune  mechanisms  in  animals. 

But  how  does  stress  influence  the  human  brain? 
Can  this  condition  cause  the  catabolic  process  in 
the  human  brain  as  well  and  set  off  the  autoim- 
mune mechanism  in  the  human  body?  These  are 
very  important  questions  for  human  pathology  in 
general,  and  psychiatry  in  particular.  That  is  why 
we  undertook  a special  series  of  e.xperiments  on 
normal  individuals. 

The  antibrain  antibodies  were  studied  in  normal 
donors  without  stress  and  in  the  group  of  donors 
who  were  subjected  to  a psychological  and  physical 
loading.  The  results  of  these  experiments  are  as 
follows: 

The  frequency  of  the  presence  of  antibrain  anti- 
bodies in  the  normal  controls  (without  stress)  is 
1.6  per  cent. 

The  stress  factor  increases  the  frequency  of  the 
appearance  of  antibodies  in  the  blood  of  normal 
controls  up  to  21.4  per  cent±.  This  difference  is 
significant  (P<0.02).  As  in  animals,  we  did  not  get 
any  positive  results  in  this  series  of  experiments 
with  the  heart  and  the  liver  antigens. 

It  is  important  to  underline  that  the  frequency 
of  the  appearance  of  antibodies  in  normal  animals 
after  stress  is  similar  to  the  frequency  in  some 
groups  of  mentally  disturbed  patients  — the  pro- 
gredient  progressive  and  sluggish  forms  of  schizo- 
phrenia. These  patients  were  examined  in  an  acute 
psychotic  state  with  symptoms  of  anxiety  and  men- 
tal tension. 

There  is  one  common  feature  in  all  of  our  series 
of  experiments  (both  on  animals  and  on  human 
subjects):  stress  causes  the  appearance  of  antibrain 
antibodies  in  only  a certain  percentage  of  individ- 
uals examined. 

This  means  that  stress  is  not  an  absolute  factor 
for  the  determination  of  brain  reaction  to  external 
stimuli.  It  is  obvious  that  other  conditions  also  can 
be  important  for  the  appearance  of  antibrain  anti- 
bodies in  the  blood,  such  as  an  increased  fragility 
of  the  brain  tissue  and  an  increased  sensitization  of 
(Continued  on  next  page) 
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lymphoid  tissue.  Both  of  these  conditions  can  be 
the  expression  of  genetic  predispositions. 

In  connection  with  this,  it  maj"  be  interesting  to 
note  the  results  of  investigations  with  the  relatives 
of  mental  patients,  i.e.,  individuals  with  a high  risk 
of  morbidity. 

There  is  a significant  accumulation  of  antibrain 
antibodies  in  the  high  risk  population,  especially 
in  mothers  of  mental  patients.  These  data  undoubt- 
edly testify  to  the  fact  that  genetic  factors  play  an 
important  role  in  the  formation  of  these  phenom- 
ena. However,  it  is  not  possible  to  exclude  the  in- 
fiuence  of  stress-factors  in  this  group  also,  as  the 
presence  of  mentally  disordered  individuals  in  the 
family  is  a stress  situation  for  his  relatives. 

Summarizing  our  investigation,  it  can  be  demon- 
strated that  the  brain  has  special  forms  of  bio- 
logical reactions  to  external  stimuli,  and  particu- 
larly to  stress,  in  comparison  with  other  organs. 
Thus,  under  stress  conditions,  the  intensification  of 
physiological  processes  of  destruction  of  the  nerve 
tissue  can  take  place.  This,  in  its  turn,  can  stimu- 
late the  immunopathological  and  other  mechanisms 
in  the  human  body. 

As  is  well  known,  the  main  role  in  autoimmune 
processes  belongs  to  the  lymphoid  tissue.  It  has 
been  demonstrated  that  immunologically  comjjetent 
lymphocytes  of  the  peripheral  blood,  when  cultiva- 
ted in  vitro,  show  specific  features  of  behavior.  For 
example,  when  previously  sensitized  lymphocytes 
are  cultured  for  five  or  six  days,  some  cells  undergo 
transformation,  changing  into  younger  blast  cells. 
This  phenomenon  is  encountered  only  when  the 
lymphocytes  are  sensitized  to  certain  antigens. 

With  all  of  these  prerequisites  in  mind,  we 
studied  the  behavior  of  lymphocytes  from  schizo- 
phrenic patients  and  from  cultures  for  five  to  six 
days  in  medium  X199.  It  was  found  that  0.4  per 
cent  of  the  control  lymphocytes  were  transformed 
to  blast  cells.  This  figure  agrees  w’ell  with  published 
figures  in  contemporary  literature.  When  lympho- 
cytes from  schizophrenic  patients  w’ere  cultivated, 
the  transformed  elements  were  five  times  greater 
than  the  controls,  i.e.,  2.5  per  cent  of  all  counted 
cells.  First,  we  tried  to  verify  the  supposition  that 
the  antigens  of  the  nervous  tissue,  and  particularly 
the  brain  proteins,  took  part  in  this  phenomenon. 
It  has  been  shown  that  the  incubation  in  vitro  of 
sensitized  lymphocytes  with  tissues  as  well  as  the 
lymphocytes  themselves.  Therefore,  we  undertook 
the  following  experiment:  Lymphocytes  from  fe- 
male schizophrenic  patients  w'ere  introduced  into  a 
culture  of  nervous  tissues  taken  from  the  brains  of 


their  embryos.  Such  cultures  consist  mainly  of  the 
cells  of  ependymoblast  and  spongioblast  types,  with 
some  neuroblasts.  During  the  incubation  we  ob- 
served a cytotoxic  effect — the  destruction  of  the 
lymphocytes  and  of  the  culture  cells;  lymphocytes 
from  normal  individuals  did  not  produce  a similar 
effect. 

These  results  confirmed  our  supposition  regard- 
ing the  participation  of  nervous  tissue  antigens  in 
the  sensitization  of  lymphocytes  in  schizophrenic 
patients. 

Our  recent  studies  have  shown  that,  before  their 
destruction,  the  lymphocytes  come  into  contact 
with  the  cells  of  the  tissue  culture  by  so-called 
“bridges.’’  The  nerve  cells  then  die.  These  “bridges” 
have  been  found  to  contain  large  amounts  of  DXA. 
It  may  be  assumed  that  this  contact  is  a morpho- 
logical expression  of  the  transfer  of  immunological 
information  in  the  DX"A  from  competent  lymphoid 
cells. 

Xo  one  can  be  sure  of  the  significance  of  these 
phenomena  for  the  pathogenesis  of  schizophrenia, 
but  we  believe  that  their  demonstration  in  vitro 
proves  the  existence  of  specific  features  in  lympho- 
c\’tes  of  schizophrenic  patients  compared  with  con- 
trols. The  lymphocytes  of  normal  persons  formed 
such  “bridges”  five  times  less  often  than  did  the 
lymphocytes  of  schizophrenic  patients. 

SUMMARY 

In  conclusion,  it  should  be  remembered  that  suc- 
cess in  the  development  of  every  branch  of  science 
may  be  attained  at  the  point  of  intersection  with 
the  successful  development  of  other  sciences.  Hence 
there  is  an  urgent  necessity  for  joint  investigations 
with  other  fields,  including  psychiatry.  Clinical, 
biological,  and  social  psychiatry  will  attain  goals 
only  through  constant  cooperation,  mutual  under- 
standing, and  unity  of  purpose  and  aspirations. 

OFFICE  MISHAP  STUDY  SHOWS 
COMMON  FALLS  MAJOR  DANGER 

Office  workers  of  the  world,  beware.  You’re 
surrounded  by  potential  assassins. 

Xo,  not  the  apple  polisher  at  the  next  desk.  We 
mean  chairs,  stairs,  cabinets,  wires  and  the  like  . . . 
the  office  equipment  white  collar  workers  somehow 
manage  to  fall  over,  into  or  onto,  causing  injuries, 
sometimes  severe. 
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Urban  Mental  Health  Serviees 
in.  The  Relationship  of  Neurosis  and  Charaeter 
Disorders  to  the  Development  of  Mental  Illness 


Evidence  Is  Emerging  That  the  Urban 
Condition  Increases  Incidence  of  Neji- 
rotic  and  Personality  Disorders 


By  Lawrence  Kolb,  ^I.D. 

It  is  surprising  indeed  in  our  world — ancient,  re- 
cent, and  modern — that  so  many  men,  so  diverse 
in  their  biologic  inheritance,  rearing,  familial  ex- 
periences, acculturation,  and  exposure  to  stresses, 
both  physical  and  psychological,  have  grown  to 
maturity  without  evidence  of  an  impairing  mental 
disorder.  But  we  know,  too,  that  since  man  first 
commenced  to  record  his  history  he  has  made  note 
of  abnormal  behavior  we  now  designate  as  psy- 
chotic. For  approximately  one  century,  only  have 
we  separated  from  that  large  group  of  abnormal 
behavior  the  subgroups,  endogenous,  to  which  our 
colleagues  have  directed  their  attention. 

This  long  history  of  man’s  recognition  of  the 
behavior  now  labelled  psychotic  provides  us  with 
a cohesive,  generally  accepted  group  of  conditions 
upon  which  we  may  focus  our  attention.  Gross 
disturbances  of  behavior  are  found  in  every  coun- 
try and  culture,  have  been  found  for  centuries,  and 
seem  invariably  present.  Their  enumeration  ap- 
proaches a world-wide  uniformity  as  the  medical 
.services  of  the  individual  countries  become  in- 
creasingly available  to  offer  adequate  services  and 
case  detection. 

I submit,  however,  that  the  task  assigned  me  by 
our  host,  Doctor  Baker,  is  a much  more  complex 

LAWRENCE  KOLB,  M.D.,  Past  President, 
American  Psychiatric  Association. 


and  controversial  one  than  that  so  admirably  pre- 
sented by  my  Russian  colleagues. 

First  of  all,  the  separation  out  of  the  behaviors 
of  the  neurotic  and  character  disorders  has  a much 
shorter  history  in  medicine  and  psychiatry  than 
that  of  the  psychoses.  Their  e.xhibition  is  less  easi- 
ly discerned;  their  manifestations  involve,  as  we 
all  know,  only  parts  of  the  personality  and  are 
easily  detected  only  by  those  who  live  or  work 
closely  with  the  individual  sufferer.  To  all  intents 
and  purjx)ses,  the  social  facade  of  such  an  indi- 
vidual may  appear  quite  conventional,  yet  he  is 
suffering  intensely  in  the  subjective  sphere  and 
may  indulge  in  conspicuously  outrageous  behav- 
iors. It  is  precisely  in  the  definition  of  character 
that  we  may  find  outselves  plunged  into  the  most 
controversy  today,  particularly  as  concerned  with 
urban  growth  and  development  and  their  influence 
on  neurotic  and  characterological  disturbance.  Un- 
doubtedh’  we  would  have  less  to  discuss  if  we 
confined  ourselves  to  the  traditional  neurotic  sub- 
divisions— the  an.xiety  states,  public,  dissociative, 
conversion,  and  obsessive-compulsive  states. 

In  some  countries  there  is  recognized  the  exist- 
ence of  both  acute  and  chronic  stress  reactions — 
with  a phenomenology  differing  in  many  respects 
from  the  previous  classic  reactions.  These  were 
described  well  at  the  turn  of  the  century  as  the 
(Continued  on  next  page) 


III.  The  Relationship  of  Neurosis  and  Ch.aracter  Disorders  to  the 
Development  of  Mental  Illness 


319 


"Schreck"  or  fright  neuroses  from  studies  of  sur- 
vivors of  various  urban  disasters  such  as  earth- 
quakes. They  are  rediscovered  with  each  major 
war — as  war  neuroses  or  combat  neuroses.  I per- 
sonall}'  consider  them  to  be  the  closest  analogues 
in  man  to  Pavlov’s  experimental  neuroses.  They 
often  go  unrecognized  in  our  modern  urban  society, 
particularly  when  they  appear  as  the  aftermath  of 
traffic  accidents.  For  my  Russian  friends,  I am  not 
speaking  of  what  I believe  they  call  a traumatic 
neurosis  where  head  injury  is  involved.  In  these 
instances,  there  are  no  physical  injuries.  I men- 
tioned the  stress  reactions,  the  “Schreck”  neurosis 
particularly,  since  its  occurrence  was  denied  by 
military  authorities  of  certain  nations  during 
World  War  II.  It  happens  that  I,  sersdng  on  the 
staff  of  the  Xaval  Medical  Center,  diagnosed  and 
treated  both  commissioned  and  noncommissioned 
officers  of  those  nations  who  had  been  detached 
from  their  front  line  duties  to  serve  in  the  Wash- 
ington embassies. 

These  preceding  remarks,  concerned  as  they  are 
with  definitions  of  neuroses  and  character  dis- 
orders, are  made  to  emphasize  the  necessity  for 
soce  consensus  as  to  the  nature  of  the  subject  we 
propose  to  examine  in  terms  of  its  etiology,  since 
there  is  so  much  transcultural  variability  in  defi- 
nition. Even  within  single  nations  the  definitions 
are  extraordinarily  diverse. 

Perhaps  it  would  be  wiser  to  use  as  an  illustration 
the  differentiation  of  anxiety  neurosis  and  phobic 
neurosis.  The  gross  phobia  is  easily  detected;  but 
so  many  patients  with  this  condition  initially  pre- 
sent preoccupations  centered  upon  their  episodic 
anxiety  state — for  example,  after  the  h\'perventila- 
tion  attack.  Both  psychiatrists  and  physicians  miss 
the  phobic  element.  The  condition  is  incorrectly 
labelled  anxiety  neurosis.  1 shall  not  belabor  the 
point  much  further.  Diagnoses  and  subclassifica- 
tions of  the  neuroses  and  personality  disorders  are 
likely  to  vary  more  between  psychiatrists  within 
a single  country  than  the  psychoses  do.  Studies 
have  shown  that  the  general  category  may  be  rec- 
ognized with  a high  degree  of  interdiagnostic  con- 
sistency while  subclassification  is  often  done  with 
a poor  order  of  agreement. 

Without  national,  and  even  less,  international 
agreement  on  terms  and  methods  of  examination, 
we  find  ourselves  in  a difficult  position  to  search 
for  and  define  external  and  internal  factors  con- 
tributing to  neuroses.  Clues  as  to  such  factors 
might  be  teased  out  by  examining  reliable  rates 
of  occurrence  obtained  from  peoples  living  under 


urban,  suburban,  and  rural  conditions. 

Do  we  have  any  such  rates  and  are  they  of  any 
value?  In  this  country  we  have  some  startling 
variations  in  the  reported  rates  for  the  psycho- 
neurosis. Thus  in  Baltimore  in  1963  the  rate  re- 
ported was  3.1  TOGO;  in  1952,  22.6  1000.  In  the 
latter  study  all  patients  were  examined  physically. 
Divergencies  of  this  size  suggest  that  the  issue  is 
one  of  different  definitions  of  morbidity  and  differ- 
ing methods  of  identifying  the  affected  persons. 
There  are  some  other  figures  of  interest. 

A survey  of  the  records  of  171  practitioners  in 
England  made  in  the  late  1950’s,  showed  that  4.8 
irer  cent  of  the  population  at  risk  had  sought  medi- 
cal advice  for  a psychoneurosis.  Yet  another  sur- 
vey made  at  the  same  time  of  760  persons  living 
in  a housing  development  reported  neurotic  symp- 
toms in  22  per  cent  of  the  population  at  risk. 
When  this  figure,  derived  from  a paper  check  list, 
was  compared  to  numbers  seeking  help  from  phy- 
sicians in  the  area,  they  reported  5.6  per  cent  in 
a London  suburb.  I would  like  to  underline  suburb. 
The  period  prevalence  amounted  to  7 per  cent  of 
men  and  1 1 per  cent  of  women  who  were  disabled 
to  some  degree.  If  one  added  to  that  patients  with 
distinctly  abnormal  personality  traits,  not  disab- 
ling, the  total  prevalence  rises  to  14  per  cent. 

The  studies  conducted  in  IMunroe  County,  X"ew 
York,  which  includes  the  urban  area  of  Rochester, 
by  Elmer  Gardner,  Harold  IMiles,  and  their  col- 
eagues, were  developed  on  the  establishment  of  a 
cumulative  case  register,  undoubtedly  the  finest  in 
existence.  That  register  showed  that  on  a single 
day — Jan.  1,  1960 — the  prevalence  rate  per  1000 
population  of  patients  in  psychiatric  treatment  8.5 
per  100,000.  The  urban  rate  was  at  least  twice  that 
of  the  nonurban.  Twenty-eight  per  cent  were  listed 
as  having  neurotic  and  personality  disorders.  The 
writers  observed  that  the  final  diagnosis  used  to 
classify  a patient  was  never  the  initial  one  given 
in  the  Emergency  Department.  Instead  50  per  cent 
were  labeled  psychotic.  I do  not  know  how  such 
a large  shift  occurred  but  suspect  that  patients 
transferred  to  the  care  of  the  Department  of  IMen- 
tal  Hygiene  immediately  received  this  label.  The 
term  ‘jDseudoneurotic  schizoprhenia”  has  had  a 
long  vogue  in  the  X"ew  York  State  Department  of 
iMental  Hygiene.  Most  doctors  working  in  those 
hospitals  hav^e  little  contact  with  patients  in  the 
front  lines — the  neurotics — and  are  inclined  to  find 
psychoses  frequently  when  others  working  in 
emergency  rooms  or  clinics  would  see  it  otherwise. 
A study  is  needed  to  clarify  the  discrepancy. 
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\\'hen  we  attempt  to  adduce  rates  of  mental 
illness  both  among  treated  and  untreated  persons, 
it  is  of  interest  to  note  that  there  is  a response 
bias  among  patients,  particularly  notable  in  the 
lower  social  classes  in  this  country.  They  show  a 
definite  response  bias  in  favor  of  physical  symp- 
toms. We  cannot  then  accept  without  serious  ques- 
tion findings  of  high  impairment  amongst  samples 
of  people  in  urban  areas  or  elsewhere  collected  by 
interview-questionnaire  techniques. 

There  are  further  complicating  factors.  There 
have  been  several  studies  of  the  health  of  persons 
who  sought  care  in  emergency  rooms  and  were  re- 
ferred elsewhere  after  one  visit,  or  left  without 
completing  the  visit,  or  did  not  keep  later  appoint- 
ments. These  have  shown  that  a significant  per- 
centage, when  seen  in  their  own  homes  later,  de- 
clared their  condition  as  improved. 

We  must  describe  yet  another  category  of  in- 
dividual who  responds  with  time  limited  symp- 
toms. As  Dohrenwend  has  stated,  “Stress  or  in- 
duced symptomatic  responses,  judged  by  the  in- 
dividual and/or  other  social  agents  to  be  harmful 
to  the  individual  and/or  to  others  with  whom  he 
stands  in  social  relationship,  indicate  psychological 
disorder  if  the  symptoms  continue  (a)  after  the 
stress  ceases  to  impinge  on  the  individual  and  (b) 
despite  sanctions  directed  at  the  individual  by 
social  agents  who  judge  the  response  maladaptive.” 

iNIy  inclinations  are  with  Dohrenwend.  During 
World  War  II  the  psychiatric  staff  at  the  Norfolk 
Naval  Hospital  of  which  I was  a member,  ex- 
amined every  survivor  of  a destroyer  sunk  in  com- 
bat in  the  Mediterranean.  This  was  within  a week 
after  the  incident.  Ninety  per  cent  had  symptoms 
of  anxiety  state.  When  seen  again  two  months 
later,  all  except  5 per  cent  were  free. 

Stress-induced  symptom  complexes  need  to  be 
recognized  and  defined.  They  will,  of  course,  con- 
tinue if  the  individual  is  subjected  continuously  to 
stress.  Stress,  too,  requires  definition.  Efforts  at 
defining  stress  have  been  made.  I might  refer  to 
Langner’s  paper  on  environmental  stress,  degree 
of  psychiatric  impairment,  and  type  of  mental  dis- 
turbance. Langner  isolated  some  fourteen  factors 
— eight  bearing  in  the  childhood  era  of  life,  the 
remaining  in  adult  life.  They  included  parents’ 
poor  health,  childhood  economic  deprivation,  child- 
hood poor  physical  health,  childhood  broken  home, 
parents’  character  negatively  perceived,  parents’ 
quarrels,  disagreements  with  parents,  poor  physical 
health  as  an  adult,  work  worries,  socioeconomic 
status  worries,  inadequate  interpersonal  affiliation. 


marital  worries,  and  parenthood  worries.  This  de- 
vice was  applied  to  the  1660  resiwndents  in  the 
mid-town  survey  through  use  of  a two-hour  inter- 
view. Each  individual  was  rated  by  two  psychia- 
trists as  mildly  symptomatic,  moderate  sympto- 
matic, or  impaired.  The  patient's  socioeconomic 
status  was  based  on  his  occupation,  education,  in- 
come, and  rent.  A score,  termed  a “Ridit,”  indi- 
cated the  degree  of  stress  and  allowed  an  interpre- 
tation in  terms  of  probability.  The  average  mid- 
towner  had  a “Ridit”  of  50.  It  was  found  that 
those  who  reported  none  of  the  stress  factors  listed 
above  had  a risk  of  .24,  while  those  with  a stress 
score  of  13  had  a risk  of  .91.  Most  important  was 
that  the  number,  rather  than  the  pattern  of  nega- 
tive factors,  predicted  mental  health.  The  factors 
then  appear  additive.  In  this  study,  the  risk  was 
clearly  shown  to  be  higher  in  the  low  socioeco- 
nomic groups.  Thus  persons  of  low  socioeconomic 
status  continue  to  have  greater  mental  health  risk 
regardless  of  the  number  of  stress  factors. 

When  scores  in  relation  to  diagnosis  are  exam- 
ined, the  ps3’chotics  are  seen  to  have  the  greatest 
impairment  risk,  .81,  the  neurotics  .57,  and  the 
well  .11.  As  socioeconomic  status  improves,  pro- 
portionately more  of  this  group  will  be  classified 
as  neurotic.  Thus  the  high  level  socioeconomic 
groups  are  more  prone  to  neuroses  than  the  low. 
But  with  increasing  stress,  the  number  of  neurotic 
reactions  also  increases. 

With  these  various  methodological  difficulties 
and  the  lack  of  unanimity  as  to  what  constitutes 
stress,  one  might  question  whether  we  are  able  to 
judge  the  relationship  of  external  and  internal 
factors  to  neurosis  and  personality  disorders  in  any 
setting,  including  the  urban.  I will  go^  further; 
external  factors  are  perceived  on  the  human  brain 
and  recorded  there.  Is  there  any  reason  to  believe 
that  perception  and  successful  behavioral  responses 
can  be  fully  separated?  Attitudinal  predispositions 
set  up  by  family,  and  social  transactions  eark’  in 
life,  establish  the  patterns  that  predispose  to  neu- 
rotic or  characterologic  responses  later. 

But  if  we  could  determine  with  some  certainty 
the  external  factors  that  predispose  to  neurotic 
or  characterologic  disorders  later  in  life,  the  social 
system  might  be  brought  to  modify  the  internal 
environment. 

Let  us  consider  that  matter  of  urban  environ- 
ment. I would  submit  that  this  term,  too,  must 
be  defined  much  more  precisely.  The  environment 
is  remarkablj'  variable.  If  one  stands  in  my  office 
(Continued  on  page  347) 
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Discussion  of  Doctor  Miller’s  Paper 


Moderator:  ST.\NLEY  F.  YOLLES,  M.D.,  Direc- 
tor, National  Institute  of  Mental  Health 

Q.  (By  Doctor  Yolles)  This  question  is  stim- 
ulated by  a recent  Supreme  Court  decision  in  the 
United  States  ruling  unconstitutional  the  marijuana 
tax  act.  I'm  curious  about  the  use  marijuana  and 
hashish  in  Israel,  especially  by  those  persons  who 
come  from  North  Africa? 

A.  The  people  who  immigrated  from  North  Af- 
rica and  the  [Middle  East  and  from  Asia  were  peo- 
ple who  came  from  hashish,  marijuana  cultures 
and  brought  something  of  the  habit  with  them 
when  they  came  in  1948-51,  but  in  general  this 
habit  was  dropped  in  Israel  by  the  parents.  The 


youth  from  these  immigrations  did  not  continue 
the  habit  in  Israel,  because  in  their  lives  the  v'alues 
of  the  country  took  precedence  and  they  are,  like 
all  our  youth,  highly  motivated  socially  and  have 
no  marijuana  habit.  We  see  marijuana  smoking  by 
young  people  in  very  rare  instances,  but  usually 
associated  with  a basic  personality  difficulty,  I 
believe  there  is  no  marijuana  smoking  in  our  coun- 
try except  by  some  of  the  students  from  the  west 
who  come  to  visit  us  for  short  periods. 

t-  t t, 


Discussion  of  Doctor  Kolb’s  Paper 


Hy  WALTER  BARTON,  .M.D.,  Medical  Director, 
American  Psychiatric  Association 

I think  this  report  which  draws  heavily  on  the 
mid-town  [Manhattan  studies  that  began  many 
years  ago  with  Thomas  A.  C.  Rennie,  have  been 
most  recently  documented  by  Langer,  and  are  of 
continuing  interest.  However,  Tm  distressed  that 
whenever  you  draw  certain  conclusions  and  then 
try  to  transpose  them  into  another  culture,  dif- 
ficulties develop.  For  example,  you  heard  him  say 
that  when  he  looked  out  his  window  to  the  south 
there  was  no  place  in  the  world  that  had  the  same 
concentration  of  people.  Well,  I doubt  that.  I 
think  Hong  Kong  could  produce  a concentration 
of  jieople  in  the  same  intensity.  There  are  other 
places  where  people  live  in  apartments  concentrated 
within  relatively  small  paces.  [Moscow  has  apart- 
ment living,  14-story  apartments  in  which  people 
live  in  concentrations.  It  would  be  extremely  use- 
ful to  undertake  transcultural  studies  that  do  more 
than  use  labels.  We've  just  come  from  the  Ameri- 
can Psychiatric  Association  where  we  heard  the 
very  interesting  reports  of  the  transcultural  studies 
between  the  British  and  the  American  in  which 
diagnostic  labels  were  uninformative.  We  diagnose 
schizoi)henia  far  more  frequently  than  they  do. 
They  diagno.se  [iersonality  disorders  far  more  fre- 
quently than  we  do.  Even  when  you  take  syn- 
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drome  definitions,  you  have  no  clues  as  to  what 
the  comparisons  are,  but  as  soon  as  psychiatrists 
begin  to  describe  objectively  what  they  see,  there 
is  e.xact  correlation  between  the  two,  because  they 
see  the  same  things.  What  they  deduce  from  them 
is  quite  different.  We  certainly  need  transcultural 
studies  that  would  bring  focus  to  bear  on  the 
stressful  conditions  of  living  because  it’s  too  easy 
sometimes  to  draw  deductions  from  them. 

Let  me  make  one  other  comment  from  a paper 
that  was  given  at  the  American  Psychiatric  .Asso- 
ciation that  had  to  do  with  rates.  You  heard  from 
the  Alunroe  County  register  of  1960  that  the  rates 
were  8 per  1,000.  The  .AP.\-I’AW  insurance  proj- 
ect is  gathering  data  on  over  a million  persons  who 
are  in  the  blue-collar  class.  This  is  the  worker- 
group  who  are  insured  under  the  U.AW  insurance 
benefits.  The  overall  utilization  rate  was  6.4  in 
1968,  slightly  lower  than  midtown  [Manhattan 
showed  in  1960,  but  nevertheless  within  the  same 
range.  There  was  no  change,  however,  in  the  hos- 
pitalization rates  from  the  pre-study  and  the  post- 
study; only  in  the  total  use  of  psychiatric  facilities 
was  there  a change. 
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Discussion  of  Papers  of  Professor  Vartanian 
and  Doctor  Kolb 


By  HOWARD  P.  ROME,  M.U.,  Senior  Consultant , 
Section  of  Psychiatry,  Mayo  Clinic;  Past  Presi- 
dent, American  Psychiatric  Association. 

I’m  sure  I express  the  pleasure  of  all  of  us  at 
the  challenge  these  papers  have  presented  us  with. 

Until  the  early  1930's  developments  in  the  fields 
of  genetics  and  psychiatry  followed  several  paths. 
Nature  and  nurture  had  been  dichotomized  for 
almost  150  years  as  have  its  analogs,  mind  and 
matter.  I’m  reminded  of  Sherrington’s  quip,  “What 
is  mind,  never  matter.  What  is  matter,  never 
mind.”  Stemming  from  the  time  of  the  enlighten- 
ment the  cortical  separation  rendered  the  biological 
and  psychological  disciplines  at  polar  extremes.  It’s 
interesting  historically  to  note  this  divergence  in 
thought,  reflecting  as  it  does  the  varying  political, 
social  philosophies  and  value  systems  that  obtained 
during  the  period  of  time.  Gregor  Mendel's  report 
on  his  experiments  with  garden  peas  was,  as  you 
know,  in  1865.  His  postulation  that  there  is  a 
genetic  substance  which  remains  intact  during  an 
individual’s  life  led  to  genetic  studies  by  way  of  a 
study  of  population  statistics.  Mendel  found  varia- 
tions in  the  progeny  of  certain  matings  and  in- 
ferred from  that  statistical  analysis  that  each  trait 
existed  as  if  determined  by  paired  particles  in  the 
germ  plasm.  During  the  three  decades  in  which 
these  scientific  illuminations  remained  unnoticed, 
cytologists  discovered  the  chomosomes  in  the  cell 
nucleus.  However,  the  study  of  chromosomes  in 
the  human  animal  awaited  Barr’s  and  Bertram’s 
contribution  in  1949,  which  gave  rise  to  the  sig- 
nificant advances  that  have  been  made  since  that 
time  in  human  psj^chogenetics.  Six  years  later  in 
1956  there  were  developed  improved  methods  of 
visualizing  and  counting  human  chromosomes 
which  subsequently  shed  much  light  on  the  genetic 
anomolies  which  had  been  recognized  in  a descrip- 
tive sense  prior  to  that  time.  Thus,  tissue  culture 
methods  revealed  that  the  number  of  chromosomes 
in  the  normal  human  being  is  46.  After  this  major 
breakthrough,  it  became  possible  by  photographing 
the  microscopic  field  and  arranging  the  chromo- 
somes in  descending  order  of  size  to  produce  a 
visual  representation  of  the  chromosomes  com- 
plement. 


In  1960,  a mere  9 years  ago,  the  number  system 
was  first  standardized.  The  chromosomes  being 
divided  into  7 groups.  The  years  from  1956  to 
1959  were  the  most  significant  years  in  cytogen- 
etics. A number  of  aberrations  were  described. 
Thus,  through  a process  of  nondisjunction,  trisomic 
conditions  have  been  described.  Mongolism,  better 
termed  Down’s  Syndrome,  which  originally  was 
described  in  1866,  was  demonstrated  in  1959  by 
Lejeune  and  others  to  be  charactized  by  the  pres- 
ence of  an  extra  small  acrocentric  chromosome. 
Very  likely  this  condition  arises  by  nondisjunction 
in  the  formation  of  the  maternal  ovum.  Thus,  the 
delicate  balance  of  chromosomes  is  indicated  by  the 
fact  that  an  extra  one  causes  widespread  chemical, 
nrorphological  and  indeed  psychological  effects.  If 
the  extra  chromosome  is  lost  through  nondisjunc- 
tion in  the  early  cell  division  of  the  zygote,  2 cell 
lines  may  persist,  one  with  46  and  one  with  47 
chromosomes.  The  individual  resulting  from  this 
is  known  as  a mosaic  and  thus  may  have  an  inter- 
mediate degree  of  symptomatology.  There  is  a 
third  mechanism  which  was  first  postulated  by 
Poliani  on  the  basis  of  the  investigation  of  the 
chromosome  complement  in  a mongoloid  child  born 
to  a young  mother,  and  this  interchange  of  chrom- 
osome material  is  known  as  translocation.  One 
of  the  chromosomes  in  Group  D was  oversized  and 
consisted  of  an  extra  G chromosome  joined  to  the 
long  arm  of  a D chromosome.  In  effect,  this  made 
for  three  G chromosomes.  The  added  unit  was 
balanced  by  the  absence  of  one  of  the  unattached 
G chromosomes,  leaving  the  individual  with  a 
total  number  of  only  45  chromosomes.  Such  a 
parent  is  a carrier,  and  his  children  have  approxi- 
mately one  chance  out  of  three  being  affected. 

The  process  of  nondisjunction  consequently 
causes  trisomic  conditions  which  have  been  identi- 
fied with  various  clinical  aspects  of  mental  re- 
tardation. In  addition  to  nondisjunction  and  trans- 
location, the  third  mechanism  causing  chromo- 
somal anomolies  is  that  of  deletion.  This  condi- 
(Contimied  on  next  page) 
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tion  is  characterized  by  part  of  a chromosome 
breaking  off  during  cell  replication  ,so  that  future 
cells  have  a smaller  size  chromosome  than  usual. 
The  Cri  du  chat  Syndrome  as  described  b}-  Le- 
jeune  is  associated  with  the  deletion  of  chromo- 
some 5.  Children  displaying  this  syndrome  fail  to 
thrive,  are  mentally  retarded,  shown  microcephalj’ 
hypothyroidism,  and  low  set  ears  and  emit  a 
characteristic  mew — like  cry  similar  to  that  of  a 
kitten,  hence  its  name.  However,  chromosomal 
findings  in  psxxhiatric  syndromes  other  than  the 
mental  deficiencies  and  such  sexual  anomolies  as 
Tourner's  Syndrome  and  Klinefelter’s  Syndrome 
have  thus  far  not  been  striking.  A suggestive  cor- 
relation between  sex  chromosome  anomolies  and 
schizophrenia  in  large  populations  has  been  de- 
scribed, and  many  of  the  mental  deficiency  states 
associated  with  abnormal  karyotypes  evince  psy- 
chotic tyi^es  of  behavior.  Watson  and  Crick  in 
1953  made  an  outstanding  advance  in  elucidating 
the  chemical  nature  of  the  genetic  substance  itself. 
Genetic  information  is  transferred  from  generation 
to  generation  b\'  deoxy-ribonucleic  acid,  DXA. 
DX.A  contains  4 nitrogenous  bases,  2 purines — 
adenine  and  guanine — and  two  pyrimidines  held 
together  in  the  form  of  a helix  by  phosphate  bonds 
between  two  chains  of  five-carbon  sugars.  The 
process  begins  as  a message  on  a portion  of  the 
DX.-\  and  is  transferred  to  a single  stranded  mole- 
cule known  as  riboneucleic  acid,  RX’A,  which 
moves  into  the  cytoplasm  of  the  cell.  In  this  man- 
ner the  messenger  RX*A  serves  as  a template  that 
specificies  how  a sequence  of  amino  acids  each  ac- 
companied by  its  appropriate  transfer  RX.\  mole- 
cule, will  line  up.  Thus  it  is  that  the  genetic  fac- 
tors determine  important  short  and  long  range 
effects  in  human  population.  \\’hen  seen  in  this 
light,  a reproductive  community  shares  a common 
gene  pool  within  which  the  relative  frequencies  of 
the  various  genes  may  be  specified.  In  human 
population  these  other  distinguishing  features  may 
be  of  a geographic,  cultural,  socio-economic,  eth- 
nic, or  psychological  nature.  These  considerations 
may  tend  to  isolate  certain  subpopulations  within 
the  body  of  the  main  population.  Thus,  the  chang- 
ing stratification  of  such  a subiwpulation  exerts 
definite  effects  on  the  genetic  composition  of  the 
given  population  groups.  The  so-called  Hardy- 
Weinberg  Law  which  is  the  basis  of  the  systematic 
approach  to  population  genetics  describes  an  equi- 
librium state  in  an  ideal  population  that  exists 
from  generation  to  generation.  The  expected  values 
in  the  various  genotypes  in  terms  of  the  germ 


frequencies  are  dependent  upon  the  following  con- 
ditions— random  mating  with  every  male  indi- 
vidual having  the  same  chance  to  mate  with  any 
female;  no  selective  advantage  or  disadvantage  of 
any  one  gene  over  the  other  at  the  same  locus; 
and  the  absence  of  mutations  in  a very  large  and 
geographically  stable  population.  The  Hardy- 
Weinberg  equilibrium  demonstrates  a continuation 
of  population  variations  from  generation  to  gen- 
eration rather  than  a trend  tow'ard  increasing 
uniformity.  It  is  important  to  note,  howxver,  that 
if  any  one  of  these  conditions  is  not  fulfilled,  there 
is  an  interference  with  the  population  equilibrium 
such  as  is  true  if  the  mating  is  not  random.  There 
will  be  chance  variations  in  the  relative  fre- 
quency' of  genes  from  generation  to  generation 
known  as  genetic  drift,  which  occurs  despite  the 
absence  of  mutation,  selection,  and  assorted 
matings.  And  then  there  are  mutations  which 
cause  changes  not  only  in  gene  frequencies  but 
also  in  the  adaptiveness  of  individuals.  Thus,  they 
tend  to  become  subject  to  the  action  of  selection, 
which  leads  to  genetic  advantage  or  disadvantage 
measured  in  terms  of  mean  family  size,  and  similar 
qualities.  Thus,  in  a social,  historical,  medical 
perspective,  therefore,  psychiatry  is  a discipline 
with  its  offshoots  in  psychology,  the  behavioral 
sciences,  psychoanalysis,  and  psychobiology  on 
the  one  hand  and  population  genetics,  epidemi- 
ology, psychogenetics,  and  lately  as  we  have  heard 
m.olecular  bioimmunology'  on  the  other,  have  been 
two  separate  and  distinct  streams  in  science  which 
only  now'  are  beginning  to  co-mingle.  It  has  long 
been  held,  and  is  a common  notion,  that  psychosis 
tends  to  run  in  families.  At  the  time  these  in- 
ferences were  first  established,  the  level  of  diag- 
nostic sophistication  w'as  based  on  the  softest  data. 
^Moreover,  the  science  of  genetics  itself  had  not 
3'et  been  developed.  Consequently  these  reports 
were  restricted  to  case  discussions  of  families.  It’s 
to  the  credit  of  the  late  Franz  Kallmann  that  his 
largest  major  study  of  the  genetics  of  schizo- 
phrenia represented  work  that  he  did  in  the  1930’s. 
However,  as  early  as  1911,  twin  studies  were  con- 
ducted with  descriptions  of  histories  of  twin  pairs 
as  matters  of  curiosity.  The  variations  in  the  rates 
reported  by  Kallmann  and  the  English  and  Scan- 
dinavian workers  must  be  considered  in  the  light 
of  the  difficulties  they  encountered  in  trying  to 
discover  a reliable  data  base.  Then,  too,  the  rele- 
vance and  persuasiveness  of  these  soft  data  have 
to  be  view'ed  against  the  waxing  trend  of  psycho- 
biology under  the  influence  and  stimulation  of 
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Adolf  ^leyer,  who  as  you  know  consider  psychi- 
atric illness  largely  as  a maladaptation  in  face  of 
one  or  another  of  the  environmental  stresses.  In 
the  meantime,  historically  speaking,  the  psycholo- 
gist, J.  B.  ^^'atson,  taught  that  one  could  produce 
any  kind  of  human  being  if  allowed  to  manipulate 
that  individual’s  environment  from  an  early  age. 
Behaviorism  as  a theory,  therefore,  accounting  for 
hum.an  conduct  received  a second  impetus  as  we 
know  from  the  work  of  B.  F.  Skinner. 

Our  Russian  colleagues  have  educed  interesting 
relationships  showing  the  interdigitated  roles  of 
endogenous  and  exogenous  factors  in  schizophrenia 
in  their  studies.  During  the  past  half  century  the 
discipline  of  ethology  which  has  been  created  by 
European  biologists  based  primarily  on  the  be- 
havior of  animals  in  their  natural  habitats  have 
provided  a theoretical  framework  in  which  the 
metaphysical  instinct  theory  of  the  last  century 
has  been  restored  to  a central  place  in  the  deter- 
mination of  human  behavior.  ^lotivation  is  seen 
as  internal,  responding  the  external  triggers  and 
conducted  by  impact  with  environmental  forces. 
For  example,  Tinbergen  holds  that  the  central 
nervous  system  is  responsible  for  the  regulation  of 
many  functions  of  the  organism  that  are  deter- 
mined by  the  conditions  and  the  requirements  of 
the  internal  milieu.  He  implies  that  the  regulation 
of  the  organism’s  transactions  with  its  environ- 
ment is  performed  on  a hierarchically  organized 
central  nervous  system  basis.  This  means  that  each 
fragment  of  the  behavior  pattern  is  mediated  by 
a discrete  structure  and  that  these  fragments  in 
normal  behavior  are  integrated  into  patterns  of 
other  structural  mechanisms  which  coordinate  the 
activity  of  several  of  these  discrete  structures, 
whereas  most  of  the  observational  data  on  which 
this  theory  is  based  has  been  derived  from  work 
on  lower  animals  while  imprinting  is  a phenomenon 
that  only  by  analogy  can  be  related  to  human  be- 
havior. Thus,  the  simplistic  one-to-one  positive 
relationship  that  exists  between  what  is  held  to 
be  instinctual  force  in  the  human  being  and  its 
overt  manifestations  in  behavior  has  been  found 
in  fact  to  be  a rather  complicated  sequence  of 
intervening  variables  as  postulated  by  Doctor  Var- 
tanian. It  was  the  symbolic  variable  of  a psychic 
wash  which  Freud  postulated  to  be  the  fundamental 
equation  for  the  translation  of  psychic  function 
into  overt  behavior.  Psychiatric  theory  has  been 
burdened  by  such  concepts  as  the  constitutional 
approach  which  assumes  all  behavior,  variations 
as  well  as  general  tendencies,  to  have  an  economy 
as  well  as  a significance.  Historically,  the  consti- 


tutional theory  is  a venerable  one.  Hippocrates 
five  centuries  before  Christ  divided  persons  accord- 
ing to  their  dominant  temperment  which  in  turn 
was  determined,  as  you  know,  by  humors  said  to 
account  for  differences  in  human  diseases  as  well 
as  disposition.  Since  that  ancient  day,  periodically 
the  constitutional  theory  has  reappeared  revised 
only  in  minor  ways  but  under  the  guise  of  many 
names  for  its  various  typologies.  The  day  is  now- 
here when  constitutional  diathesis  will  be  shown 
to  have  a substantial  and  demonstrable  biochemical 
perimeter.  We  have  been  privileged  to  hear  an 
intriguing  methodological  approach  to  this.  I await 
eagerly  the  confirmation  of  this  by  other  investi- 
gators. 

The  epidemiological,  ecological  studies  reix)rted 
by  Doctor  Kolb  give  us  some  important  leads.  If 
w-e  could  combine  these  approaches,  we  would 
make  a quantitative  advance  to  the  goal  to  wKich 
we  all  aspire — primary  prevention.  The  difficulty 
of  establishing  comparable  epidemiological  data 
among  different  sectors  of  the  international  health 
establishment  is  at  the  least  a semantic  difficulty, 
as  Doctor  Barton  commented  upon  in  his  opening 
address.  The  primary  reason  for  this  is  the  infer- 
ential quality  which  characterizes  all  psychiatric 
judgments  which  by  symbolic  transformation  are 
coded  into  the  various  categories  that  appeal  in 
our  respective  diagnostic  nomenclatures.  The  lack 
of  a concrete  referent,  a more  tangible  biological 
index  which  can  be  an  analog  of  our  diagnostic 
value-judgment,  is  one  of  the  basic  difficulties. 
This  speaks  to  a fundamental  deficiency  in  all  be- 
havioral science  including  psychiatry.  The  relativ- 
ity of  the  human  condition,  the  influence  of  the 
ambient  environment  in  shaping  the  more  visible 
forms  of  human  behavior,  is  a self-evident  fact 
which  we  cannot  lose  sight  of.  We  engage  in  sim- 
plistic exercises  when  w-e  attempt  to  reduce  to 
some  kind  of  an  either-or  dichotomy  the  relative 
weight  which  should  be  given  to  internal  factors, 
biological,  inheritable,  on  the  one  hand,  and  ex- 
ternal, socio-environmental  factors  on  the  other. 
One  conclusion  above  all  else  emerges  from  this 
concern.  Our  conceptualizations  of  ideology  hardly 
do  justice  to  the  fantastic,  intertwined  bio-social 
complexity  of  human  behavior.  All  efforts  until 
now  to  reduce  this  complexity,  although  theo- 
retically neat,  are  compartmentalized  and  bear  no, 
or  ver}-  little,  relationship  to  the  reality  of  the 
situation.  I was  tremendously  interested  and  con- 
gratulate the  speakers  on  their  fine  summary  of 
this  very,  very  important  subject. 
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The  Role  of  the  Private  Psychiatric  Hospital 
1.  The  Private  Hospital  as  an  Urban 
Treatment  Resource 

Justification  For  Survival  Depends  Upon 
Continued  Tradition  of  Leadership  in  Mental 
Health  Field 


By  John  Donnelly,  ^M.D. 


In  order  to  thrive,  a modern  organization,  wheth- 
er it  be  commercial,  industrial,  or  merely  mercen- 
ary, must  be  governed  by  a philosophy  which 
encompasses  purposes,  functions,  and  objectives. 
Survival  today,  as  in  the  past,  in  relationship  to 
environmental  change  requires  in  that  organization 
a fle.xibility  and  capability  to  self-examination,  in- 
deed of  constant  re-examination,  of  the  environ- 
ment in  which  the  organization  operates.  And  to  be 
successful,  to  thrive,  there  must  also  be  in  the  or- 
ganization the  will  to  recognize  and  to  adapt  to 
new  conditions,  the  ability  to  foresee  both  short-and 
long-term  trends,  to  differentiate  between  them, 
and  to  make  plans  accordingly.  There  must  also  be 
the  determination  to  restructure  patterns  of  op)er- 
ation  with  deployment  of  manpower  and  to  apply 
new  methodologies  as  they  become  available. 

All  of  these  factors  are  of  particular  pertinence 
to  the  private  psychiatric  hospital  today.  Not  only 
are  the  physical  aspects  of  the  metropolitan  com- 
plex assuming  new  facades,  not  only  are  the  cultu- 
ral patterns  of  society  shifting  rapidly,  but  the 
theories  and  objectives  in  the  field  of  psychiatry 
itself  are  also  undergoing  radical  change.  The  in- 
troduction of  effective  psychopharmaceuticals  and 
the  development  of  psychiatric  units  in  general 
hospitals  have,  for  example,  radically  changed  the 
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patterns  of  care  of  psychiatric  patients.  Funda- 
mentally different  are  the  theories  underlying  the 
functions  of  a private  psychiatric  hospital  today 
compared  with  those  of  a half  century  ago  and 
indeed  of  a quarter  of  a century  ago.  Whereas  the 
private  psychiatric  hospital  in  the  past  was  a 
haven  to  which  the  individual  could  retreat  for 
reconstruction  of  his  defenses,  today  the  psychiatric 
hospital  has  to  be  an  active  medical  center  within 
its  local  community  with  a constant  movement 
between  the  community  and  the  hospital  on  the 
part  of  both  the  staff  and  the  patients.  Within  the 
hospital  itself  positive  and  constructive  attitudes 
are  a sine  qua  non  of  a therapeutic  milieu.  Each 
person  has  to  be  seen  as  an  individual  interacting 
with  forces  in  his  different  environments  and  be- 
coming a patient  when  the  intra-and  extra-psychic 
stresses  overwhelm  his  capacity  to  deal  with  them. 

Recognition  of  the  significance  of  domestic, 
occupational,  and  social  stresses  in  the  ideology  of 
mental  illness  has  compelled  the  psychiatrist  to 
become  familiar  not  only  wdth  the  psychological 
operations  of  the  individual  but  also  with  the  com- 
plex social  matrix  which  constitutes  a community. 
The  individual  in  a modern  industralized  society  is 
no  longer  an  isolated  organism.  The  growth  of 
large  organizations  has  indeed  changed  society  and 
has  changed  the  opportunity  of  the  individual  to 
lead  a life  largely  directed  in  conformity  with  that 
individuaEs  personal  tastes  and  inclinations.  Both 
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the  treatment  of  the  in-patient  and  the  prevention 
of  relapse  after  recovery  demand  on  the  part  of 
the  psychiatrist  and  those  working  in  the  hospital 
a high  level  of  knowledge  of  the  realistic  forces 
to  which  the  individual  is  exposed  in  his  environ- 
ment. With  this  realization  there  has  been  an 
awakening  on  the  part  of  psychiatrists  to  the  need 
for  the  community  itself  to  be  made  aware  of  the 
pathogenic  stresses  prevalent  within  its  bounds. 

Less  than  25  years  ago,  the  private  psychiatric 
hospital,  or  indeed  any  psychiatric  hospital,  was 
a health  resource  in  the  sense  that  it  offered  the 
secluded  environment  in  which  the  distressed  in- 
dividual could  receive  skilled  treatment  and  from 
which  with  the  restoration  of  his  former  state  of 
functioning  he  returned  to  the  outside  world.  The 
gates  of  the  hospital  separated  him  almost  com- 
pletely from  the  community  when  he  entered  and 
equally  served  all  connection  with  the  hospital  when 
he  left.  While  hospitals  varied  in  the  degrees  of 
constructive  attitudes  and  in  the  types  of  program, 
nevertheless  this  isolation  resulted  in  an  increasing 
accumulation  of  individuals  to  whom  the  discom- 
fort and  inconveniences  of  hospital  life  were  less 
frightening  than  the  conflicts  and  problems  of 
living  in  the  community.  The  private  psychiatric 
hospital  had  generally  justified  its  existence  by  the 
fact  that  active  treatment  programs  not  available 
elsewhere  were  available  and  prescribed  for  its 
patients.  Today,  justification  for  the  continued 
survival  of  the  private  psychiatric  hospital  depends 
in  part  upon  the  same  individualization  of  treat- 
ment. Nevertheless,  with  its  responsibilities  limited 
to  this  rather  narrow  definition  of  delivery  of  med- 
ical care  the  private  psychiatric  hospital,  especially 
one  located  in  a metropolitan  area,  represents  a 
very  limited  health  resource.  The  development  of 
out-patient  clinics  and  day-care  centers  for  adults 
and  children  enlarges  its  role.  When  these  facilities 
have  been  provided  for  the  treatment  of  individuals 
who  can  be  maintained  outside  the  hospital  without 
hospitalization,  they  enable  that  facility  to  be  an 
important  resource  that  enriches  the  community. 
But  when  the  hospital  can  also  extend  its  thera- 
peutic programs  to  those  individuals  who  cannot 
afford  private  psychiatric  care,  the  hospital  be- 
comes a still  broader  community  health  agency. 

This  indeed  was  the  pattern  until  about  10-15 
year  ago.  But  just  as  modern  technology  has  in  the 
past  25  years  revolutionized  the  structure  and 
functions  of  society,  bringing  new  material  advant- 
ages, so  also  it  has  produced  within  the  population 
stresses  of  emotional  origin.  The  individual  today 


is  called  upon  to  meet  and  adapt  to  constantly 
changing  conditions,  success  or  failure  of  the  in- 
dividual is  directly  related  to  his  capacity  and 
ability  to  adjust  to,  and  even  initiate,  new  patterns 
of  life  for  himself.  For  the  private  psychiatric  hos- 
pital, failure  to  be  abreast  of  these  social  trends 
spells  disaster.  Leaders  of  business  and  industry 
have  come  to  recognize  their  responsibility  and  are 
making  their  organizations  integral  parts  of  the 
community.  So  too,  is  the  private  psychiatric  hos- 
pital. Traditionally  the  leader  in  the  field  of  psy- 
chiatry, the  private  hospital  is  now  assuming  re- 
sponsibility to  make  available  to  as  many  as  pos- 
sible the  benefits  of  its  specific  assets.  But  the  real 
wealth  of  a private  psychiatric  hospital  with  its 
relatively  low  patient-doctor  ratio  lies  in  the  know- 
ledge, the  skills,  and  the  talents  of  its  highly  edu- 
cated and  sophisticated  staff  on  all  professional 
levels.  The  translation  of  the  psychiatric  hospital 
into  a community  health  resource  is  achieved, 
therefore,  when  these  skills  can  be  made  available 
throughout  the  community.  The  diffusion  of  such 
skills  is  initially  most  effectively  obtained  by  the 
establishment  of  consultative  and  educational  roles 
in  relationship  to  already  operating  health  care 
agencies  in  the  area. 

In  the  urban  area,  there  are  many  agencies  which 
welcome  such  assistance.  They  range  from  those 
engaged  in  family  service  to  visiting  nurse  associ- 
ations, and  through  the  whole  spectrum  to  school 
systems,  clinics  for  the  retarded,  and  so  on.  Now 
when  the  hospital  moves  into  this  area,  these 
agencies  need  considerable  assistance.  Therefore, 
regularly  scheduled,  rather  then  intermittently  ar- 
ranged, sessions  of  the  staff  of  the  hospital  out  in 
the  community  are  most  desirable.  For  these  agen- 
cies the  benefits  of  such  continuity  of  contact  are 
augmented  by  providing  regular  opportunities  for 
the  staff,  participants  of  the  hospitals,  to  bring 
them  in  their  daily  work.  When  a consultation  ser- 
vice is  first  set  up,  there  is  an  almost  universal 
tendency  for  the  agency  to  place  the  consultant  in 
the  role  of  providing  specific  solutions  for  specific 
problems,  usually  with  regard  to  individual  pa- 
tients. The  staff  of  the  hospital,  therefore,  in  ful- 
filling this  role  must  resist  these  pressures  in  favor 
of  methods  which  promote  stimulation  of  the  think- 
ing and  activity  within  the  staff  of  the  agency. 
Stimulation  within  the  group  to  suggest  solutions 
of  their  own  is  necessary  in  order  that  they  may 
develop  the  skills  and  confidence  very  often  im- 
l)edded  in  their  training.  Strong  pressures  in  the 
(Continued  on  nc.xt  page) 
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agencies  to  provide  direct  assistance  to  individual 
patients  on  a one-to-one  basis  are  often  exerted. 
It  is  interesting  to  observe  the  number  of  rational- 
izations advanced  in  support  of  such  pressures. 
Actual  direct  contact  with  patients  should  be  per- 
mitted only  when  the  therapy  can  be  incorporated 
as  part  of  the  teaching  program  or  made  to  provide 
material  for  the  supervisor}'  session.  It  can  thus 
serve  as  a demonstration  of  the  use  of  specific  tech- 
niques which  can  be  developed  among  the  personnel 
of  the  agencies.  It  is  these  important  on-going 
programs  which  project  the  skills  of  the  staff  of  the 
hospital  to  the  patient  on  an  indirect  basis.  Regu- 
larly scheduled  on-going  sessions  carefully  planned 
are  a necessity. 

Xow  a different  variety  of  consultation  is  the 
sporadic,  unscheduled  occasion  which  arises  as  the 
result  of  emergency  situations.  Typical  of  these 
are  the  dramatic  occasions  in  which  the  police  are 
called  upon  to  deal  with  individuals  for  whim  psy- 
chological manipulation,  rather  than  a show  of 
force  or  direct  use  of  force,  appears  most  desirable. 
In  many  urban  areas,  progressive  police  authorities 
are  becoming  very  aware  of  the  necessity  for  in- 
struction of  the  members  of  the  force  in  the  man- 
agement of  disturbed  individuals.  They  welcome 
the  opportunity  of  having  courses  in  human  rela- 
tions. \\'hen  one  considers  the  extent  to  which  the 
instruction  in  such  police  courses  is  disseminated 
throughout  the  community,  the  importance  of 
this  service  as  a direct  health  resource  is  self-evi- 
dent. The  police  authorities,  called  upon  to  face 
the  consequences  of  the  emotional  turmoil  of  the 
times,  are  particularly  appreciative  of  having  avail- 
able skilled  psychiatrists  and  psychologists  to  whom 
they  may  turn  for  advice  on  short  notice.  Crisis  in- 
tervention is  a popular  concept  now  in  the  context 
of  the  psychotherapeutic  program,  but  it  has  even 
more  meaning  in  these  firsthand  situations  in  real 
life.  With  its  pool  of  skilled  personnel,  the  private 
psychiatric  hospital  can  provide  almost  direct  care. 

INIany  industralists  along  the  same  lines  are  be- 
coming aware  of  having  available  for  e.xamination 
of  their  personnel,  not  with  executives  particularly, 
psychiatrists  who  are  prepared  to  offer  these  ser- 
vices. Consultation  with  members  of  the  medical 
and  nursing  staffs  of  such  organizations  for  em- 
ployees at  all  levels  in  the  hierarchy  are  routine 
in  some  areas.  Increasingly  the  psychiatrist  has  as- 
sumed a new  function  w'hen  he  has  gained  the  re- 
spect of  the  industrial  leaders  for  his  knowledge  of 
the  actual  work  situation.  He  is  then  invited  to  act 
as  an  advisor  to  the  personnel  department.  A more 
sophisticated  activity  which  is  developing,  partic- 


ularly in  association  with  men  from  private  psy- 
chiatric hospitals,  is  a psychiatric  consultation  ser- 
vice at  the  corporate  level.  The  private  psychiatric 
hospital  is  a leader  in  this  direction  because  of  the 
association  of  the  trustees  of  the  hospital  with 
industry  and  business  in  the  area.  The  private  psy- 
chiatric hospital  in  its  direct  medical  care  has  in 
the  past  largely  focused  upon  individuals  who  can 
afford  to  pay  the  expenses  of  such  care. 

The  initiation  of  many  services  for  socially  de- 
prived groups  in  the  community  by  various  agen- 
cies has  long  revealed  the  presence  of  multi-faced 
problems  in  many  families.  While  social  and  econ- 
omic factors  customarily  lie  at  the  roots  of  the 
difficulty,  emotional  problems  abound.  ^Vhile  not 
primarily  psychiatric  in  the  context  of  disease,  the 
psychological  complications,  while  secondary,  often 
confuse  the  picture  in  these  complex  situations 
and  make  solutions  more  difficult.  In  this  situa- 
tion the  private  psychiatric  hospital  can  make  im- 
portant contributions  by  assigning  personnel  to 
such  agencies  as  the  multiservice  center,  or  the 
storefront  neighborhood  center,  to  act  as  consul- 
tants to  the  staffs  of  other  organizations  operating 
in  the  centers.  Xot  only  psychiatrists,  but  also  the 
social  workers  and  psychologists,  have  particular 
skills  and  specialized  knowledge  in  demand  in 
these  neighborhood  projects.  The  individuals  are 
sometimes  called  upon  to  see  clients  at  the  center, 
but  more  often  their  real  function  lies  in  helping 
the  other  operating  agencies  to  handle  the  emotion- 
al aspects  of  the  clients. 

Consultation  and  teaching  within  school  systems 
are  appropriate  functions  for  the  staffs  of  private 
psychiatric  hospitals.  In  some  urban  areas  special 
classes  for  emotionally  disordered  children,  espec- 
ially in  the  prepubertal  age  group,  have  now  been 
authorized  by  some  states  and  established  by  pub- 
lic educational  authorities.  While  many  school 
systems  are  staffed  with  mental  health  workers,  it 
is  recognized  that  their  numbers  and  training  are 
often  inadequate  for  the  problems  with  w'hich  they 
are  obliged  to  cope.  Supplementation  by  the  private 
hospital  is  most  advantageous  for  all  concerned. 
This  applies  not  only  because  the}'  may  provide 
direct  assistance,  but  also  because  the  personnel  of 
the  private  hospital  through  participation  bring  a 
change  of  pace  and  routine  for  the  school  personnel 
which  is,  from  their  own  health  point  of  view, 
most  significant.  All  of  the  teachers  seem  to  be  more 
open  to  recommendations  and  suggestions  w'hen 
they  originate  from  sources  other  than  their  own 
colleagues  or  guidance  bureaus. 
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Since  many  services  provided  by  the  hospital  are 
intangible,  most  communities  are  unaware  of  the 
value  or  cost,  or  even  the  existence,  of  these  ser- 
vices. When  space  in  the  hospital  is  vacant  or  can 
be  developed,  therefore,  the  private  psychiatric 
hospital  should  give  consideration  to  making  such 
space  available  to  agencies  of  various  kinds.  With 
stringent  economic  times  ahead,  a number  of  agen- 
cies sponsored  under  governmental  auspices  are  in 
fact  facing  critical  cutbacks  in  financing  and,  there- 
fore, in  services.  The  Head  Start  program  is  a typ- 
ical example;  the  provision  of  physical  facilities 
may  make  the  difference  between  the  continuance 
or  the  abandonment  of  such  a neighborhood  project. 
Similarly  with  regard  to  psychological  support  fa- 
cilities for  children  inthe  pre-pubertal  class  and 
the  management  of  their  provision  of  classroom 
space  is  a very  important  contribution  to  the  health 
resuorces  in  a community.  In  every  urban  area 
there  are  agencies,  both  voluntary  and  govern- 
mental, working  in  the  health  field  which  welcome 
the  assignment  of  space  and  particularly  the  avail- 
ability of  consultation  services.  When  both  of  these 
are  located  on  the  hospital  grounds,  there  is  much 
less  disruption  of  intra-hospital  work  and  greater 
convenience  for  the  hospital  staff,  thus  making 
more  time  available  for  effective  cooperation. 

With  regard  to  space,  special  circumstances  will 
govern  each  particular  hospital.  But  space  can  be 
assigned  to  local  organizations  for  headquarters 
offices,  such  as  the  association  for  retarded  child- 
ren and  other  health  care  groups.  Butler  Hospital 
has  excelled  in  developing  this  concept,  perhaps  on 
a level  not  to  be  matched  by  any  other  hospital  or 
group  of  hospitals  in  the  country.  In  the  future 
the  rising  cost  of  operations  for  everyone,  particu- 
larly for  voluntary  organizations  with  relatively 
slower  increase  in  revenue,  may  well  enforce  closer 
and  much  more  efficient  utilization  of  operating 
personnel,  probably  leading  to  the  development  of 
common  pools  of  some  classes  of  personnel.  Loca- 
tion of  these  organizations  in  the  same  building  or 
on  the  same  site  will  obviously  facilitate  these  de- 
velopments. The  time  is  coming  when  the  utilization 
of  the  skills  of  personnel  in  various  agencies  work- 
ing in  the  health  field  will  be  an  absolute  necessity 
if  we  are  to  do  what  needs  to  be  done. 

In  a society  in  which  so  many  agencies  in  the 
health  field  are  voluntary  and  in  which  govern- 
mental agencies  have  so  many  advisory  boards, 
there  is  always  a demand  for  the  participation  of 
citizens  who  are  both  public  spirited  and  posses- 
sed of  some  experience  and  skills  in  working  with 


people.  Members  of  the  staffs  of  psychiatric  hos- 
pitals, especially  the  private  psychiatric  hospitals, 
are  especially  competent  in  this  respect  because 
the  types  of  patients  and  families  they  deal  with, 
the  work  situations,  and  their  knowledge  of  a 
variety  of  occupational  and  social  agencies  give 
them  experience  and  competence  to  serve  on  these 
boards.  The  philosophy  of  a private  psychiatric  hos- 
pital today  with  respect  to  community  involvement 
can  often  be  measured  by  the  number  of  the  staff 
who  serve  in  such  capacities  in  the  community.  This 
concept  of  participation  in  the  community  and 
bringing  to  the  community  at  all  levels  the  know- 
ledge and  skills  of  a professional  group  is  valid. 
It  applies  also  with  respect  to  the  participation  of 
the  staff  in  professional  societies  of  the  various  dis- 
ciplines, not  only  on  the  state  and  local  level,  but 
also  regionally  and  nationally.  For  the  larger  pri- 
vate institution  this  is  particularly  significant,  be- 
cause with  the  concentration  of  highly  sophisticated 
and  experienced  full-time  staff  the  hospital’s  in- 
fluence and  reputation  extend  far  beyond  the  urban 
area  in  which  it  is  located.  Not  only  are  patients 
attracted  from  great  distances,  but  also  because  of 
the  professional  activities  and  the  climate  gener- 
ated in  the  surrounding  community,  the  hospital 
produces  a professional  climate  which  attracts 
other  professionals  to  practice  in  the  area.  This  is 
a very  important  and  sometimes  unrecognized  con- 
tribution of  the  private  psychiatric  hospital  to  the 
community. 

Two  types  of  activity,  both  educational,  con- 
tribute largely  to  the  development  of  the  skills  of 
personnel  in  the  area,  to  the  acceptance  of  mental 
health  concepts,  and  to  the  ultimate  delivery  of 
medical  care.  The  first  of  these  activities  is  public 
education.  The  status  and  prestige  of  the  private 
hospital  have  contributed  undoubtedly  in  the  last 
century  to  a wider  acceptance  in  the  mind  of  the 
citizen  of  the  concept  of  mental  illness  as  a medical 
condition.  The  prominence  of  staff  members  in  non- 
hospital community  affairs  expands  the  contact 
and  awareness  of  the  hospital  and  its  work  in  an 
ever-increasing  propohtion  of  the  public.  The  es- 
tablishment of  a bureau  to  provide  speakers  for 
civic  clubs,  parent-teacher  organizations,  profes- 
sional groups,  and  many  other  associations  brings 
large  numbers  of  individuals  in  the  community  into 
personal  contacts  with  professionals  in  the  mental 
health  field.  Fear  and  distrust  in  the  community 
and  also  within  the  medical  profession  have  been 
allayed  by  actual  personal  contact  with  the  psychi- 
( Continued  on  page  351) 
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The  Role  of  the  Private  Psychiatric  Hospital 
11.  The  Private  Hospital  as  a Training  Center  for 
Mental  Health  Personnel 


Resident  Training  Programs  Have  Ad- 
vantages For  Patients  And  Staff 


By  Francis  L.  A.  De  Marneffe,  M.D. 


I should  like  to  make  it  clear  at  the  outset  that, 
in  discussing  the  private  hospital  as  a training 
center,  private  hospitals  vary  widely,  ranging  from 
small,  proprietary  private  psychiatric  hospital  to 
the  large,  nonprofit,  teaching,  urban  private  hos- 
pital. Furthermore,  different  people  have  different 
notions  about  what  should  be  taught,  what  kind 
of  training  programs  should  exist;  and  what  I am 
presenting  here  today  are  really  some  personal 
views  based  on  my  own  experiences  gained  in  a 
particular  setting. 

Training  programs  in  a hospital  do  not  exist 
in  a vacuum.  Their  objectives  and  organization 
depend  u[X)n  the  clinical  philosophy  and  objec- 
tives of  the  institution  and  its  organization.  I take 
it  to  be  self-evident  that  the  primaiy  function  of 
the  hospital  is  and  must  be  the  treatment  of  pa- 
tients. The  training  and  research  functions  are 
secondary,  although  extremely  important  one,  and 
they  have  a significant  impact,  mostly  beneficial 
on  the  primary  function  of  treating  patients.  It 
follows  from  this  that  the  type  of  training  program 
— what  is  taught  to  whom  and  how — will  depend 
upon  what  the  hospital  sees  as  its  clinical  mission, 
its  clinical  objectives,  its  philosophy  of  treatment. 

To  deal  comprehensively  with  my  subject  I 
would  need  to  recapitulate  the  clinical  function  of 
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the  hospital  and  its  various  departments.  This, 
however,  would  be  redundant,  in  view  of  Doctor 
Donnelly's  paper,  and  I mil  concentrate  my  re- 
marks, therefore,  rather  on  those  characteristics  of 
the  private  hospital  which  seem  to  me  to  either 
foster  or  hinder  the  establishment  and  effectiveness 
of  training  programs. 

I believe  the  basic  requirement  in  the  training 
of  all  mental  health  personnel  is  achieving  under- 
standing of  the  human  being.  This  involves  under- 
standing the  development  of  the  personality,  the 
complex  internal  and  external  factors  which  con- 
tribute or  hinder  mental  health,  and  more  specifi- 
cally, an  understanding  of  the  patient’s  illness, 
how  and  why  the  patient  became  sick  and  hos- 
pitalized, and  what  needs  to  occur  before  he  is 
restored  to  health. 

I believe  that  this  human  understanding  can  be 
best  achieved  if  the  trainee  is  given  the  time  to 
spend  a considerable  amount  of  time  over  an  ex- 
tensive period  with  a relatively  limited  number  of 
patients,  whom  he  studies  in  depth.  If  this  is  done, 
he  will  be  ready  to  move  on  to  many  other  kinds 
of  professional  activities  in  the  knowledge  that  he 
has  the  basic  ingredient  required. 

Whj’  does  the  private  psychiatric  hospital  pro- 
vide unusual  opportunities  for  the  establishment 
of  effective  training  programs?  In  my  view  the 
major  strengths  of  the  private  hospital  are  its 
patients  and  its  staff.  First,  I shall  address  myself 
to  the  patients.  Whether  we  like  it  or  not,  because 
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of  the  expense  of  hospitalization  in  a private  psy- 
chiatric hospital,  the  patients  tend  to  be  relatively 
well  educated,  having  many  of  them  achieved  a 
high  professional  standing.  The  patients  in  a pri- 
vate hospital  tend  to  be  articulate,  well  educated, 
intelligent,  at  home  in  the  realm  of  ideas  and  of 
feelings,  tending  to  express  themselves  in  psycho- 
logical terms,  and  I do  not  mean  by  this  neces- 
sarily psychological  jargon.  What  I mean  rather  is 
that  they  tend  to  express  their  tensions,  anxieties, 
and  sadness  as  such  rather  than  by  referring  to  a 
“pain  in  my  stomach,”  with  no  apparent  under- 
standing of  the  psychological  significance  of 
component. 

The  education  and  cultural  background  and 
values  of  the  patients  in  a private  hospital  tend 
to  be  somewhat  similar  to  those  of  the  staff  who 
treat  them.  They  tend  to  be  individualistic,  cher- 
ishing personal  values,  thus  fitting  well  into  the 
individual  personal  attention  which  is  one  of  the 
hallmarks  of  a good  private  hospital.  Because  the 
patients  have  usually  exercised  choice  in  the  de- 
cision as  to  where  they  would  be  hospitalized,  they 
tend  to  be  rather  more  sophisticated  about  the 
difference  between  those  programs  which  are  thera- 
peutic in  nature  and  those  that  are  less  so.  They 
deem  it  important  to  achieve  intellectual  and  emo- 
tional integrity.  Many  of  them  have  demanding 
professional  and  personal  objectives.  Their  expec- 
tations of  themselves  tend  to  be  high.  All  this 
tends  to  contribute  to  the  patient  being  eager  to 
engage  in  personal  interaction  with  the  staff,  and 
they  are  therefore  ideal  human  beings  to  interact 
with  the  trainee,  who  is  himself  eager  to  learn 
about  sick  human  beings.  Thus,  the  patient’s  mo- 
tivation to  get  well,  so  important  to  achieve  the 
clinical  objectives,  can  be  harnessed  very  effectively 
to  the  training  of  the  staff. 

With  respect  to  the  other  important  ingredient 
in  a training  program — the  professional  staff — it 
seems  to  me  that  private  psychiatric  hospitals  are 
again  rather  fortunate,  because,  particularly  if 
they  have  training  programs,  everything  else  being 
equal,  1 believe  they  are  in  a position  to  attract 
the  best  professional  staff  available.  This  is  par- 
ticularly important  in  this  time  of  tremendous 
shortage  of  well  qualified  mental  health  personnel. 
However,  even  if  we  assume  that  private  hospitals 
have  good  staff,  it  does  not  ipso  facto  assure  the 
development  of  good  training  programs.  To  devel- 
op good  training  programs  more  good  clinical 
staff  is  required.  This  is  partly  due  to  the  fact  that, 
while  all  good  clinical  teachers  must  be  good  clini- 


cians, not  all  good  clinicians  are  necessarily  good 
teachers.  We  all  know  colleagues  to  whom,  because 
of  their  intuition,  integrity,  sensitivity,  and  clinical 
know-how,  we  would  entrust  our  families  and 
friends,  but  who  are  not  good  teachers.  They  seem 
to  practice  intuitively,  expertly,  but  seemingly  by 
the  seat  of  their  pants,  so  to  speak,  finding  it  dif- 
ficult to  conceptualize  what  they  do  and  impossible 
to  relate  their  practice  to  a theoretical  frame  of 
reference.  They  are  in  fact  good  clinicians  but  bad 
teachers.  A teaching  hospital  needs  both  kinds  of 
talents — good  clinicians  and  good  teachers,  and 
the  two  do  not  always  come  together. 

Given  these  basic  ingredients,  patients  and  staff, 
the  development  of  training  programs  requires 
balancing  the  clinical  and  training  functions  in 
areas  other  than  in  the  selection  of  staff.  A balance 
must  be  maintained  between  the  amount  of  time 
the  trainee  spends  on  clinical  or  service  activities 
and  that  spent  on  primarily  academic  and  learning 
experiences.  The  hospital  must  not  exploit  the 
trainee  as  cheap  labor,  and  it  should  provide  ade- 
quate supervision  for  the  clinical  and  service  ac- 
tivities of  the  trainee.  Supervision  should  be  indi- 
vidually tailored  to  the  specific  needs  of  the  trainee, 
taking  into  account  his  strengths  and  weaknesses 
and  the  element  of  risk  to  the  patient  of  the  par- 
ticular activity  which  he  practices.  A balance  must 
also  be  reached  between  giving  the  trainee  too 
much  freedom  or  too  little  in  his  work  with 
patients. 

To  illustrate  some  of  these  points  I should  like 
to  address  myself  to  residency  training  in  psychia- 
try as  an  example  of  a major  training  program. 
Many  residents  in  psychiatry  are  eager  to  play 
the  role  of  the  patient’s  doctor,  in  fact  of  the 
patient’s  only  psychiatrist,  and  this  is  understand- 
able. It  is  a constructive  motivation,  provided  it 
can  be  harnessed  with  due  regard  to  the  patient’s 
clinical  well  being  and  the  resident’s  educational 
needs.  It  is  important  to  remember  that  most  resi- 
dents just  do  not  have  the  experience  of  human 
beings  and  of  psychiatry  in  particular  to  be  given 
a free  rein  in  treating  patients.  Psychiatry  is  a 
much  more  complicated  field  than  other  branches 
of  medicine  in  this  regard.  During  his  medical 
school  and  internship  periods  the  resident  has  had 
extensive  experience  in  medicine  and  surgery  and 
in  dealing  with  the  physical  aspects  of  disease,  but 
the  fact  must  be  faced  that  most  residents  in 
psychiatry  are  very  green  indeed  as  far  as  psy- 
chiatric knowledge  and  human  understanding  are 
(Continued  on  next  page) 


II.  THE  PRIVATE  HOSPITAL  AS  A TRAINING  CENTER  FOR  MENTAL  HEALTH  PERSONNEL 


331 


concerned.  Therefore,  the  resident  must  be  given 
enough  supervision  for  his  educational  needs  and 
for  the  protection  of  the  patient’s  well  being  and 
at  the  same  time  be  given  enough  latitude  to  per- 
mit him  to  relate  in  a meaningful  wa}'  to  the  pa- 
tient and  not  perceive  himself  or  be  perceived  by 
the  patient  merely  as  an  extension  of  the  senior 
staff  psychiatrist. 

The  question  is  sometimes  asked:  ‘Ts  a resi- 
dency training  program  in  a private  psychiatric 
hospital  possible?”  What  prompts  the  question  is 
a twofold  concern.  Will  patients  in  a private  psy- 
chiatric hospital  who  are  paying  high  fees  for  high 
quality  treatment  accept  being  treated  profession- 
alh’  by  a resident  in  training?  And  secondly,  how 
will  the  training  of  residents  be  affected  by  the  con- 
tinued involvement  of  the  referring  psychiatrist 
or  private  psychiatrist?  In  my  experience  patients 
do  not  object  to  being  treated  by  a resident,  if 
they  understand  that  the  resident  is  working  under 
the  supervision  of  senior  staff  and  that  most  of  the 
resident's  decisions,  therefore,  are  reviewed.  I 
think  the  patients  do  not  object  to  residents  partly 
because  the  residents  are  frequently  rather  more 
available  than  the  senior  staff  and  they  tend  to 
make  up  in  enthusiasm,  eagerness,  and  interest, 
although  hopefully  not  overzealousness,  and  lack 
of  pontification,  what  they  lack  in  knowledge  and 
experience.  An  additional  reason,  I think,  certainly 
with  our  younger  patients,  is  the  fact  that  the 
residents  or  other  trainess,  because  of  their  age, 
tend  to  lessen  the  generation  gap  that  so  fre- 
quently interferes  with  the  communication  between 
patient  and  staff.  Therefore  the  residents  or  train- 
ees can  serve  in  a sense  as  a bridge  between  the 
generations  and  contribute  in  a very  effective  way 
to  the  treatment  of  the  patients. 

Furthermore,  if  the  resident  is  receiving  the 
supervision  he  should  receive,  it  can  be  clearly  and 
honestly  stated  that  the  patient  is  receiving  first 
rate  care.  I personally  believe  that  treatment  by 
a good  resident  under  good  supervision  is  prefer- 
able to  treatment  by  a mediocre  senior  man. 

The  second  question — how  the  resident’s  train- 
ing will  be  affected  by  the  continued  involvement 
of  a private  or  referring  physician — is  more  diffi- 
cult. It  will  depend  upon  the  staff  organization 
and  the  understanding  of  the  clinical  role  of  the 
referring  physician.  Under  some  arrangements  I 
believe  that  adequate  training  programs  will  be 
very  difficult  to  establish.  I would  have  trouble, 
for  instance,  in  conceiving  of  an  effective  training 
program  in  a hospital  in  which  there  is  an  open 


staff  and  in  which  the  referring  physician  con- 
tinues as  the  attending  physician  and  retains  over- 
all control  of  the  patient’s  treatment.  Under  these 
circumstances  the  hospital  has  little  or  no  control 
of  the  patient’s  treatment,  and  it  is  difficult  then 
to  see  how  the  hospital  could  have  any  control 
over  what  the  resident  learns. 

On  the  other  hand,  in  a hospital  organized  dif- 
ferently I believe  it  can  be  done.  For  instance,  at 
iMcLean  we  have  a staff  psychiatrist  who  is  in 
charge  of  the  patient  unit  and  responsible  for  the 
overall  management  of  the  patient's  treatment.  He 
is  assisted  by  one  or  two  residents,  who  function 
as  assistant  administrators  to  the  senior  man  and 
perform  under  his  supervision  a variety  of  clinical 
management  responsibilities.  Although  we  have  a 
closed  staff,  we  accept  referrals  from  psychiatrists 
who  have  been  treating  patients  in  psychotherapy 
in  the  community  and  encourage  them  to  continue 
seeing  the  patient  in  psychotherapy  during  the 
hospitalization.  It  is  clearly  understood,  however, 
that  the  overall  management  of  the  patient’s  treat- 
ment is  in  the  hands  of  the  hospital  staff  and  that 
the  referring  psychiatrist  is  continuing  to  perform 
that  specific  function  which  he  was  performing 
before  the  patient  was  admitted,  namely,  psycho- 
therapy. We  have  found  relatively  few  problems 
with  this  arrangement,  provided  the  psychothera- 
pist understands  exactly  what  his  respective  roles 
are.  The  lack  of  problems  is,  I think,  partly  due 
to  the  fact  that  traditionally  psychotherapists  do 
not  involve  themselves  in  the  management  of  the 
patient’s  life  when  they  are  seeing  patients  outside 
the  hospital.  When  the  patient  is  in  the  hospital 
the  therapist  can  then  continue  to  do  what  he  has 
been  doing  all  along,  namely,  psychotherapy.  In 
addition,  most  outside  psychotherapists  are  not 
sufficiently  familiar  with  the  hospital’s  internal 
workings  and  staff  to  be  able  to  assume  overall 
responsibility  for  the  patient’s  treatment  in  any 
event,  even  if  the  hospital  were  willing  to  let  them 
do  so.  Furthermore  ,few  of  them  would  be  able  to 
make  the  sacrifice  of  time  which  the  overall  co- 
ordination of  the  patient's  treatment  in  the  hos- 
pital requires — the  coordination  of  nursing,  activ- 
ity therapies,  school,  social  work,  working  with 
families,  and  similar  services.  Therefore,  we  have 
found  that  from  the  standpoint  of  the  patient, 
from  the  standpoint  of  the  referring  psychiatrist, 
and  from  the  standpoint  of  the  hospital  discharg- 
ing its  clinical  responsibility  to  the  patient,  all 
interests  seem  to  be  satisfied.  In  particular,  I be- 
lieve that  as  far  as  providing  the  residents  and 
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other  mental  health  workers  with  training  ex- 
perience is  concerned,  this  arrangement  works  ex- 
tremely satisfactorily. 

Although  I have  illustrated  my  points  mostly  by 
reference  to  the  training  of  the  residents  so  far, 
it  should  be  clear  that  the  opportunity  of  the  pri- 
vate psychiatric  hospital  for  the  training  of  mental 
health  personnel  is  not  limited  to  psychiatrists.  In 
fact,  every  clinical  activity  is  potentially  suitable 
for  the  training  of  personnel  in  the  appropriate 
disciplines.  Thus,  social  workers,  nurses,  psychi- 
atric aides,  school  teachers,  psychologists,  occupa- 
tional therapists,  recreational  therapists,  music 
therapists,  vocational  rehabilitation  counselors, 
social  scientists,  and  even  research  assistants  might 
all  be  suitably  trained  in  a private  psychiatric 
hospital.  For  some  it  may  be  possible  or  desirable 
for  the  hospital  to  assume  full  responsibility  for 
the  training  of  the  individual.  For  others,  how- 
ever, an  affiliation  with  a college  or  university  may 
be  desirably  or  necessary.  For  the  professional  de- 
velopment of  the  trainee  and  his  future  job  oppor- 
tunties  it  may  be  very  desirably  to  keep  one  foot 
in  the  clinical  setting  of  the  hospital  for  clinical 
training  and  one  foot  in  the  academic  setting  of 
the  college  or  university. 

It  is  also  clear  that  training  programs  must  re- 
main responsive  to  what  is  going  on  in  the  par- 
ticular field  in  which  the  individuals  are  being 
trained  and  cannot  be  static.  They  must  on  the 
contrary  remain  dynamic  and  responsive  to  these 
external  pressures  and  needs.  A particular  case  in 
point  is  our  experience  at  McLean  with  the  School 
of  Nursing.  McLean  had  the  honor  of  being  the 
first  mental  hospital  in  the  world  in  which  a School 
of  Nursing  was  established,  in  the  year  1882.  In 
1968  the  last  class  of  the  School  of  Nursing  was 
graduated  because  the  hospital  had  decided  to 
terminate  the  diploma  program,  and  it  is  worth 
perhaps  mentioning  some  of  the  pressures  which 
resulted  in  this  decision.  Because  the  accrediting 
and  licensing  agencies  understandably  expected 
diplomates  of  a School  of  Nursing  in  a specialty 
hospital  to  be  as  equally  qualified  in  all  other  fields 
of  nursing  as  the  graduates  from  diploma  schools 
in  general  hospitals,  the  advantages  of  training  in 
a psychiatric  hospital  no  longer  included  special- 
ized, intensive  training  in  psychiatry.  The  pres- 
sure in  recent  years  has  been  toward  the  best  stu- 
dents going  to  college  nursing  schools  rather  than 
diploma  school.  This  has  resulted  in  a lowering  of 
the  quality  of  the  new  students  in  schools  of  nurs- 
ing. In  addition  to  this,  because  nursing  education 


has  increasingly  been  slanted  in  the  direction  of 
setting  it  up  as  a purely  educational  experience 
and  less  and  less,  almost  to  the  ix»int  of  disap- 
pearance, as  a service  of  clinical  function,  the  pa- 
tients who  were  in  fact  paying  for  the  training  of 
nurses  were  getting  less  and  less  in  the  way  of 
direct  service.  Therefore,  the  hospital  administra- 
tion reluctantly  decided  that  the  trends  in  nut  sing 
education,  the  quality  of  the  students  to  be  ob- 
tained, and  the  benefits  for  the  patients  required 
that  the  diploma  school  be  terminated.  As  I have 
said,  this  was  done  reluctantly  and  not  at  all  with 
the  intention  of  putting  to  an  end  the  education 
of  nurses  at  INIcLean.  We  saw  this  rather  as  an 
opportunity  for  opening  new  doors,  of  establishing 
training  programs  in  nursing  in  affiliation  with 
colleges  in  the  local  area,  and  this  is  what  we  are 
working  on  now. 

It  should  be  clear  from  what  I have  said  that  I 
consider  the  advantages  of  training  programs  in 
a private  psychiatric  hospital  to  be  many  foi  the 
patients,  the  trainees,  and  the  staff,  and  the  dis- 
advantages few.  But  it  may  be  useful  to  summarize 
what  some  of  these  advantages  and  disadva'ilages 
are. 

For  the  Patients:  Advantages — A stimulating 
atmosphere  where  it  is  not  assumed  that  final  an- 
swers have  been  found  and  in  which  new  ideas  for 
the  treatment  of  patients  can  be  generated  and 
antiquated  methods  discarded.  Greater  availability 
of  staff.  Greater  number  of  professional  ‘‘bodies 
and  minds,”  therefore  more  help,  more  opportuni- 
ties of  participation  in  activities  and  interaction. 
In  the  case  of  young  patients,  the  young  staff,  th? 
trainees,  can  bridge  the  generation  gap  and  foster 
communication  between  patients  and  staff  by  the 
very  fact  that  many  staff  members  are  themselves 
young. 

I have  mentioned  before  that  private  psychiatric 
hospitals,  everything  else  being  equal,  are  in  a posi- 
tion to  attract  extremely  good  staff,  and  this,  of 
couse,  directly  bears  upon  the  quality  of  clinical 
care. 

When  I was  thinking  of  the  advantages  of  the 
training  program  for  the  patients,  I was  reminded 
of  certain  events  at  McLean  some  years  ago.  We 
had  a hall  with  approximately  20  chronic  schizo- 
phrenic patients  who  had  been  in  the  hospital  for 
many  years,  treated  well  according  to  the  philoso- 
phy of  the  day,  interacting  with  each  other  very 
little,  occasionally  going  for  individual  trips  out- 
side the  hospital,  but  with  nothing  like  what  one 
(Continued  on  page  342) 
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The  Role  of  the  Private  Psychiatric  Hospital 
III.  The  Private  Hospital  as  an  Educational 
Resource  for  the  Urban  Community 


Continuing  Mental  Health  Education 
Center  Has  Provided  Means  of  Reaching 
Schools^  Colleges,  and  Other  Agencies 


By  Maurice  \V.  Laufer,  M.D. 

Previous  speakers  have  pointed  to  significant  as- 
pects of  the  current  social  scene  reflecting  great 
upheavals.  These  signal  a disruption  of  “urban 
community"  as  we  have  known — or  fantasied  it — • 
but  which  also  present  possibilities  for  establish- 
ment of  new  forms  of  true  “community.” 

Some  of  these  aspects  are  p>ertinent  for  our 
theme.  Within  our  own  ranks,  there  has  been 
questioning  as  to  the  efficacy  of  total  reliance 
upon  previously  dominant  concepts  and  modes  of 
treatment.  This  has  included  the  predominance  of 
analytically  oriented  individual  psychotherapy,  or 
various  forms  of  group  therapy.  Concern  has  been 
expressed  over  the  giving  of  value  only  to  “total 
cure,”  with  a corresponding  depreciation  of  sym- 
ptomatic improvement.  It  has  been  charged  that 
inadequate  attention  has  been  giv^en  to  the  socio- 
cultural matrix  in  which  emotional  personality  dis- 
orders develop,  both  in  regard  to  the  significant 
etiological  and  treatment  role  of  this  matrix. 

More  specifically,  it  is  said  that  our  current  con- 
cept of  the  role  of  the  hospital  implies  that  it  is 
a separate  locus  to  which  patients  must  come 
from  various  sections  of  the  community  or  various 
communities,  and  from  which  they  return  with 
little  organic  interrelationship  between  hospital  and 
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community.  Further,  it  is  stated  that  the  hospital 
and  its  staff  have  cultural  backgrounds  and  tenets 
of  their  own  which  make  it  difficult  for  them  to 
understand,  relate  meaningfully  to,  and  be  helpful 
to  the  various  groups  “out  there.” 

An  oft-repeated  theme  is  that  previously  ac- 
cepted methods,  operated  by  previously  accepted 
professionals,  cannot  meet  even  the  currently  rec- 
ognized needs  for  treatment,  let  alone  those  which 
would  become  apparent,  if  w'e  allowed  ourselves 
to  look.  Xot  only  that,  but  any  conceivable  modi- 
fications yet  offered,  might  allow'  more  to  be  ac- 
complished, but  still  would  fall  short  of  meeting 
the  requirements  of  the  situation.  This  being  so, 
w'e  need  not  only  a more  efficient  deployment  of 
our  resources  and  the  involvement  of  many  more 
individuals  and  agencies  as  treatment  resources, 
but,  even  more  important,  we  must  find  some  way 
to  diminish  the  development  of  these  problems— 
our  old  theme  of  “primary  prevention,”  a theme, 
by  the  way,  to  which  obeisance  is  so  often  given, 
but  so  rarely  adequately  conceptualized  and,  even 
more  rarely,  cast  in  some  concrete  usable  form. 

While  such  thoughts  have  been  reverberating 
our  professions  (with  some  more  and  more  insis- 
tently decrving  the  entire  “medical  model”  and 
concept  of  “hospital”),  there  have  been  api^earing 
within  the  total  social  scene  a number  of  motifs 
which  have  great  significance  for  the  ways  in 
which  we  may  operate  and  succeed  in  our  mission. 
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First,  and  v'ery  pervasive,  is  a general  decline  in 
the  respect  for  authority — not  only  as  a source  of 
power,  but  also  as  a source  of  wisdom  entitled  to 
both  respect  and  conformity. 

A derivative  of  this  is  a general  restiveness  over 
modes  of  operation  which  imply  or  are  dependent 
upon  an  ‘‘expert-subordinate”  type  of  relationship. 
More  of  a mutuality  is  demanded  between  those 
who  would  offer  treatment  and  those  who  would 
make  u.se  of  it. 

A further  corollary  is  the  concept  that  those  who 
would  offer  such  help,  those  who  would  profit 
from  it,  and  the  community  which  surrounds 
both  have  much  to  offer  each  other  in  a total  feed- 
back interlocking  relationship. 

One  reaction  to  these  ideas  has  been  an  almost 
mystical  reverence  for  the  role  of  the  community 
members — both  as  patients  and  treatment  agents 
— .somewhat  reminiscent  of  Rousseau’s  deification 
of  the  ‘‘noble  savage.”  Yet,  one  does  not  have  to 
go  that  far  to  recognize  the  virtues  of  a more  open 
dialogue  and  transmission  of  information  in  a free 
interplay  among  the  mental  health  professionals, 
the  institutions  in  which  they  are  gathered,  and 
the  community  with  its  indigenous  members  and 
the  various  forms  and  structures  w'hich  it  has 
evolved. 

Private  hospitals  have  in  the  past  been  looked 
upon  as  the  epitome  of  that  which  has  been  ques- 
tioned. They  have  been  viewed  as  the  bastions  of 
the  middle  and  upper  class,  focused  upon  meeting 
their  needs  by  massive  implementation  of  the  clas- 
sical psychoanalytically  derived  model  of  treat- 
ment. Previous  papers  in  this  symposium  and  the 
very  evolution  of  the  hospital  whose  anniversary 
we  are  commemorating  show  this  no  longer  to  be 
so.  In  addition,  the  private  psychiatric  hospital 
has  unparalleled  resources  and  potentials  for  reach- 
ing out  into,  and  reacting  with,  the  community  in 
response  to  the  concepts,  forces,  and  demands 
which  I have  delineated.  It  is  and  must  be  de- 
voted, and  organically  related  to,  its  community 
in  order  to  survive. 

While  its  services  are  active  and  intensive,  it 
is  not  so  overwhelmed  with  masses  of  patients  re- 
quiring care,  as  are  many  of  the  governmental 
hospitals.  This,  relatively,  frees  it  to  be  aware  of 
community  needs  and  to  think  of  ways  of  respond- 
ing to  them.  Being  resix)nsible  only  to  its  Board 
(which,  ideally,  should  also  represent  the  interests 
of  the  community)  and  having  a flexible  organiza- 
tion, not  bound  by  civil  service  rigidities,  it  can 
relatively  readily  respond  to  changing  needs  as 
these  are  seen. 


This  has  indeed  been  the  case.  The  National 
Association  of  Private  Psychiatric  Hospitals,  in 
which  most  of  us  are  joined,  publishes  a News 
Letter  which,  among  other  activities  of  the  mem- 
ber hospitals,  lists  those  of  public  education.  A 
review  of  a few  issues  of  this  publication  lists  an 
almost  bewildering  variety  of  topics  and  ways  in 
which  various  hospitals  have  reached  out  to  their 
community.  These  include  radio  and  TV  programs, 
seminars,  group  meetings,  and  articles  in  various 
popular  publications,  all  addressed  to  groups  with 
significant  roles,  such  as  teachers,  clergy,  jx)lice, 
community  service  organizations,  and  groups  of 
youth. 

One  of  the  most  active  hospitals  in  this  regard 
has  been  the  Forest  Hospital  of  Des  Plaines,  Illi- 
nois. Lender  the  guidance  of  its  Medical  Director, 
Doctor  Rudolph  G.  Novick  and  its  Administrator, 
Mr.  Morris  B.  Squire,  it  has  heavily  invested  its 
professional  and  financial  resources  in  community 
education.  It  fostered  a local  mental  health  asso- 
ciation and  supported  it  in  the  establishment  of  a 
child  guidance  clinic.  It  organizes  and  presents 
radio  and  TV  shows,  as  well  as  Institutes  for 
clergy,  police  and  others.  One  most  interesting 
and  novel  activity  has  been  in  collaboration  with 
the  proprietor  of  a local  movie  theater,  .^fter  the 
regular  showing  of  an  appropriate  movie  (such  as 
”]Man  for  .^11  Seasons,”  ‘“In  the  Heat  of  the 
Night,”  and  ‘‘Bonnie  and  Clyde”)  the  lights  go 
up,  two  psychiatrists  and  a moderator  ascent  the 
stage  and,  after  a brief  discussion  of  the  movie’s 
implications  as  they  see  it,  an  active  discussion 
with  and  among  the  audience  is  developed! 

Here,  at  Butler  Hospital,  there  has  been  devel- 
oped a Continuing  [Mental  Health  Education  Cen- 
ter, which  I would  like  to  describe  in  more  detail. 

\’arious  agencies  located  upon  the  grounds  of 
Butler  Hospital,  Butler  itself,  and  Bradley  Hos- 
pital, a private  children’s  psychiatric  hospital,  all 
joined  in  a concern  to  dev’elop  something  which 
would  be  meaningful  for  our  larger  community.  We 
were  able  to  develop  a plan  for  which  the  support 
of  the  Continuing  Education  Branch  of  the  Na- 
tional Institute  of  Mental  Health  was  secured. 
With  this  and  a significant  contribution  of  site, 
furnishings,  and  services  from  Butler  Hospital  it- 
self, this  Center  was  established  on  these  grounds. 
It  was  fortunate  enough  to  secure  the  services  of 
[Mr.  [Millard  Miller,  M.S.W.,  a much-e.xperienced 
social  worker,  as  its  full-time  Director. 

The  original  plan  conceived  of  four  structural 
components.  These  were:  a Coordinating  Commit- 
(Continued  on  next  page) 
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tee  (equivalent  to  a Board  of  Directors)  from 
among  the  sponsoring  agencies;  an  Academic 
Panel  of  Consultants,  drawn  from  among  the  many 
colleges  and  universities  within  Rhode  Island;  a 
full-time  staff;  and  a shifting  group  of  discussion 
leaders  and  resource  personnel.  With  the  aid  of 
this  structure  (plus  research  personnel  to  evaluate 
the  results  obtained),  it  was  conceived  that  the 
work  of  the  Center  would  comprise  two  different 
phases  or  modes. 

Phase  I had  to  do  with  interchanges  of  concepts 
and  information  with  and  among  various  formed 
groups  representing  non-mental  health  profession- 
als and  community  agencies.  For  each  such  group, 
it  was  planned  that  there  would  be  a series  of 
meetings  for  a limited,  pre-registered  number  of 
participants.  For  each,  a series  of  informative  top- 
ics was  developed  and  presented  by  a variety  of 
professionals,  using  a variety  of  means,  such  as 
lectures  and  movies.  After  the  initial  presentation 
to  the  total  group  (expected  to  be  no  more  than 
forty  in  number),  the  participants  divided  into 
smaller  groups  of  no  more  than  ten  each.  Every 
such  group  had  a mental  health  professional,  as 
discussion  leader  who  stayed  with  this  group 
throughout  the  series.  The  discussion  leader  ini- 
tiated a discussion  of  reactions  to  the  topic  and 
information  presented,  while  fostering  a transition 
from  this  to  reactions,  feelings,  concerns,  and  work 
problems  of  the  group  members  (all  of  whom  had 
the  same  professional  background  or  area  of  work). 
This  allowed,  from  the  very  outset,  a two-way 
communication  between  those  in  the  field  and 
those  at  the  Center. 

This  summer  will  mark  the  end  of  the  second 
year  of  this  program,  which,  so  far,  has  focused 
on  only  the  first  phase,  as  described.  One  of  the 
first  fields  with  which  contact  was  made  was  the 
crucial  one  of  Education.  Here,  a deliberate  at- 
tempt was  made  to  work  from  the  ‘Top”  down. 
This  was  based  upon  experience  and  observ^ation 
that  previous  programs,  working  with  classroom 
teachers  alone,  often  created  problems  for  them 
when  they  attempted  to  put  into  practice  the  prin- 
ciples they  had  learned,  without  the  sympathetic 
cooperation  of  their  superiors. 

So  this  time  successive  programs  were  arranged 
for  school  superintendents  and  then  school  prin- 
cipals, before  those  for  teachers  at  the  classroom 
level.  A most  successful  series  was  also  arranged 
for  clergy.  In  all  of  these  and  in  succeeding  ones 
as  well,  individuals  and  organizations  from  the 
areas  involved  participated  in  the  planning  and  or- 


ganization of  their  respective  series.  Contents  in- 
cluded the  background  and  roles  of  the  standard 
mental  health  professionals,  general  mental  health 
principles,  normal  and  abnormal  development,  and 
areas  of  specific  concern  for  the  participants 
involved. 

These  initial  efforts  met  with  such  success  that 
the  ripples  spread  rapidly  through  our  small  pond. 
Almost  by  self-recruitment,  a much  wider  variety 
of  groups  were  involved. 

After  the  more  homogenous  School  Superinten- 
dent and  School  Principal  groups,  a different  kind 
of  series  was  begun.  Here  the  focus  was  on  a com- 
munity school  which  was  in  a black  neighborhood, 
but  very  close  to  the  geographical  boundary  with 
a middle  class  white  neighborhood,  and  in  the  stu- 
dent body  of  which  there  had  been  a deliberate 
attempt  to  mix  both  groups  and  to  enrich  their 
curriculum  and  mode  of  teaching.  Here,  the  dis- 
cussion series  was  directed  to  the  regular  teachers, 
the  teacher  aides  derived  primarily  from  the  black 
community,  and  the  volunteer  tutors,  derived  from 
the  white  community. 

Another  discussion  series,  which  somewhat  cut 
across  lines,  was  organized  around  Title  I pro- 
grams within  the  State  of  Rhode  Island.  For  those 
not  conversant  with  such  short-hand.  Title  I re- 
fers to  a Federally  supported  program  designed  to 
improve  the  lot  in  life  and  the  ability  to  learn  of 
children  who  are  economically  and  socio-culturally 
deprived.  Such  programs  may  deal  directly  with 
the  ways  in  which  they  are  taught,  or  with  the 
physical  or  emotional  health  of  the  children  and 
family  interactions. 

So,  under  the  banner  of  Title  I,  a series  was  held 
for:  Advisory  Boards,  School  Superintendents, 
Coordinators,  and  Parents — a most  desirable 
spread  among  the  participants. 

In  the  same  way,  the  Center  moved  from  a 
program  directly  for  clergymen  to  a program  de- 
signed for  both  clergy  and  their  parishioners,  and 
from  a number  of  different  denominations.  This 
was  followed  by  a series  within  one  particular 
temple,  involving  rabbis,  mental  health  profes- 
sionals, parents  and  adolescents,  based  on  the  prob- 
lems of  adolescence. 

Another  most  useful  series,  for  which  there  are 
many  demands  for  repetition,  has  been  tailored  for 
Community  Action  Program  personnel.  This  has 
allowed  reaching  out  to  indigenous  community 
members. 

There  has  been  another  program  for  staff  and 
volunteers  of  the  local  Big  Brother  organization. 
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and  still  another  for  pediatricians  and  general 
practitioners,  on  general  psychiatric  problems. 

In  this  process  two  of  our  goals  have  been  ap- 
proached. We  have  communicated  a knowledge  of 
mental  health  principles  and  an  awareness  of  small 
group  operation  to  a very  wide  variety  of  profes- 
sionals and  non-professionals.  Also,  in  the  course 
of  this,  we  have  had  an  opportunity  to  learn  some 
of  the  concepts  with  which  they  operate,  what 
they  regard  as  significant  problems  and  most  im- 
ix)rtant — the  areas  in  which  they  have  difficulty 
in  using  us. 

A further  widening  to  more  diverse  groups  is  in 
prospect.  Future  plans  for  further  expansion  are 
already  on  the  drawing  board.  Groups  to  be  in- 
volved include  police  and  probation  officers.  Also, 
the  network  of  Community  Mental  Health  Clinics 
throughout  this  state,  the  staffs  and  boards  of 
which  make  up  a wide  cross-section  of  their  com- 
munities. 

A new  departure  will  be  the  provisions  of  a 
short,  intensive  ‘‘leadership  development  seminar,” 
utilizing  “sensitivity  training”  and  other  methods 
for  leadership  personnel  in  municipal,  educational, 
and  social  organization  throughout  Rhode  Island. 
It  was  contemplated  in  the  original  proposal,  that 
this  might  be  an  ultimate  development.  The  de- 
mands from  the  field  have  made  it  come  sooner 
than  originally  expected. 

There  has  been  a most  interesting  momentum 
in  all  of  this,  and  proposals  emanate  from  group 
after  group  with  intensity  and  and  originality.  It 
is  our  hope  that  the  interest  shown  and  the  sup- 
port evinced  will  allow  this  project  to  become  a 
permanent  part  of  the  community  scene  long  after 
the  originally  necessary  Federal  support  will  have 
ended. 

It  is  Phase  II  of  this  project  which,  frankly,  ex- 
cites me  even  more — 'though  it  must  be  admitted 
that  it  has  not  yet  been  put  into  operation.  In  this 
phase  instead  of  the  major  flow  being  from  Center 
personnel  to  relatively  homogenous  groups,  with  a 
planned  sequence  of  topics,  there  would  be  a small 
problem-solving  group.  The  focus  would  be  on  a 
significant  topic  or  problem  area,  for  instance  that 
of  Family  Life  in  the  Inner  City.  Participants 
could  include  individuals  identified  as  having  the 
potential  for  contribution,  based  upon  observation 
of  them  in  Phase  I seminars.  It  could  involve  key 
personnel,  including  provocative  ones,  from  within 
the  community  and  a cross  section  of  citizens  and 
helping  professionals.  The  multiple  goals  would 
be  to  identify  the  key  problems  as  seen  by  those 


who  suffer  from  them,  to  try  out  for  relevance  and 
helpfulness  the  concepts  of  the  standard  helping 
professions,  and,  with  the  aid  of  concerned  citizens, 
to  work  this  through  to  these  ends:  that  those  hav- 
ing the  difficulties  have  a chance  to  con.sider  our 
concepts  and  hardwon  knowledge  in  a relatively 
small,  private  arena  where  indeed  thinking  can 
serve  as  trial  action;  and  that,  for  the  standard 
professionals  and  their  agencies,  an  opportunity 
be  provided  for  considering  how  useful  and  rele- 
vant their  methods  and  operations  have  been. 
Hopefully,  from  a long-lasting,  open-ended,  prob- 
lem-oriented series  of  this  sort,  new  insights  and 
new  solutions  may  engage,  local  citizenry  have 
more  than  their  “gut  feelings”  to  go  upon,  and 
agencies  may  be  able  to  revise  and  refine  their 
operations  in  ways  which  make  them  more  useful 
for  the  contemporary  scene. 

Another  way  in  which  the  private  hospital  may 
serve  as  an  educational  resource  for  the  community 
may  be  illustrated  by  the  two  Hospitals,  Butler 
and  Bradley.  Both  pride  themselves  upon  excel- 
lent libraries.  Both  are  tied  into  the  library  system 
of  Rhode  Island  (through  the  Union  Library  List- 
ing). This  allows  each  setting  with  specialized  li- 
braries to  supplement  the  offerings  of  the  others. 
In  our  case  this  has  meant  provision  of  references, 
bibliographies,  and  text  and  journal  material  for 
students  at  the  high  school,  college,  and  graduate 
levels  in  the  areas  of  our  special  interest.  This  in- 
deed is  a significant  contribution  of  an  educational 
resource  for  our  urban  community. 

Last  but  not  least  should  be  considered  the  op- 
portunity for  high  school  and  college  youth  to 
learn  about  the  problem  areas  we  serve  and  the 
kinds  of  professions  and  occupations  organized  in 
our  settings  to  meet  the  needs  of  humanity  need- 
ing help.  By  participation  in  Career  Days  and 
orientation  programs  and  by  the  provision  of  op- 
portunities to  volunteer  personal  services  we  do 
much  to  enrich  the  lives  of  youth  and  widen  the 
horizons  of  opportunities  available  to  them,  as 
well  as  to  give  our  patients  vital  evidence  of  the 
warmth  and  breadth  of  the  community’s  concern 
for  them. 


ONE  SENTENCE  ESSAY 
Shakespeare  on  Obesity 
Make  less  thy  body  hence  and  more  thy  grace, 
leave  gormandizing;  know  thy  grave  doth  gape  for 
thee  wider  than  for  other  men. 
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Discussion  of  Papers  of  Doctors  Donnelly  and  Laufer 


By  ROBERT  S.  GARBER.  .ALD.,.  Medical  Direc- 
tor, Carrier  Clime,  Belle  Mead,  Xew  Jersey 


Our  program  this  morning  has  dealt  A\-ith  the 
role  of  the  private  psychiatric  hospital.  Private 
psychiatric  hospitals  have  a very  distinguished  ca- 
reer in  mental  health,  derived  if  you  mil  from  the 
fact  that  for  man}-,  many  decades  the  principal 
investigation  in  mental  health  and  mental  illness 
was  conducted  by  the  private  hospitals.  Butler 
Hospital  certainly  was  one  of  several  that  was  very 
prominent  in  this  endeavor.  I believe  this  is  why 
its  125th  anniversary  is  such  an  outstanding  event, 
com.memorating  its  role  in  that  respect.  About  ten 
years  ago,  at  the  time  the  American  Psychiatric 
Association  was  encouraging  the  development  of 
psychiatric  units  in  general  hospitals,  a number 
of  private  hospitals  and  their  board  became  ver}’ 
anxious  and  felt  somewhat  threatened.  Then  presi- 
dent of  the  American  Psychiatric  Association,  Doc- 
tor Francis  Braceland,  remarked  that  this  would 
do  the  private  hospitals  no  harm  at  all,  but  rather 
would  do  us  a lot  of  good.  Private  hospitals  have 
continued  to  thrive  and  prosper,  even  though  each 
year  there  seem  to  be  a few  dropouts.  There  are, 
however,  always  a few  new  ones  to  come  along. 
There  is  a national  organization  of  private  ps\’chi- 
atric  hospitals  that  has  about  120  member  hos- 
pitals. It  is  very  active  in  promoting  our  role 
throughout  the  country  and  deals  very  effective!}’ 
with  what  our  three  panelists  have  discussed  this 
morning. 

Doctor  Donnelly's  comment  on  the  annual  lec- 
ture series  that  hospitals  have  introduced  is  cer- 
tainly exemplified  by  the  highly  successful  one 
the  Institute  of  Living  has  conducted  over  a pe- 
riod of  years.  I have  been  very  much  impressed, 
since  I have  relatives  there  who  each  time  send 
me  full  page  stories  of  the  entire  presentations  of 
Doctor  Donnelly’s  staff.  I know  that  they  play  to 
a full  house  audience  on  every  occasion.  His  com- 
ment that  it  was  well  nigh  impossible  to  answer 
all  of  the  calls  for  educational  programs  is  a cheer- 
ing note,  particularly  when  I can  recall  many  years 
ago  when  psychiatrists  were  not  that  well  received 
and  not  that  much  in  demand.  It  has  almost 
reached  a point  where  many  of  us  will  probably, 


as  have  our  general  hospital  counterparts,  move  to 
having  fulltime  directors  of  education. 

His  comment  about  the  hospital’s  relationship 
with  industrial  businesses  reminds  me  of  Doctor 
Barton’s  comment  that  the  percentage  of  workers 
on  the  UA\\'  contract  using  psychiatric  services 
was  far  below  what  was  anticipated.  It  may  be 
useful  for  those  in  a similar  position  to  follow  the 
lead  of  our  own  district  branch.  We  invited  in  all 
of  the  union  leaders  on  a statewide  basis  ,and  an 
additional  50  shop  stewards,  into  the  hospital  to 
spend  a full  day  so  that  we  could  acquaint  them 
with  the  hospital's  facilities.  These  men  com- 
mented that  many  of  their  workers  were  reluctant 
to  use  any  in-patient  psychiatric  facilities  because 
they  had  the  same  image  for  all  of  them  as  per- 
tained to  the  public  hospitals  in  our  state.  There- 
fore, it  can  frequently  be  beneficial  to  make  the 
public  aware  of  what  psychiatric  facilities  are 
available. 

The  long  history  of  the  private  psychiatric  hos- 
pital in  the  training  of  psychiatric  residents  is 
well  known  to  us.  What  perhaps  is  not  as  well 
known  is  the  role  that  the  private  hospital  plays 
in  the  training  of  other  mental  health  personnel. 

Doctor  Laufer’s  description  of  the  modus  oj^e- 
randi  of  the  education  program  that  they  have 
developed  for  their  educational  system,  wherein 
the}’  eventually  had  to  deal  with  the  superv’isors 
and  principals  in  the  school,  reminds  me  of  the 
Wenninger  Clinic's  experience  in  developing  psy- 
chiatry for  industry.  They  started  out  presenting 
programs  to  personnel  directors;  and  this  was  well 
leceived  until  the  personnel  directors  tried  to  re- 
turn to  their  industries  and  enact  some  of  the 
things  they  had  learned.  They  found  that  if  they 
didn’t  have  the  support  of  their  superiors,  namely 
the  executives  of  the  industry,  they  got  nowhere. 
So  the  Wenninger  Clinic's  programs  are  now  en- 
titled “Psychiatry  For  Executives.”  The  other 
comments  he  made  about  programs  of  psychiatry 
for  the  general  practitioner  remind  me  that  several 
years  ago  the  AWA  Council  on  IMental  Health  ap- 
pointed a subcommittee  to  search  for  a new  title 
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for  such  programs.  They  didn't  like  the  idea  of 
“Psychiatry  for  the  Xon-Psychiatric  Physician”  or 
“•  Psychiatry  for  the  General  Practitioner.”  After 
struggling  with  this  for  some  time,  they  hit  ujx»n 
the  idea  of  just  calling  it  “Psychiatry'  for  the 
Physician."’  It  is  interesting  that  in  our  own  ex- 
perience in  Xew  Jersey  after  12  years  our  pro- 
grams now  have  appeal  to  physicians  at  all  levels. 
We  find  nose  and  throat  specialists,  roentgenolo- 
gists, olrstetricians,  and  gynecologists,  and  even  a 
surgeon  or  two  every  so  often,  will  enter  the 
program. 

His  other  comment  about  careers  in  psychiatr\' 
prompts  me  to  bring  to  your  attention  that  the 
.^.P.-A.  Commission  on  Manpower  has  a very  fine 
book  titled  “Careers  in  Psychiatry”  that  we’ve 
urged  local  district  branches  to  make  available  to 
libraries  and  schools.  Perhaps  this  can  be  imple- 
mented. 


Malpractice 
protection 
is  serious 
business! 

Talk  only  to  the  experts! 


Z 


ONE  SENTENCE  ESSAY 


I'm  old  really;  I can't  take  yes  for  an  answer 
any  more. 

. . . Godfrej’  Bonsack,  British  designer  of  the 
bathtub  for  two. 


HEALTH  HAVENS 

NURSING  HOME 


A Participating  Extended  Care  Facility 
In  Federal  Medicare 


Registered  Professional  Nurses  On  All  Shifts 
Dietician  Physiotherapist 

Organized  But  Open  Medical  Staff 
Eth'cally  Managed 

100  Wampanoag  Trail  East  Providence 
Tel.  438-4275 

JCAH  Accredited 


And  let  them  speak  for  you.  By  all 

means,  discuss  your  treatment  with  your 
patients  during  treatment.  But  should  a 
patient’s  lawyer  want  to  speak  to  you 
about  your  treatment,  don’t  put  yourself 
at  a disadvantage.  Let  lawyers  talk  to 
lawyers.  Refer  him  to  the  legal  counsel 
for  your  professional  liability  insurance 
company. 

And  when  it  comes  to  malpractice  liabil- 
ity insurance,  talk  to  the  Man  from 
Starkweather  & Shepley.  As  a leading 
agency  for  the  St.  Paul  Insurance  Com- 
pany, he  can  provide  you  coverage  up  to 
$1  million.  In  fact,  he  can  provide  you 
with  a total  insurance  program  covering 
all  your  professional  and  personal  needs. 

Yes,  talk  to  your  patients  about  medicine, 
let  the  Man  from  S & S talk  to  you  about 
insurance  and  let  the  insurance  company 
lawyers  talk  about  law. 


Contact  Gardner  C.  Borden,  C.P.C.U. 

Starkweather  & Shepley,  Inc. 

155  South  Main  Street 
Providence,  R.  I.  421-6900 

■ I ONE  SOURCE /TOTAL  INSURANCE 

559-9 
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Editorial 


GUEST  EDITORIAL:  THEORIES  OF  AGING 


At  the  eighth  International  Congress  of  Geron- 
tology, held  in  Washington,  D.C.,  this  past  August, 
the  biologists  held  a prominent  position.  It  is  well 
for  us  in  the  medical  profession  to  learn  what  they 
are  about,  for  what  the  biologists  are  thinking  to- 
da\',  medicine  will  be  doing  tomorrow. 

The  British  biologist,  Alex  Comfort,  from  Uni- 
versity College,  London,  said  ‘\\ging  appears  to 
represent  a loss  of  information  from  the  human  or- 
ganism so  stable  that  the  modern  age  of  senility  is 
not  different  from  that  in  the  time  of  Closes.”  He 
then  went  on  to  make  the  challenging  statement 
that  “a  crash  program  directed  to  the  aging  process 
might  within  five  years  identify  a clock  or  clocks 
which  control  information  loss.  By  tampiering  with 
this  mechanism  we  might  modif}"  the  process  of  ag- 
ing and  postpone  some  or  all  of  the  vigor  loss  which 
goes  with  it.”  Expreriment  has  shown  that  integral 
modifiability  of  the  aging  process  is  possible.  Mam- 
malian experiments  involving  relatively  simple  man- 
ipulation such  as  calorie  restriction  or  the  adminis- 
tration of  hormones  indicate  that  this  type  of 
intervention  is  practicable  in  certain  circumstances. 

This  type  of  approach  is  relatively  easy.  But 
there  is  another  approach,  infinitel}'  complex  and 
extraordinarily  challenging.  This  assumes  that  ag- 
ing represents  an  information  loss  and  transcription 
error  which  occurs  at  the  cellular  level. 

The  simplest  hypotheses  state  that  information 
is  being  lost  from  DXA  either  through  mutation, 
macromolecular  damage,  or  epigenetic  masking. 
These  hypotheses  are  under  question,  and  their  de- 
finitive value  awaits  further  advances  in  genetic 
chemistry. 

At  the  present  time  it  seems  clear  that  error  ac- 
cumulation in  primary  DXA  has  been  neither 
demonstrated  or  excluded  as  a cause  of  aging  and 
that  all  arguments  and  mechanisms  adduced  for  it 
could  apply  with  equal  force  to  error  accumulation 
at  a post-DXA  level. 


By  far  the  most  attractive  location  of  the  pri- 
mary error  site  puts  it  at  the  RXA-synthetase 
step.  This  theory  was  developed  by  Orgel  in  1963, 
and  is  now  having  profound  influence  on  the  study 
of  limitation  in  clones  (cell  aggregates).  According 
to  Orgel,  error  either  in  RX’A  specification  or  in 
the  production  of  synthetases  from  RXA  templates, 
both  cytoplasmic  in  site,  would  lead  to  precisely  the 
required  accumulation  of  further  error  through  the 
machine-tool  role  of  the  synthetases  (RX'^A  poly- 
merases and  others)  in  specifying  both  secondary 
templates  and  themselves.  This  would  produce  an 
eventual  error  crisis,  bad  copies  driving  out  good. 
If  incorrect  synthetases  produce  both  further  errors 
and  more  of  themselves  they  could  exert  a detri- 
mental action  both  within  the  cell  and,  if  trans- 
ferred, in  other  cells.  Xumerous  experiments  to 
locate  error  sites  through  a search  for  runaway 
snythesis  of  RX'A,  DX'A,  and  protein  are  in  agree- 
ment with  this  model.  Perhaps  most  convincing  is 
one  observation  by  Goddard  et  al.,  in  1969,  that 
gamma-irradiated  RXA  polymerase  can  misspecify. 

The  main  investigable  consequences  of  an  Orgel- 
t^pe  error  model  would  be:  (1)  increasing  clonal 
divergence  with  age;  (2)  aggravation  of  error 
agents  such  as  unconventional  aminoacids  which  act 
directly  on  protein  specification;  and  (3)  cyto- 
plasmic transmissibility. 

Comfort  lists  the  most  important  biologic  proj- 
ects now  going  forward  as  follows: 

1.  The  investigation  of  substances  and  of  pro- 
cedures such  as  caloric  restriction,  which  are  known 
to  prolong  mammalian  life — with  special  reference 
to  those  which  are  theoretically  accountable  al- 
ready, such  as  anti-irradiation  agents. 

2.  The  investigation  of  clonal  senescence  and 
the  nature  of  spanned  clones — with  special  refer- 
ence to  the  Hayflick  phenomenon  (the  apparent 
limit  of  potential  further  division  in  somatic  cells). 

3.  The  investigation  of  autoimmune  age  effects. 
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both  as  contributors  to  the  pathology  of  observed 
aging  in  man,  and  for  the  light  they  throw  on  clone 
divergence  and  quality  control  in  body  cells. 

4.  The  investigation  of  developmental  agents 
at  the  whole-animal  level.  Included  are  both  those 
which  retarded  the  program,  antimetabolic  and  an- 
tidifferentiant  agents  (caloric  restriction  again  be- 
ing one  of  these)  and  the  normal  hormones. 

5.  Continued  work  on  the  nature  of  the  differ- 
ences between  animals  which  determine  relative 
life  spans,  bearing  in  mind  Sacher’s  warning  against 
overcommitment  to  the  “molecular  paradigm.” 

The  picture  of  fundamental  research  in  aging  has 
been  greatly  altered  over  the  past  decade.  Through 
diverse  there  now  appears  to  be  convergence  and, 
given  another  ten  years,  the  divergencies  might  be 
resolved.  The  Orgel  theory  is  promising  since  it 


carries  the  theoretical  possibility  of  reversing  exist- 
ing damage,  because  in  this  model  the  primary  in- 
formation is  intact. 

Concentrated  efforts  to  find  ways  of  modifying 
the  rate  of  aging  and  to  see  if  the  results  can  be 
usefully  applied  to  man  have  now  entered  the 
realm  of  immediate  possibility. 

How  immediate  this  possibility  is  depends  on 
adequate  financial  backing  of  those  already  at 
work  and  those  who  will  have  to  be  drawn  into  the 
effort. 


Reprinted  from  the  January  15,  1970  issue  of  the 
New  York  State  Journal  of  Medicine,  with  the  per- 
mission of  the  publishers. 


The  Norelco  84  does  a big  job  for  the 
executive  or  professional  man  who  doesn’t 
have  a lot  of  time  to  waste  on  dictation.  This 
modern,  completely  automatic  machine  is 
remotely  controlled,  easy  to  use  - and  fast.  You 
can  correct  dictation  instantly.  Transcription 
is  just  as  simple. 

The  Norelco  84  is  so  inexpensive,  it 
quickly  pays  for  itself  in  secretarial  time. 

Walter  Adler’S  VIP 

Corner  of  Orange  and  Pine  Sts.  Providence,  R.l.  (401)  521-0060 


And  Walter  Adler’s  VIP,  your  Rhode 
Island  Norelco  distributor,  gives  you  plenty  of 
back  up.  VI P will  survey  your  office  and  make 
recommendations  on  your  communications 
needs.  VIP  has  a complete  service  depart- 
ment, a lease  program,  used  equipment  to  sell. 

Stop  in  at  Walter  Adler’s 
V IP.  And  talk. 
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THE  ROLE  OF  THE  PRIVATE 
PSYCHIATRIC  HOSPITAL 
11.  Tlie  Private  Hospital  as  a training 
center  for  mental  health  personnel 

(Continued  from  page  333) 
would  consider  nowadays  a therapreutic  program. 
It  had  somehow  become  accepted  that  this  was  all 
that  could  be  expected  of  these  patients  and  that 
most  of  them  would  probabh-  spend  the  rest  of 
their  lives  in  the  hospital.  But  this  idea  was  ana- 
thema to  a young  resident  who  was  assigned  to 
the  hall  and  who  after  looking  over  the  situation 
began  to  ask  himself  questions  which  his  seniors 
should  have  asked  themselves  a good  deal  sooner, 
namely,  ‘'\\'hy  aren’t  these  patients  talking  to  each 
other?  Why  does  each  sit  in  his  chair  as  an  indi- 
vidual without  contact  with  others,  with  little  con- 
tact with  the  staff,  each  going  his  separate  w^ay 
and  leading  an  isolated,  empty  life?”  From  that 
first  question  he  began  providing  answers  by  ask- 
ing the  jiatients  questions,  by  stirring  them  up, 
and  gradually  as  the  weeks  and  months  went  by, 
completely  reversing  the  atmosphere  on  the  hall 
with  the  result  that  some  of  the  patients  were  dis- 
charged and  those  who  could  not  be  discharged 
nevertheless  improved  to  a tremendous  extent  their 
social  well  being  and  their  social  interaction.  In 
effect  he  filled  their  lives  with  meaningful  rela- 
tionships and  a certain  amount  of  entertainment, 
including  weekly  trips  to  the  local  restaurant  for 
dancing,  a group  in  which  the  average  age  was 
appro.ximately  70.  If  I needed  an  example  at  all, 
I think  I would  pick  that  one  as  a justification  for 
a training  program,  at  least  in  this  hospital  on 
that  particular  hall  at  that  time. 

Disadvantages — An  occasional  patient  may  com- 
plain about  talking  to  a trainee  instead  of  dealing 
with  a senior  man.  In  addition  to  this,  an  occa- 
.sional  jiatient  may  complain  about  the  fact  that, 
because  there  are  so  many  individuals  in  training 
in  the  institution,  he  has  to  repeat  over  and  over 
again  the  same  thing  to  different  people  who  are 
finding  out  about  him. 

For  the  Trainee:  Advantages — Teaching  in  good 
clinical  practice.  '‘Good”  patients,  by  which  I mean 
intelligent,  articulate  individuals  able  to  discuss 
themselves  as  I have  mentioned  before.  Oppor- 
tunity for  experimentation,  for  trying  new  ideas, 
new  methods  of  treatment,  new  combinations.  Dis- 
covering poor  practices  in  the  institution  which 
may  have  been  overlooked  and  which  are  not  par- 
ticularly therajieutic.  An  opjx)rtunity  for  creativ'ity 
on  the  part  of  the  trainee  is  an  inquisitive  atmo- 


sphere. Time  for  individual  study  of  jjatients  as 
individuals,  and  I would  emphasize  as  individuals. 

Disadvantages — Even  though  insurance  coverage 
is  increasing,  it  is  still  true  that  private  psychiatric 
hospitals  admit  only  a very  few  patients  of  low- 
socio-economic  status,  and  for  any  extended  time 
the  resident  will  therefore  get  little  experience  with 
particular  group.  It  is  essential  that  the  resident 
obtain  additional  training  in  a setting  in  which  he 
will  have  the  oppxrrtunity  of  coming  to  grips  with 
the  psychiatric  and  social  problems  inherent  in 
this  group.  However,  it  is  important  to  note  that 
with  training  in  a private  psychiatric  hospital  on 
individual  patients  the  trainee  will  be  ready  for 
this  kind  of  professional  experience,  because  he 
will  by  then  have  reached  a certain  level  of  human 
understanding  and  psychiatric  knowledge.  In  addi- 
tion, because  private  psv'chiatric  hospitals  do  not 
admit  primarily  medical  and  surgical  patients,  a 
resident  in  psychiatry  will  be  limited  in  his  train- 
ing in  this  particular  field  and  he  will  have  to 
spend  time  in  training  in  a general  hospital  where 
he  can  learn  the  psychiatric  aspects  of  medical  and 
surgical  illnesses  and  participate  in  consultations. 
In  addition  to  this  I think  that  there  are  probably 
rather  few  private  psychiatric  hospitals  that  run 
a 24-hour  emergency  service  of  the  tv-pe  that  one 
finds  in  emergency  words  of  general  hospitals. 
Again  this  is  an  important  aspect  of  pS3-chiatric 
training  which  the  resident  will  have  to  obtain 
elsewhere.  Last  and  perhaps  most  important,  pri- 
vate psychiatric  hospitals  tend  to  discharge  pa- 
tients if  the  patients  run  out  of  money,  ev-en  if 
thev'  have  not  v'et  recovered  from  their  illnesses. 
This  means  that  the  training  of  the  resident  in  the 
treatment  of  such  patients  will  inevitably  be  in- 
terrupted by  the  patient's  lack  of  funds,  in  the 
result  that  the  trail  e^  will  be  denied  the  oppor- 
tunity of  followin  he  course  of  the  patients' 
illnesses  to  their  natural  conclusion. 

On  both  humanitarian  and  education  grounds 
we  at  ^IcLean  have  been  concerned  about  patients 
being  discharged  because  of  lack  of  funds,  and  we 
have  established  a policy  that  a patient  beyond  the 
evaluation  stage  who  is  in  an  active  treatment 
program  will  not  be  discharged  for  financial  rea- 
sons, if  such  a discharge  would  make  a significant 
difference  in  the  outcome  of  the  patient's  illness. 
This  means,  in  effect,  that  the  hospital  is  contrib- 
uting a fair  amount  of  free  care. 

For  the  Staff:  Advantages — The  staff  benefit  by 
having  trainees  assisting  them  in  their  clinical 
(Coiitiiuied  on  page  343) 
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There’s  a soup 

for  almost  every  patient  and  diet 
...for  every  meal 
and,  it’s  made  by 


PROTEIN  CONTENT/  7 oz.  Serving* 


Bean  with  Bacon 
Beef 

Chicken  Broth 
Chicken  'N  Dumplings 
Chili  Beef 
Green  Pea 


6.8 

8,0 

5.5 

5.8 
6.2 

6.9 


Green  Pea  with  Ham  (Frozen) 

Hot  Dog  Bean 

Pepper  Pot 

Split  Pea  with  Ham 

Vegetable  Beef 

Vegetable  with  Beef  (Frozen) 


7.6 

8.4 
6.1 

10.2 

5.0 

5.4 


When  protein  is  the  focal  point  in  your  patients’ 
special  diets,  Campbell’s  Soups  can  be  a convenient 
supplementary  source  of  that  essential  nutrient. 


* From  “Nutritive  Composition  of  Campbell’s  Products” 
which  gives  values  of  important  nutritive  constituents  of  all 
Campbell’s  Products.  For  your  copy,  write  to  Campbell  Soup 
Company,  Dept.  365,  Camden,  New  Jersey  08101. 


metronidazole 


Cures  Trichomoniasis  in 
Both  Women  and  Men 


About  half  of  all  husbands  of  in- 
fected women  harbor  Trichomonas 
vaginalis  * 

Few  of  these  men  have  symptoms. 
Even  so,  all  are  capable  of  perpetuat- 
ing the  infection  and  rendering  treat- 
ment of  a woman  alone  futile. 

Only  a systemically  active  medica- 
tion like  Flagyl  is  capable  of  reach- 


ing the  hidden  reservoirs  of  infection 
in  the  genitourinary  tracts  of  both 
men  and  women. 

Only  Flagyl  has  been  able  to 
achieve  rates  of  cure  consistently 
above  90  per  cent  and  often  up  to 
100  per  cent  in  trichomonal  infec- 
tions in  both  men  and  women. 


Indications:  For  the  treatment  of  trichomo- 
niasis in  both  male  and  female  patients  and 
the  sexual  partners  of  patients  with  a recur- 
rence of  the  infection  provided  trichomonads 
have  been  demonstrated  by  wet  smear  or 
culture. 

Contraindications:  Evidence  of  or  a history 
of  blood  dyscrasia,  active  organic  disease  of 
the  central  nervous  system  and  the  first  tri- 
mester of  pregnancy. 

Warnings:  Use  with  discretion  during  the  sec- 
ond and  third  trimesters  of  pregnancy  and 
restrict  to  patients  not  cured  by  topical  mea- 
sures. Flagyl  (metronidazole)  is  secreted  in 
the  breast  milk  of  nursing  mothers.  It  is  not 
known  whether  this  can  be  injurious  to  the 
newborn. 

Precautions:  Mild  leukopenia  has  been  re- 
ported during  Flagyl  use;  total  and  differen- 
tial leukocyte  counts  are  recommended 
before  and  after  treatment  with  the  drug, 
especially  if  a second  course  is  necessary. 
Avoid  alcoholic  beverages  during  Flagyl  ther- 
apy because  abdominal  cramps,  vomiting  and 
flushing  may  occur.  Discontinue  Flagyl 
promptly  if  abnormal  neurologic  signs  occur. 
There  is  no  accepted  proof  that  Flagyl  is  ef- 
fective against  other  organisms  and  it  should 
not  be  used  in  the  treatment  of  other  condi- 
tions. Exacerbation  of  moniliasis  may  occur. 
Adverse  Reactions:  Nausea,  headache,  ano- 
rexia, vomiting,  diarrhea,  epigastric  distress, 
abdominal  cramping,  constipation,  a metallic, 
sharp  and  unpleasant  taste,  furry  or  sore 
tongue,  glossitis  and  stomatitis  possibly  asso- 
ciated with  a sudden  overgrowth  of  Monilia, 
exacerbation  of  vaginal  moniliasis,  an  occa- 
sional reversible  moderate  leukopenia,  dizzi- 
ness, vertigo,  drowsiness,  incoordination  and 
ataxia,  numbness  or  paresthesia  of  an  extrem- 
ity, fleeting  joint  pains,  confusion,  irritability, 
depression,  insomnia,  mild  erythematous 


eruptions,  “weakness,”  urticaria,  flushing,  dry- 
ness of  the  mouth,  vagina  or  vulva,  vaginal 
burning,  pruritus,  dysuria,  cystitis,  a sense  of 
pelvic  pressure,  dyspareunia,  fever,  polyuria, 
incontinence,  decrease  of  libido,  nasal  con- 
gestion, proctitis,  pyuria  and  darkened  urine 
have  occurred  in  patients  receiving  the  drug. 
Patients  receiving  Flagyl  may  experience  ab- 
dominal distress,  nausea,  vomiting  or  head- 
ache if  alcoholic  beverages  are  consumed. 
The  taste  of  alcoholic  beverages  may  also  be 
modified. 

Dosage  and  Administration:  In  the  Female. 
One  250-mg.  tablet  orally  three  times  daily 
for  ten  days.  Courses  may  be  repeated  if  re- 
quired in  especially  stubborn  cases;  in  such 
patients  an  interval  of  four  to  six  weeks  be- 
tween courses  and  total  and  differential  leu- 
kocyte counts  before,  during  and  after 
treatment  are  recommended.  Vaginal  inserts 
of  500  mg.  are  available  for  use,  particularly 
in  stubborn  cases.  When  the  vaginal  inserts 
are  used  one  500-mg.  insert  is  placed  high 
in  the  vaginal  vault  each  day  for  ten  days 
and  the  oral  dosage  is  reduced  to  two  250-mg. 
tablets  daily  during  the  ten-day  course  of 
treatment.  Do  not  use  the  vaginal  inserts  as 
the  sole  form  of  therapy.  In  the  Male.  Pre- 
scribe Flagyl  only  when  trichomonads  arc 
demonstrated  in  the  urogenital  tract,  one 
250-mg.  tablet  two  times  daily  for  ten  days. 
Flagyl  should  be  taken  by  both  partners  over 
the  same  ten-day  period  when  it  is  prescribed 
for  the  male  in  conjunction  with  the  treat- 
ment of  his  female  partner. 

Dosage  Forms:  Oral  tablets  . . . 250  mg. 

Vaginal  inserts  . . 500  mg. 

*References  available  on  request. 
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THE  ROLE  OF  THE  PRIVATE 
PSYCHIATRIC  HOSPITAL 
IL  The  Private  Hospital  as  a training; 
center  for  mental  health  personnel 
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work.  In  other  words  they  provide  additional  man- 
power. But  more  important  than  this  is  the  oppor- 
tunity for  the  senior  staff  to  be  stimulated,  to  keep 
on  their  toes,  to  be  challenged,  to  interact  with 
the  young,  bright  minds  who  are  constantly  ques- 
tioning what  they  do  and  what  they  think.  The 
senior  staff  is  forced  constantly  to  rethink  their 
assumptions,  what  they  say,  what  they  do,  and 
what  they  teach.  In  this  way  they  are  spared  from 
becoming  too  self-satisfied  and  pompous  in  their 
belief  that  they  have  in  fact  found  ultimate  an- 
swers to  the  treatment  of  the  disease.  The  train- 
ing programs  in  a private  psychiatric  hospital  also 
provide  opportunities  for  the  staff  of  achieving 
prestige  as  teachers  and  to  further  their  profes- 
sional development.  This  plays  an  important  part 
in  the  hospital’s  ability  to  attract  good  staff. 

Disadvantages — Teaching  is  an  encroachment  on 
the  clinical  practice  of  the  senior  staff.  They  have 
to  spend  time  in  teaching  which  they  might  other- 
wise spend  on  direct  clinical  care,  but  to  me  this 
seems  to  be  a small  price  to  pay  for  the  privilege 
of  working  and  teaching  in  a private  psychiatric 
hospital. 

I hope  I have  made  it  clear  that  I consider  the 
training  opportunities  of  a private  psychiatric  hos- 
pital to  be  great.  My  remarks  would  not  be  com- 
plete if  I did  not  address  myself  at  least  briefly 
to  a comparison  between  the  training  opportunities 
of  the  private  psychiatric  hospital  and  those  of 
other  psychiatric  facilities. 

First,  let  us  take  the  general  hospital.  The  psy- 
chiatric service  of  the  general  hospital  provides 
special  opportunities  to  trainees  because  the  psy- 
chiatric work  is  not  completely  segregated  from 
the  rest  of  medicine.  Thus  there  is  the  opportunity 
for  the  trainee  to  rub  elbows  and  exchange  com- 
munication with  his  colleagues  in  other  branches 
of  medicine.  As  I mentioned  before,  the  trainee 
will  also  have  the  opportunity  of  providing  psychi- 
atric consultation  and  emergency  care  for  patients 
who  are  primarily  in  the  hospital  for  nonpsychi- 
atric reasons,  i.e.,  for  medical  or  surgical  reasons. 
The  psychiatric  service  of  a general  hospital  evalu- 
ates and  treats  patients  over  a short  period  of 
time.  However,  most  general  hospitals  limit  psy- 
chiatric admissions  both  in  number  and  by  type 
of  diagnosis.  By  and  large  the  sicker  psychiatric 


patients  either  do  not  find  their  way  into  the 
general  hospital’s  psychiatric  service,  or  if  they  do 
they  tend  to  remain  there  for  a limited  period  of 
time.  This  inevitably  affects  the  training  oppor- 
tunities in  that  service.  In  addition,  very  few  gen- 
eral hospitals  are  equipped  to  provide  the  range 
of  activities  and  therapeutic  opiwrtunities,  such  as 
activity  therapies,  school,  recreational  therapy,  and 
so  one,  which  a good  psychiatric  hospital  provides 
as  a matter  of  course.  Therefore  in  the  training 
opportunities  of  the  general  hospital  are  limited  to 
those  types  of  patients  and  those  types  of  services 
which  it  can  offer. 

\^'ith  respect  to  the  state  hospital,  it  would  be 
difficult  for  a Bostonian  to  question  the  feasibility 
of  establishing  a first-rate  training  program  in  a 
state  hospital  in  view  of  the  existence  of  the 
Massachusetts  iMental  Health  Center,  which  is  af- 
filiated with  Harvard  and  every  year  trains  a 
large  number  of  psychiatric  residents  extremely 
well.  However,  it  must  be  recognized  that  the  old 
Boston  Psychopathic  Hospital  (its  former  name) 
is  hardly  typical  of  this  nation’s  state  hospitals 
in  the  development  of  training  programs.  It  seems 
to  me  that  the  state  hospitals  in  general  have 
serious  limitations  in  their  ability  to  provide  first- 
rate  staff  in  sufficient  numbers  to  develop  good 
training  programs.  In  addition,  because  of  the 
state  hospital’s  limited  resources,  it  often  only 
one  or  two  aspects  of  the  hospital’s  clinical  pro- 
gram are  really  fully  manned.  For  instance,  one 
may  find  a state  hospital  having  an  excellent  day 
care  center,  but  a rather  second-rate  inpatient  serv- 
ice. One  may,  in  fact,  find  also  that  there  are 
certain  administrative  policies  which  make  it  im- 
possible for  the  resident  and  other  mental  health 
professionals  to  follow  patients  throughout  their 
illnesses.  For  instance,  some  hospitals  limit  the 
duration  of  any  given  hospitalization.  Another  hos- 
pital may  establish  as  a matter  of  policy  that  if 
a patient  is  enrolled  in  the  day  care  center  then 
he  is  not  eligible  for  the  inpatient  service.  All  of 
the.se  affect  the  training  opportunities  of  the  state 
hospital.  There  are  also  other  problems  in  the  state 
hospital.  The  large  number  of  patients  makes  it 
very  difficult  to  train  mental  health  personnel  in 
concepts  of  individual  care,  which  are  the  hallmark 
of  the  private  psychiatric  hospital  and  which  I 
have  referred  to. 

However,  offsetting  these  disadvantages  to  some 
extent  is  the  advantage,  from  the  training  stand- 
point, that  since  the  length  of  the  patient’s  hos- 
(Coiitinued  on  next  page) 
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pitalization  is  not  determined  by  his  ability  to 
pay,  the  trainee  can  follow  the  patient  over  a long 
period  of  time,  if  necessar\’,  without  either  the 
patient's  clinical  experience  or  the  trainee’s  train- 
ing experience  being  interrupted  by  the  patient’s 
discharge.  In  addition,  also  in  contrast  to  private 
psychiatric  hospitals,  the  state  hospital  provides 
the  trainee  the  opportunity  to  examine  and  treat 
a much  broader  socio-economic  segment  of  the 
patient  population. 

Finally,  a word  about  community  mental  health 
centers  is  in  order.  Community  mental  health 
centers  provide  a very  special  opportunity  for  the 
development  of  training  programs  in  community 
psychiatry.  However,  at  the  moment  it  is  still  diffi- 
cult to  know  what  the  content  of  community  psy- 
chiatry is  and  what  should  be  taught.  And  if  one 
believes,  as  I do,  that  the  training  of  mental  health 
personnel  requires  contact  with  patients  over  a 
long  time,  then  I do  not  see  a community  mental 
health  center  being  a proper  setting  for  the  initial 
stage  of  training.  I do  not  mean  to  downgrade  the 
function  of  the  community  mental  health  center; 
I merely  mean  to  state  that  I believe  that  the  work 
of  community  mental  health  centers  would  be  more 
effective  if  the  mental  health  personnel  were 
trained  in  another  setting,  at  least  initially — a set- 
ting in  which  they  have  had  the  opportunity  of 


individual  treatment  and  where  achieving  a high 
level  in  the  quality  of  treatment  is  the  goal — be- 
fore they  become  involved  in  a setting  where  pro- 
viding service  to  a large  number  of  individuals  is 
the  objective. 

In  tliis  paper  I have  tried  to  show  some  of  the 
characteristics  of  the  private  hospital,  and  par- 
ticularly of  the  private  psychiatric  hospital,  which 
either  foster  or  hinder  the  development  of  train- 
ing programs  for  the  mental  health  professions.  I 
hope  that  my  conviction  is  evident  that  the  ad- 
vantages of  the  private  hospital  for  training  pur- 
poses far  outweigh  its  disadvantages. 

In  my  concluding  remarks  I should  like  to  ad- 
dress myself  to  the  educational  function  of  the 
private  psychiatric  hospital  in  a broader  sense,  not 
its  role  in  the  training  of  students  in  the  various 
professional  disciplines,  but  its  opportunity  for 
educating  our  colleagues,  our  peers,  about  the 
best  in  hospital  psychiatry. 

As  we  in  the  private  hospital  field  count  our 
blessings — the  excellent  working  conditions  for  the 
staff  and  the  remarkable  therapeutic  opportunities 
for  our  patients — let  us  remember  how  it  came 
about.  The  first  psychiatric  hospitals  in  this  coun- 
try were  private.  IMcLean,  for  instance,  was  for 
many  years  the  only  mental  hospital  in  Xew  Eng- 
land treating  both  rich  and  poor,  and  the  state 
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hospitals  in  Massachusetts  were  built  only  when 
IMcLean  could  not  accommodate  all  of  those  who 
needed  admission.  The  various  states  took  over 
the  responsibility  for  the  great  majority  of  the 
mentally  ill  because  the  private  sector  was  inade- 
quate to  the  task.  This  is  the  opposite  of  what 
happened  in  the  rest  of  medicine.  In  a way,  the 
state  system  took  the  private  psychiatric  hospitals 
off  the  hook.  It  permitted  us  to  concentrate  our 
therapeutic  efforts  on  the  very  few,  to  develop 
our  techniques  of  individual  treatment,  and  to 
strive  for  an  ideal  of  excellence.  In  private  psy- 
chiatric hospitals  we  control  the  number  of  pa- 
tients we  treat,  the  staff  we  recruit,  the  treatment 
w'e  give  and  the  price  we  charge.  Those  who  work 
in  private  psj''chiatric  hospital  do  not  find  them- 
selves constantly  hampered  and  demoralized  by 
attempting  to  treat  too  many  patients  with  too 
few  staff,  by  having  to  confront  the  bureaucracy 
and  a state  budget  before  making  any  innovations, 
and  by  having  to  wait  sometimes  for  years  for 
a piece  of  furniture. 

Not  being  obligated  to  provide  the  bare  mini- 
mum to  a large  number  of  people,  we  have  been 
free  to  experiment  and  to  learn  how  to  treat  the 
few  the  best  way  we  know  how.  This  is  no  reason 
for  conceit  or  smugness.  It  places  rather  on  the 
private  psychiatric  hospital  a special  obligation  to 
participate  and  collaborate  beyond  its  walls  with 
other  institutions  attempting  to  serve  the  com- 
munity. 

As  we  all  know,  “Action  for  Mental  Health,” 
the  report  of  the  joint  commission  of  Mental  ill- 
ness and  Health,  supposedly  sounded  the  death 
knell  of  the  mental  hospital  and  set  a new  direc- 
tion towards  community  mental  health  centers. 
This  change  in  emphasis  seemed  to  some  extent 
more  like  an  attempt  to  solve  the  problems  of  the 
large  state  hospital  than  a true  solution  for  the 
psychiatric  problems  of  the  community. 
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There  is  evidence  that  the  pendulum  is  begin- 
ning to  swing  back  and  that  some  of  the  first  opti- 
mism about  the  community  mental  health  centers 
is  being  replaced  by  second  thoughts  and  words  of 
caution.  The  recent  Group  for  the  Advancement 
of  Psychiatry  (GAP)  report  from  the  Committee 
on  Therapeutic  Care,  as  reported  recently  in  Psy- 
chiatric News,  is  refreshing  indeed.  It  levels  a 
strongly  worded  attack  against  the  view  “that  psy- 
chiatric hospitalization  is  a sign  of  failure  of  al- 
ternative methods  of  therapeutic  care,”  a result, 
the  report  says,  of  a “bandwagon  movement”  to 
keep  patients  out  of  hospitals  at  all  costs.  The 
report  praises  the  concept  of  community  psychia- 
try, but  cautions  that,  while  such  “treatment  inno- 
vations have  great  merit  . . . , we  are  concerned 
that  their  use  has  evolved  into  movements  to 
abolish  the  psychiatric  hospitals.” 

Stressing  “the  vital  role  of  the  psychiatric  hos- 
pital in  a continuum  of  comprehensive  psychiatric 
treatment,”  the  report  warns  that  the  movement 
virtually  to  eliminate  the  use  of  psychiatric  hos- 
pitalization is  “not  sufficiently  related  to  the  con- 
cept of  individual  personality  development  and 
personality  breakdown  or  to  the  specialized  needs 
of  the  patient.  The  clinical  result  of  uncritical  ac- 
ceptance of  this  concept  leads  to  diagnostic  and 
treatment  errors.”  It  points  out  that  the  need  for 
a psychological  retreat  for  the  patient  has  been 
recognized  since  antiquity  and  has  been  comple- 
mented recently  by  the  introduction  of  treatment 
modalities  that  are  best  employed  in  a psychiatric 
hospital.  Those  who  advocate  keeping  patients  out 
of  hospitals  at  all  costs,  the  report  says,  “are,  in 
effect,  denying  the  positive  aspects  of  therapeutic 
care  that  psychiatric  hospitals  have  provided  and 
continue  to  provide.”  It  further  states  that  “peo- 
ple cannot  be  treated  by  slogans  or  concepts”  and 
that  “hospital  psychiatry  or  community  psychiatry 
taken  as  an  abstraction  cannot  treat  or  cure  peo- 
ple.” The  community  mental  health  movement  is 
praised  as  progressive  and  a long  overdue  direction 
in  psychiatry,  but  the  report’s  authors  caution  that 
“in  moving  toward  this  goal  it  is  difficult  to  avoid 
making  promises  that  exceed  our  manpower  and 
our  capacity  for  effective  action  and  that  a new 
form  of  opprobium  has  begun  to  be  attached  to 
psychiatric  hospitalization  that  is  not  based  upon 
clinical  evidence  or  upon  social  psychiatric  re- 
search. We  are  deeply  concerned  that  demeaning 
the  importance  of  psychiatric  hospitals  may  result 
in  the  loss  of  public  supix)rt  for  both  psychiatric 
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hospitals  and  community  mental  health  centers.” 

Those  of  us  who  work  in  the  private  psychiatric 
hospital  field  should,  I think,  resist  the  temptation 
of  saying  ‘Sve  told  you  so”  and  instead  explore  in 
what  way  we  can  make  our  maximum  contribution 
in  this  more  open  minded  atmosphere. 

I believe  it  is  self-evident  that  the  private  psy- 
chiatric hospital  cannot  assume  full  responsibility 
for  the  total  psychiatric  treatment  of  any  given 
communit}-.  The  numbers  are  too  large,  the  funds 
available  too  small,  to  make  this  a viable  plan. 
In  addition  to  this,  if  the  private  psychiatric  hos- 
pital were  indeed  to  become  the  primary  or  only 
facility  for  delivering  the  services  which  the  state 
has  promised  to  the  citizens,  it  would  probably 
lose  the  freedom  and  autonomy  needed  to  main- 
tain its  high  level  of  operation.  It  is,  therefore,  in 
a different  area  that  one  must  look  for  the  con- 
tribution of  the  private  psychiatric  hospital  to  the 
health  of  the  total  community. 

One  of  the  major  contributions  which  the  pri- 
vate psychiatric  hospital  can  make  is  what  I would 
call,  for  want  of  a better  word,  ‘"leadership.”  I feel 
it  can  be  exercised  in  several  ways.  In  any  given 
community  where  there  are  state  institutions,  the 
private  hospital  can  keep  before  the  other  institu- 
tions its  own  concept  of  excellence  in  individual 
care,  a concept  which  many  of  our  colleagues  are 
simply  unfamiliar  with  or  feel  is  unreachable  or  un- 
necessary. Another  aspect  of  leadership  is  to  press, 
cajole,  force  decisions.  The  tempo  of  life  in  at  least 
state  institutions  is  remarkably  slow,  and  people 
think  nothing  of  taking  months  and  years  to  make 
decisions  with  more  months  and  years  before  they 
are  implemented. 

Most  private  psychiatric  hospitals  work  at  a 
very  different  temjx)  from  this;  and  if  we  can  use 
our  knowledge  and  experience  effectively,  we  can 
provide  badly  needed  constructive  leadership.  An- 
other area  in  which  the  private  hospital  can  pro- 
vide leadership  is  in  emphasizing  how  expensive 
good  psychiatric  care  is  instead  of  apologizing  for 
it.  When  one  considers  that  patients  are  being 
treated  in  state  hospitals  for  $10  or  $15  a day,  it 
must  be  difficult  indeed  for  many  to  understand 
why  it  costs  so  much  to  treat  patients  in  private 
hospitals.  We  can  be  useful  if  we  point  out  what 
intensive  psychiatric  treatment  of  the  most  severe 
forms  of  mental  illness  require  and  confront  the 
state  governments,  the  state  departments  of  men- 
tal health,  and  the  state  legislatures  with  the  fact 
that  is  costs  a great  deal  of  money.  And  we  can 
point  out  that  there  is  no  reason  to  expect  that 
intensive  psychiatric  treatment  should  cost  less 


than  the  $70,  $80,  or  $90  per  day  that  the  gen- 
eral hospitals  charge  for  their  inpatients.  We  can 
point  to  the  evidence  that  city  and  government 
general  hospitals  charge,  in  fact,  similar  rates,  if 
not  higher  rates,  than  some  of  the  very  best  pri- 
vate nonprofit  general  hospitals.  And  we  can  use 
this  as  an  argument  to  show  that  the  private  psy- 
chiatric hospitals  are  not  overcharging,  are  not 
gilding  the  lily,  but  are  providing  what  the  treat- 
ment of  severe  mental  illness  requires  and  that 
there  must  not  be  in  psychiatric  practice,  any  more 
than  there  is  in  surgical  or  medical  practice,  two 
standards  of  treatment — one  for  the  multitude  and 
one  for  the  few. 

Finally,  and  perhaps  most  relevant  to  the  sub- 
ject of  this  paper,  is  the  opportunity  of  the  private 
psychiatric  hospital  to  carry  out  its  training  func- 
tions in  conjunction  with  other  institutions  in  the 
area  serving  a particular  community.  We  know 
that  many  hospitals,  many  state  institutions,  have 
great  difficulty  in  attracting  good  personnel  and 
also  have  difficulty  in  developing  first-rate  training 
programs.  The  private  psychiatric  hospital  can 
perhaps  assume  the  leadership  for  developing  a 
number  of  training  programs  in  the  various  pro- 
fessional disciplines  and  arranging  for  some  of 
their  trainees  to  be  distributed  for  varjing  periods 
of  time  in  the  other  institutions.  They  can  thereby 
in  a sense  assume  overall  responsibility  for  the 
training  programs  in  a given  community  by  help- 
ing out  the  other  institutions  with  their  manjxiwer 
problems  as  well  as  their  training  problems. 

The  private  psychiatric  hospitals  have  been  in 
the  vanguard  of  new  psychiatric  developments. 
They  have  a long  tradition  of  individual  care  of 
patients.  Ev'en  though  the  ways  in  which  services 
are  being  delivered  are  changing,  they  hav'e  a con- 
tinuing role  to  play  in  training  personnel  and  in 
the  organization  of  services  to  the  countr3^ 


SPLIT  LEVEL  HOME  - DR.  OFFICE  - 

BEDROOMS  - TWO  KITCHENS  - 

BATHS  - TWO  CAR  GARAGE  - 

CORNER  LOT. 

THREE 

TWO 

LARGE 

TELEPHONE  942-5791 

Call  after  5 P.M. 

DR.HAHN 

346 


Rhode  Island  Medical  Journal 


IN  ASTHMA 
IN  EMPHYSEMA 


optional 

therapy 


All  Mudranes  are  bronchodila tor-mucolytic  in  action,  and 
are  indicated  for  symptomatic  relief  of  bronchial  asthma, 
emphysema,  bronchiectasis  and  chronic  bronchitis.  MU- 
DRANE  tablets  contain  195  mg.  potassium  iodide;  130  mg. 
aminophylline;  21  mg.  phenobarbital  (Warning:  may  be 
habit-forming);  16  mg.  ephedrine  HCl.  Dosage  is  one  tablet 
with  full  glass  of  water,  3 or  4 times  a day.  Precautions  are 
those  for  aminophylline-phenobarbital-ephedrine  combina- 
ations.  Iodide  side-effects:  May  cause  nausea.  Very  long 
use  may  cause  goiter.  Discontinue  if  symptoms  of  iodism 
develop.  Iodide  contraindications:  Tuberculosis;  preg- 
nancy (to  protect  the  fetus  against  possible  depression  of 
thyroid  activity).  MUDRANE-2  tablets  contain  195  mg. 
potassium  iodide;  130 mg. aminophylline.  Dosage  isone tablet 
with  full  glass  of  water,  3 or  4 times  a day.  Precautions  are 
those  for  aminophylline.  Iodide  side-effects  and  contra- 
indications are  listed  above.  MUDRANE  GG  tablets 
contain  100  mg.  glyceryl  guaiacolate;  130  mg.  aminophylline; 
21  mg.  phenobarbital  (Warning:  may  be  habit-forming); 
16  mg.  ephedrine  HCl.  Dosage  is  one  tablet  with  full  glass  of 
water,  3 or  4 times  a day.  Precautions  are  those  for  amino- 
phylline-phenobarbital-ephedrinecombinations.  MUDRANE 
GG-2  tablets  contain  100  mg.  glyceryl  guaiacolate;  130  mg. 
aminophylline.  Dosage  is  one  tablet  with  full  glass  of  water, 
3 or  4 times  a day.  Precautions:  Those  for  aminophylhne. 
MUDRANE  GG  Elixir.  Each  teaspoonful  (5  cc)  contains 
26  mg.  glyceryl  guaiacolate;  20  mg.  theophylline;  5.4  mg. 
phenobarbital  (Warning:  may  be  habit-forming);  4 mg.  ephe- 
drine HCl.  Dosage:  Children,  1 cc  for  each  10  lbs.  of  body 
weight;  one  teaspoonful  (5  cc)  for  a 50  lb.  child.  Doss  may 
be  repeated  3 or  4 times  a day.  Adult,  one  tablespoonful,  4 
times  daily.  All  doses  should  be  followed  with  M to  full  glass 
of  water.  Precautions:  See  those  listed  above  for  Mudrane 
GG  tablets. 


MUDRANE— original  formula 

First  choice 

MUDRANE-2 

When  ephedrine  is  too  exciting 
or  is  contraindicated 

MUDRANE  GG 

During  pregnancy  or  when  K.I.  is 
contraindicated  or  not  tolerated 

MUDRANE  GG-2 

A counterpart  for  Mudrane-2 

MUDRANE  GG  ELIXIR 

For  pediatric  use 

or  where  liquids  are  preferred 

Clinical  specimens 
available  to  physicians. 


WILLIAM  P.  POYTHRESS  & COMPANY,  INC.,  RICHMOND.  VIRGINIA  23217 


JUDGE  ANTIBIOTICfOINTMENTS  HERE 


Results  on  skin  are  final  proof  of  any  topical  antibiotic’s  effectiveness 


No  in  vitro  test  can  duplicate  a clinical  situation  on  living  skin.  ‘Neosporin’  (polymyxin  B 
— bacitracin  — neomycin)  Ointment  has  consistently  proven  its  effectiveness  in  thousands  of 
cases  of  bacterial  skin  infection.  The  spectra  of  the  three  antibiotics  overlap  in  such  a way 
as  to  provide  bactericidal  action  against  most  pathogenic  bacteria  likely  to  be  found  topically. 
Diffusion  of  the  antibiotics  from  the  special  petrolatum  base  is  rapid  since  they  are  insoluble 
in  the  petrolatum,  but  readily  soluble  in  tissue  fluids.  The  Ointment  is  bland  and  nonirritating. 

Caution:  As  with  other  antibiotic  preparations,  prolonged  use  may  result  in  overgrowth  of  nonsuscep- 
tible  organisms  and/or  fungi.  Appropriate  measures  should  be  taken  if  this  occurs.  Articles  in  the 
current  medical  literature  indicate  an  increase  in  the  prevalence  of  persons  allergic  to  neomycin. 
The  possibility  of  such  a reaction  should  be  borne  in  mind. 

Contraindications:  This  product  is  contraindicated  in  those  individuals  who  have  shown  hyper- 
sensitivity to  any  of  its  components. 

Supplied:  Tubes  of  1 oz.,  Vz  oz.  with  applicator  tip,  and  Ve  oz.  with  ophthalmic  tip. 

Complete  literature  available  on  request  from  Professional  Services  Dept.  PML. 


'NEOSPORII^’ 

brand 

POLYMYXIN  B-BACITRACIN-NEOMYCIN 

OINTMENT 


BURROUGHS  WELLCOME  & CO.  (U.S.A.)  INC.,  Tuckahoe,  N.Y. 


I 


:1 


i 


) 


I 


A 


URBAN  MENTAL  HEALTH  SERVICES 
III.  The  Relationship  of  Neurosis  and 
Character  Disorders  to  the  Development 
of  Mental  Health  Illness 

(Conti'.’.ued  from  page  321) 

in  ^Manhattan  looking  south  over  the  Island,  there 
is  a picture  of  a way  of  life  that  is  not  replicated 
anywhere  else  in  the  world,  or  even  in  greater  New 
York  City.  The  view  from  Alec  Simon’s  window 
in  San  Francisco,  another  metropolis,  is  entirely 
different.  High  rise  apartments,  few  parks  per  unit 
of  population,  produce  a condition  of  crowding 
that  exceeds  anywhere  else.  When  Kardiner  and 
Oversey  published  their  extraordinarily  important 
book  on  the  psychology  of  the  black  in  this  coun- 
try about  a decade  ago.  The  Mark  of  Oppression, 
they  recorded  that  just  short  of  4,000  people  lived 
in  a single  city  block  in  central  Harlem.  The  ur- 
banity of  San  Francisco  with  its  two  or  three  story 
residential  area,  or  of  London,  or  of  almost  any 
other  great  metropolitan  area  contrasts  with  Man- 
hattan’s megalojX)litan  ruggedness. 

Does  this  crowding  mean  anything  in  terms  of 
mental  illness,  in  terms  of  neurosis?  Calhoun  and 
others  have  shown  in  animals  that  excessive  crowd- 
ing leads  to  increasing  aggression,  and  to  failures 
in  mothering  and  caretaking.  The  reports  of  social 
workers  in  crowded  urban  ghettoes  suggest  that 
the  human  species  behaves  in  less  socialized  ways, 
too,  under  conditions  of  excessive  population 
pressure.  What  data  do  we  have  to  support  the 
hypothesis  that  increased  crowding  in  urban  areas 
is  related  to  increased  psychiatric  disability,  par- 
ticularly in  neuroses  and  personality  disorders? 

Over  the  past  twelve  years  several  of  us  in  the 
Department  of  Psychiatry  at  Columbia  University 
and  the  New  York  State  Psychiatric  Institute  have 
had  under  study  the  occurrence  of  mental  disease 
and  the  delivery  systems  related  to  it  in  Northern 
Manhattan:  the  Washington  Heights  Health  Dis- 
trict. The  population  is  of  diverse  composition. 
The  whites  largely  live  in  the  northern  health 
areas  and  are  of  Irish  and  German  descent.  To 
the  south  is  a slightly  larger  population,  90  per 
cent  negro  and  10  per  cent  Puerto  Rican.  The  best 
housing,  least  crowding,  and  greater  employment 
are  found  in  the  northern  health  area  of  Washing- 
ton Heights. 

The  rates  computed  for  each  of  the  health  areas 
within  the  larger  health  district  show  that  the  var- 
iation in  hospital  admission  rates  for  whites  from 
health  area  to  area  is  not  great.  But  for  non- 
whites the  rate  was  twice  that  for  whites  in  every 

(Continued  on  next  page) 
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health  area  ranging  from  5.56  to  16.9  per  100,000. 
In  three  of  the  health  areas  the  admission  rates 
for  both  populations  were  above  the  average  for 
the  corresponding  race.  These  areas  are  in  the  de- 
teriorating southern  area.  i\Iuch  of  the  variation  in 
the  city  mental  health  hospital  admission  rate  is 
accounted  for  by  ethnic  distribution;  but  not  all. 
There,  black  and  Puerto  Rican  groups  live  in 
crowded,  often  deteriorating  living  quarters,  have 
large  families,  are  not  regularly  employed,  and 
suffer  discrimination  and  poverty. 

Psj'choneu roses  constituted  10.6  per  cent  of  the 
cases  rejxrrted  and  personality  disorders  equalled 
5.6  per  cent.  The  latter  excludes  the  16  per  cent 
diagnosed  alcoholic  psychosis,  about  Yi  of  whom 
must  fall  into  this  group.  In  the  psychoneurotic 
group,  non- white  females  had  the  highest  rate: 
75/100,000  compared  to  44  100,000  whites.  In  the 
psychopathic  classification  the  rate  for  men  was 
3x  non-white  males,  which  equalled  107/100,000. 
The  overall  rate  was  3x  the  female  rate. 

When  one  looks  at  the  statistics  on  juvenile  de- 
linquency, Washington  Heights  has  a rate  of  46.8/ 
100,000  compared  with  ^lanhattan  at  large  of 
64.2/100,000.  When  these  are  analyzed  in  terms, 
of  health  areas,  once  again  higher  rates  are  found 
in  the  southern  health  areas.  The  variation  runs 
from  19  to  76  per  100,000.  There  is  an  exceed- 
ingly close  relationship  between  the  rank  positions 
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of  the  various  health  areas  as  regards  mental  hos- 
pital admissions  and  the  juvenile  delinquency 
rates.  Thus,  they  appear  linked  to  the  same  eco- 
logical factors. 

There  is  some  evidence  then  emergent,  subject 
to  many  criticisms  in  its  method  of  collection,  that 
the  urban  condition,  for  certain  persons  exposed 
to  the  greatest  number  of  its  most  serious  stresses, 
increases  the  numbers  of  those  with  neurotic  and 
personality  disorders. 

If  we  are  to  resolve  the  issue  of  weight  between 
external  and  internal  factors  so  as  to  separate 
clearly  from  those  groups  whose  suffering  is  due 
to  early  predispositions  and  those  responding  sym- 
ptomatically to  the  stresses  of  city  living,  we 
need  an  experiment  in  living  where  we  might  sepa- 
rate these  populations  from  the  adverse  environ- 
ment. Even  this  experiment  would  not  resolve  the 
issue,  as  many,  like  those  placed  in  concentration 
camps,  may  have  succumbed  to  chronic  exhaustion 
induced  by  stress. 

I have  avoided  discussion  of  hypotheses  and 
theories  of  the  origins  of  these  conditions.  These 
are  needed,  but  their  relative  values  in  under- 
standing etiology  and  providing  corrective  meas- 
ures will  emerge  only  when  tested  against  the  facts 
of  occurrence  of  these  conditions  under  varying 
conditions  of  the  urban  ecology. 
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URBAN  MENTAL  HEALTH  SERVICES 
1.  Urban  Mental  Health  Programs  in 
Israel 

(Continued  from  page  312) 
mental  health  care.  It  is  suggested  that  such  a 
center  will  deal  with  all  psychiatric  problems  and 
provide  continuity  of  care  and  continuing  responsi- 
bility for  care.  Certainly  such  a model  for  care  is 
most  valuable.  Planners  of  such  centers  appear, 
however,  to  overlook  a great  deal  of  the  real  needs. 
The  nursing  and  custodial  cases,  addicts,  alcohol- 
ics, brain  pathology,  deteriorated  schizophrenics, 
the  excessively  violent,  and  geriatric  cases,  all  of 
these  require  modes  of  care  which  a small  “com- 
prehensive” center  cannot  give  and  whose  exist- 
ence they  tend  to  deny.  It  seems  to  me  that  only 
a consortium  of  interlocking  agencies  could  provide 
embracing  care  in  psychiatry — unless  we  were  to 
return  to  the  mammoth  hospital  and  all  its  sad 
deficiencies  and  neglects. 

The  Community  mental  health  center  in  Israel 
is  the  prime  community  agent  of  its  psychiatry. 

Today  the  mental  health  center  is  a modest  unit 
staffed  by  up  to  ten  professional  workers  with 
often  only  a single  psychiatrist  as  its  leader.  Such 
a center  in  a small  town  of  say  20-70,000  people 
will  take  total  responsibility  for  the  supply  of 
psychiatric  service,  although  in  many  cases  it  will 
appeal  to  the  regional  hospitals  close  by  for  par- 
tial or  total  care. 

Its  origins  were  in  the  psychiatric  outpatients 
and  child  guidance  clinics,  but  the  present  Israeli 
model  is  designed  to  deal  with  all  ages  on  a family 
basis. 

The  mental  health  center’s  contribution  at  the 
community  level  may  be  summarised  as  follows: 

1 ) Public  education  for  mental  health — ^this 
function  is  still  not  sufficiently  developed.  It 
aims  at  promoting  positive  attitudes  in  the  com- 
munity and  its  leadership,  especially  to  the  psy- 
chiatric case  and  the  psychiatric  care  facilities. 
The  mental  health  center  educates  for  early 
treatment  and  rehabilitation  and  community 
action  against  pathogenic  social  situations. 

2)  Promotion  of  the  employment  of  mental 
health  principles  in  their  individual,  family,  and 
social  practice  by  all  social  agencies  such  as 
public  health,  welfare,  education,  youth,  and 
probation  workers,  courts,  police,  and  so  forth. 
This  is  done  mainly  through  the  day-to-day  case 
practice  at  the  center,  but  general  methods  are 
used  as  well.* 

*I  should  mention  that  the  public  health  nurse  has 


3)  Early  detection  of  problems.  This  may  be 
done  through  consultation  to  general  service 
workers  who  encounter  problems  with  their  cli- 
ents or  through  a w’alk-in  policy  for  patients. 

In  some  cases  the  client  is  not  seen  and  remains 
a case  of  the  physician,  social  worker,  employment 
counsellor,  or  other.  In  others  he  may  be  seen  and 
treated  at  the  center  or  sent  for  treatment  at  one 
of  the  hospitals. 

4)  h'ollow-up  care — a case  may  return  from 
hospital  for  surveillance,  treatment,  or  rehabili- 
tation at  the  center.  This  is  especially  true  in 
the  smaller  cities  and  towns. 

5 ) Community  organisation  for  mental 
health.  This  function  has  not  been  developed 
sufficiently  in  Israel.  We  have  employed  spe- 
cially trained  community  organisers  at  some 
centers  who  have  linked  the  centers  to  commu- 
nity organisers  working  in  disorganised  neigh- 
borhoods and  new-immigrant  towns  where  the 
social  disadv'antage  is  still  at  times  a threat  to 
social  and  mental  health.  In  some  cases  the  com- 
munity organisers  from  the  centers  have  actually 
played  the  role  of  neighborhood  workers  accent- 
ing the  provision  of  social  and  work  facilities  for 
those  who  have  been  discharged  from  hospitals. 
This  function  is  generally  allocated  among  other 
community  functions  to  organisers  from  the  city 
government  or  the  national  housing  agency.  The 
mental  health  centers  are  much  closer  today 
than  they  have  ever  been  to  such  community 
and  social  action  programs.  The  involvement  and 
and  participation  of  local  leadership  in  the  or- 
ganisation of  psychiatric  service  is  yet  rarely 
seen  in  Israel. 

Home  visiting  of  patients  by  the  center  staff  has 
become  possible  since  the  addition  to  the  center 
of  public  health  nurses  psychiatrically  trained. 
Their  liaison  with  the  nurses  and  physicians  of  the 
general  public  health  system  has  begun  to  contrib- 
ute dimensions  of  psychiatric  and  mental  health 
work  in  families,  schools,  and  institutions  which 
were  not  available  heretofore.  Home  care,  properly 
said,  has  still  to  develop  out  of  this  visiting  from 
mental  health  centers  and  outpatient  clinics  at 
mental  hospitals. 

An  especially  rich  mental  health  activity  is  the 
(Continued  on  next  page) 

become  a prime  first-line  mental  health  worker. 
Since  1954  public  health  teams  were  consolidated  in 
neighborhoods  and  villages  from  the  public  health 
and  environmental  health  services.  Later  they  were 
expanded  into  general  service  teams  with  a marked 
community  orientation. 
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counselling  by  workers  of  the  center  in  special  in- 
stitutions such  as  adoption  homes,  special  schools, 
and  kindergartens  for  disturbed  and  backward 
children,  old  aged  homes  and  clubs,  probation 
homes,  and  schools  for  culturally  underprivileged 
pupils.  In  principle  the  center  fosters  the  employ- 
ment of  special  mental  health  workers  in  such  in- 
stitutions and  settings,  preferring  to  remain  in  a 
consultive  role.  Consultation  is  a function  especially 
of  social  workers,  public  health  nurses,  and  psy- 
chologists at  the  mental  health  center. 

Personally  I have  tended  to  define  the  case  of 
choice  at  the  center  as  one  reacting  to  particular 
social,  ecological,  or  family  circumstances.  The 
center,  closed  to  the  sources  and  causes  of  these 
“early’’  reactive  manifestations,  is  the  locus  par 
excellence  for  their  indirect  or  direct  treatment. 

From  such  cases  the  center  learns  to  understand 
better  than  any  the  family  and  social  forces  which 
undermine  mental  health  and  disturb  personal  and 
social  behavior  and  hence  may  define  its  commu- 
nity and  social  mental  health  programs  accordingly. 

This  type  of  reactive  case  includes  learning  fail- 
ure, early  delinquencv'  in  poverty  and  affluence, 
problems  at  work,  family  conflict,  suicide  attempts, 
problems  of  retirement  and  aging,  and  abuse  of 
drugs. 

Certainly  the  practice  of  the  center  has  at  its 
core  the  individual  case  but  that  tvpe  of  case 
should  be  preferred.  Much  of  its  treat- 
ment may  be  directed  through  the  service  worker. 
Early  case  finding  of  the  traditionally  defined  psy- 
chiatric case  is  by  no  means  neglected;  nor  in  spite 
of  its  great  burdens,  is  continuing  care  neglected, 
after  the  hospital,  the  day  hospital,  and  the  out- 
patient department  have  contributed  their  serv- 
ices to  the  patient.  I suggest  however  that  the  de- 
fined psychiatric  case  should  wherever  possible  be 
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cared  for  at  outpatient  facilities,  leaving  the  center 
free  to  concentrate  on  forms  of  social  disorga- 
nisation. 

A distribution  of  cases  as  I have  suggested  per- 
mits the  mental  health  center  to  assume  commu- 
nitv'  mental  health  and  social  functions  which  an 
outpatient  department  (which  it  is  always  in  dan- 
ger of  becoming)  can  never  acquire  through  its 
screen  of  profoundly  individual  clinical  cases. 

The  mental  health  center  is  well  placed  tacti- 
cally and  philosophically  to  adapt  its  mental  health 
functions  to  the  changing  needs  of  a rapidly  grow- 
ing and  changing  society. 

SUMMARY 

The  urban  dwellers  and  social  agencies  in  Israel 
have  av-ailable  a range  of  psychiatric  care  elements 
which  while  overburdened  still  are  capable  of  giv- 
ing highh'  specialised  individual  and  family  treat- 
ment. These  separate  elements  comprise  general 
hospital  and  specialised  hospital  psychiatrv’  as  well 
as  long-term  rehabilitation  and  custodial  care.  Spe- 
cial facilities  have  been  and  are  being  developed 
for  autistic  children,  adolescents,  and  the  aged. 
Partial  hospitalisation  associated  with  outpatient 
treatment  and  follow-up  have  become  a major 
feature.  These  services  relate  closely  to  the  com- 
munities and  are  regionalised.  Problems  of  conti- 
nuity do  e.xist  in  spite  of  co-ordination  of  hospitali- 
sation by  the  regional  psychiatrist,  but  the  system 
has  many  advantages  as  far  as  institutional  size 
and  specialization  and  community  involvement  are 
concerned.  This  pattern  of  hospital  service  is  being 
retained  and  extended  in  a ten-year  plan  for  1970- 
1980.  The  major  community  mental  health  ele- 
ment in  Israel's  service  is  the  mental  health  center. 
The  center  is  essentially  concerned  with  the  elici- 
tation of  extensive  family  and  social  pathology'  in 
the  town  and  cities  and  with  mobilising  the  com- 
munity and  its  services  for  its  mitigation.  The 
centers'  directly  active  role  is  the  direct  and  in- 
direct care  of  cases  reacting  to  environmental  cir- 
cumstance. The  center  is  the  professional  mental 
health  element  par  excellence  in  Israel’s  culture. 
They  are  sufficiently  malleable  to  make  a real 
contribution  in  a rapidly  growing  and  changing 
society. 
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THE  ROLE  OF  THE  PRIVATE 
PSYCHIATRIC  HOSPITAL 
1.  The  Private  Hospital  as  an  Urban 
Treatment  Resource 

(Continued  from  page  329) 
atrist.  This  has  been  most  important  in  reducing 
and  eliminating  the  fears,  difficulties,  and  conflicts 
associated  with  psychiatry  and  psychiatrists. 

A successful  form  of  public  education,  now  fairly 
widely  accepted  in  the  country,  is  the  public  lecture 
series  often  sponsored  by  the  private  psychiatric 
hospital.  It  is  important  that  these  lectures  not  be 
just  hit  and  miss  functions.  It  is  most  desirable 
that  they  be  on  an  annual  and  recurring  basis,  so 
that  the  impact  on  the  public  is  a constant  oine. 
A public  lecture  series  co-sponsored  with  the  local 
newspaper,  which  is  always  eager  to  get  into  some 
activity  which  brings  attention  to  it  in  terms  of  the 
health  in  the  community,  with  lay  organizations, 
or  with  the  local  county  medical  society  is  an  es- 
pecially effective  means  of  gaining  access  to  indi- 
viduals who  otherwise  cannot  be  reached.  Many 
county  medical  societies  have  recognized  their  ob- 
ligation to  undertake  public  education  programs  on 
medical  and  public  health  topics;  and  participation 
with  the  county  medical  society  is  indeed  an  im- 
portant means  of  health  education. 

The  second  form  of  educational  process  in  terms 
of  the  hospital’s  role  as  a health  resource  is  the 
offering  of  courses  in  psychiatry  to  the  members 
of  the  local  medical  community  many  of  whom, 
especially  among  the  older  members,  did  not  in  fact 
receive  any  kind  of  psychiatric  instruction  in  medi- 
cal school  at  least  as  we  know  it  today.  Few  indeed 
received  any  training  in  modern  psychiatric  con- 
cepts or  methods  of  recognizing  emotional  disorders, 
or  in  the  techniques  for  the  management  of  emo- 
tional reactions  associated  with  medical  and  sur- 
gical illnesses. 

The  success  of  these  programs,  whether  they  are 
for  the  public  or  for  professional  groups,  frequently 
lies  in  the  selection  of  the  topics  and  the  manner 
of  presentation  of  the  material.  It  must  be  of  in- 
terest and  significance  to  the  audience  and  in  a 
form  which  is  stimulating  to  them.  It  is  very  im- 
portant that  the  caliber  of  the  audience  be  accu- 
rately gauged  in  order  to  avoid  the  twin  pitfalls  of 
speaking  beyond  their  capacity  to  understand  or 
underestimating  the  level  of  sophistication  and 
knowledge.  The  location  at  which  the  programs  are 
conducted  obviously  on  a number  of  factors  and  on 
the  sponsoring  agency.  Where  possible,  the  use  of 


the  physical  facilities  of  the  hospital  has  an  impact 
beyond  the  content  of  the  seminars.  The  various 
groups  and  organizations  have  an  opportunity  to 
become  acquainted  with  the  hospital,  with  its  staff, 
and  with  its  work.  The  more  varied  the  groups  and 
organizations,  the  more  their  members  modify  their 
attitudes  to  the  content  of  psychiatry.  These  pro- 
grams, after  all,  parallel  the  benefits  of  in-service 
training  programs  within  the  hospital. 

What  better  resource  is  there  for  the  training  of 
nurses  in  psychiatry  than  the  private  psychiatric 
hospital  with  which  schools  of  nursing  in  general 
hospitals  have  affiliation  for  the  education  of  their 
students?  This  again  is  an  important  contribution 
to  the  community.  In  an  urban  area  the  demand 
for  services  of  mental  health  professionals  depends 
upon  the  degree  to  which  the  competence  of  the 
professionals  has  been  demonstrated  to  others. 
Many  years  are  required  to  gain  widespread  ac- 
ceptance and  respect. 

Beyond  a certain  stage,  however,  it  becomes  well 
nigh  impossible  to  answer  all  of  the  demands  for 
(Continued  on  next  page) 
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assistance  that  may  be  generated.  Seminars  for  the 
clergy,  cooperation  with  the  welfare  department, 
examinations  for  the  courts,  and  mental  health 
services  for  college  students  are  but  a few  of  the 
diverse  forms  of  assistance  w^hich  are  now  being 
rendered  by  private  psychiatric  hospitals  in  the 
country. 

^luch  of  this  work  is  concerned  with  prevention, 
as  well  as  with  treatment  of  the  individual  in  dif- 
ficulty. In  large  measure  it  is  a broad  community 
educational  approach.  Leadership  inspiration  and 
example  are  required  from  those  at  the  top,  as  in 
any  organization.  The  personal  and  professional 
interests  and  competence  of  each  member  of  the 
staff  have  to  be  evaluated,  and  the  motivation  for 
assignments  of  staff  members  to  specific  projects 
has  to  be  carefully  weighed.  The  utilization  of  the 
resources  of  the  hospital  in  such  a broad-scale 
participation  in  the  affairs  of  the  community  de- 
mands a firm  committment  by  the  trustees  and  the 
administration  of  the  hospital.  To  the  staff  must 
be  conveyed  the  high  esteem  engendered  in  the 
administration  and  the  directors  by  their  partici- 
pation in  these  activities.  Such  a program  calls  for 
realignment  of  duties  wdthin  the  hospital  in  keep- 
ing with  changes  in  philosophy  and  practice.  Of 
necessity  it  calls  for  augmentation  of  the  staff  at 
all  levels.  For  the  private  psychiatric  hospital  which 
is  dependent  upon  income  from  non-governmental 
sources,  a fine  balance  must  be  maintained  between 
the  commitments  to  income-producing  activities, 
the  maintenance  of  high  standards  of  professional 
performance,  and  the  allotment  of  resources  to 
community  health  functions.  But  if  the  hospital  is 
not  deeply  imbedded  in  the  current  socio-cultural 
matrix  of  its  environs,  it  will  not  long  survive.  Of 
even  greater  significance,  the  private  psychiatric 
hospital  has  responsibilities  in  this  day  to  continue 
the  tradition  of  leadership  which  it  has  long  held 
in  the  mental  health  field. 


TWO  SENTENCE  ESSAY 

The  tasks  of  social  change  are  tasks  for  the 
tough-minded  and  competent.  Those  who  come  to 
the  task  with  the  currently  fashionable  mixture  of 
passion  and  incompetence  only  add  to  the  con- 
fusion. 

. . . John  Gardner,  Former  Secretary  of  HEW 
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apprehension,  fatigue,  depressive  symptoms  or  agita- 
tion; acute  agitation,  tremor,  delirium  tremens  and 
hallucinosis  due  to  acute  alcohol  withdrawal;  adjunc- 
tively  in  skeletal  muscle  spasm  due  to  reflex  spasm  to 
local  pathology,  spasticity  caused  by  upper  motor 
neuron  disorders,  athetosis,  stiff-man  syndrome,  con- 
vulsive disorders  (not  for  sole  therapy). 

Contraindicated:  Known  hypersensitivity  to  the  drug. 
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alcohol  and  other  CNS  depressants.  Withdrawal 
symptoms  have  occurred  following  abrupt  discon- 
tinuance. Keep  addiction-prone  individuals  under 
careful  surveillance  because  of  their  predisposition  to 
habituation  and  dependence.  In  pregnancy,  lactation 


or  women  of  childbearing  age,  weigh  potential  benefit 
against  possible  hazard. 
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on  full  dosage  should  not  operate  vehicles. 
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treat  appropriately. 


LEDERLE  LABORATORIES,  A Division  of  American  Cyanamid  Company,  Pearl  River,  New  York  10965 
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■ to  help  restore 
and  stabilize 
the  intestinal  flora 


Introduced  to  help  reestablish  the  normal  physiology  of  the 
intestinal  tract  in  gastrointestinal  disturbances!,  particularly 
diarrheas  (including  those  resulting  from  antibiotic  therapy), 
Lactinex  is  also  useful  for  reestablishing  the  flora  following  bowel 
surgery,  infant  colic,  mucous  colitis,  foul-smelling  stools,  pruritus 
ani,  flatulence  and  hives.^.s.'i.s.e 


■ for  fever  blisters 
and  canker  sores  of 
herpetic  origin 


Lactinex  contains  a viable  mixed  culture  of  both  Lactobacillus 
acidophilus  and  L.  hulgaricus  with  the  naturally  occurring 
metabolic  products  produced  by  these  organisms. 

No  untoward  side  effects  have  been  reported  to  date. 

Literature  on  indications  and  dosage  available  on  request. 


HYNSON,  WESTCOTT  & DUNNING,  INC. 


I #LX06 ) 


Baltimore,  Maryland  21201 
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Corticosteroid  therapy 
week  after  week. 

then  antibiotic 
therapy  last  week. 

and  monilial 
overgrowth  this  week. 


For  many  patients  on  long-term  corticosteroid 
therapy,  the  addition  of  oral  antibiotic  therapy 
may  trigger  monilial  overgrowth  in  the  intestine. 
When  you  anticipate  such  a problem,  take 
action  with  DECLOSTATIN  300.  It  combines  the 
broad-spectrum  potency  of  demethylchlortetra- 
cycline  with  the  antifungal  effectiveness  of 
nystatin  — it  helps  avoid  monilial  take-over. 
Experience  has  shown  DECLOSTATIN  to  be 
highly  useful  for  many  women  patients;  indi- 
vidual culture  studies  will  show  exactly  where 
this  usefulness  may  best  be  applied. 

it  doesn’t  let  monilia  begin 
where  bacteria  end. 

Declostatirf300 


Demethylchlortetracycline  HCI  300  mg  and  Nystatin 
500,000  units  Capsule-Shaped  Tablets  Lederle 


Effectiveness:  Because  its  antibacterial  component  is 
DECLOMYCIN*  Demethylchlortetracycline.  DECLOSTATIN  should 
be  equally  or  more  effective  therapeutically  than  other  tetracyclines 
in  infections  caused  by  tetracycline-sensitive  organisms.  The 
antifungal  component,  nystatin,  protects  against  superinfection  by 
antibiotic-resistant  fungal  overgrowth  (particularly  monilia)  in  the 

intestinal  tract. 

Contraindication:  History  of  hypersensitivity  to  demethylchlortetra- 

cycline  or  nystatin. 

Warning:  In  renal  impairment,  usual  doses  may  lead  to  excessive 
accumulation  and  liver  toxicity  Under  such  conditions,  lower  than 
usual  doses  are  indicated  and,  if  therapy  is  prolonged,  serum  level 
determinations  may  be  advisable  A photodynamic  reaction  to 
natural  or  artificial  sunlight  has  been  observed.  Small  amounts  of 
drug  and  short  exposure  may  produce  an  exaggerated  sunburn 
reaction  which  may  range  from  erythema  to  severe  skin  mani- 
festations. In  a smaller  proportion,  photoallergic  reactions  have 
been  reported.  Patients  should  avoid  direct  exposure  to  sunlight 
and  discontinue  drug  at  the  first  evidence  of  skin  discomfort. 
Necessary  subsequent  courses  of  treatment  with  tetracyclines 
should  be  carefully  observed. 

Precautions:  Overgrowth  of  nonsusceptible  organisms  may  occur. 
Constant  observation  is  essential.  If  new  infections  appear, 
appropriate  measures  should  be  taken.  In  infants,  increased 


intracranial  pressure  with  bulging  fontanels  has  been  observed. 

All  signs  and  symptoms  have  disappeared  rapidly  upon  cessation 
of  treatment. 

Side  Effects:  Gastrointestinal  system -anorexia,  nausea,  vomiting, 
diarrhea,  stomatitis,  glossitis,  enterocolitis,  pruritus  ani.  Skin  — 
maculopapular  and  erythematous  rashes:  a rare  case  of  exfoliative 
dermatitis  has  been  reported.  Photosensitivity:  onycholysis  and 
discoloration  of  the  nails  (rare).  Kidney  — rise  in  BUN,  apparently 
dose-related.  Transient,  reversible,  nephrogenic  diabetes  insipidus 
with  excessive  thirst  and  polyuria  (rare).  Hypersensitivity  reactions 
— urticaria,  angioneurotic  edema,  anaphylaxis.  Teeth  — dental 
staining  (yellow-brown)  in  children  of  mothers  given  this  drug 
during  the  latter  half  of  pregnancy,  and  in  children  given  the  drug 
during  the  neonatal  period,  infancy  and  early  childhood  Enamel 
hypoplasia  has  been  seen  in  a few  children.  If  adverse  reaction  or 
idiosyncrasy  occurs,  discontinue  medication  and  institute  appro- 
priate therapy.  Demethylchlortetracycline  may  form  a stable 
calcium  complex  in  any  bone-forming  tissue  with  no  serious 
harmful  effects  reported  thus  far  in  humans. 

Average  Adult  Daily  Dosage:  One  tablet  b i d.  Should  be  given 
1 hour  before  or  2 hours  after  meals,  since  absorption  is  impaired 
by  the  concomitant  administration  of  high  calcium  content 
drugs,  foods  and  some  dairy  products.  Treatment  of  streptococcal 
infections  should  continue  for  10  days,  even  though  symptoms 
have  subsided. 
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Picture  of 
)ainful  myositis 

ifon  Forte  tablets  help  to  relieve  pain, 
nre  mobility. . . stop  pain-spasm  feedback 

oviding: 

II  salicylate  analgesic  equal  to  aspirin  for  the  relief 
rin,’'2  yet  unlikely  to  produce  the  irritation  to  the 
3 ic  mucosa  so  often  associated  with  salicylate 
iipy2 

1 skeletal  muscle  relaxant  effective  in  a wide  va- 
tof  conditions*-5...but  not  likely  to  have  the  cen- 
Tects  of  tranquilizing  compounds.® 

e ribe  Parafon  Forte  for  effective  spasmolysis 
i nalgesia  in  sprains,  strains,  myalgias,  low  back 
if  bursitis  and  other  musculoskeletal  disorders, 
u patients  will  appreciate  the  restored  comfort 
d 'eedom  of  movement  it  usually  provides. 


treated  with 
Parafon  Forte  ablets 

Paraflex®  (chlorzoxazone)*  250  mg. 

Tylenol®  (acetaminophen)  300  mg. 


Contraindications:  Sensitivity  to  either  component.  Precautions: 
Exercise  caution  in  patients  with  known  allergies  or  history  of 
drug  allergies.  If  a sensitivity  reaction  or  signs  or  symptoms  sug- 
gestive of  liver  dysfunction  are  observed,  the  drug  should  be 
stopped.  Adverse  Reactions:  Occasionally,  drowsiness,  dizziness, 
lightheadedness,  malaise,  overstimulation  or  gastrointestinal 
disturbances  may  be  noted;  rarely,  allergic-type  skin  rashes, 
petechiae,  ecchymoses,  angioneurotic  edema  or  anaphylactic 
reactions.  In  rare  instances,  Paraflex  (chlorzoxazone)  may  pos- 
sibly have  been  associated  with  gastrointestinal  bleeding.  While 
Paraflex  (chlorzoxazone)  and  chlorzoxazone-containing  prod- 
ucts have  been  suspected  as  being  the  cause  of  hepatic  toxicity 
in  approximately  eighteen  patients,  it  was  not  possible  to  state 
that  the  dysfunction  was  or  was  not  drug  induced.  Usual  Adult 
Dosage:  Two  tablets  q.i.d.  Supplied:  Scored,  light  green  tablets, 
imprinted  “McNEIL”  — bottles  of  100. 


References : 1.  Batterman,  R.  C.,  and  Grossman,  A.  J.:  Fed.  Proc.  1955. 

2.  Goodman,  L.  S.,  and  Gilman,  A.,  ed.:  The  Pharmacological  Basis  of  Thera- 
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*U.S.  PATENT  NO.  2.695,877 


[ McNEIL ) 

MCNEIL  LABORATORIES,  INC.,  FT.  WASHINGTON,  PA.  19034 


Health  and  Welfare  Legislation  Enacted  by  the 
Rhode  Island  General  Assembly -January  Session,  1970 


LEGISLATION  ENACTED 

Alcoholism 

Strongly  favored  by  the  Subcommittee  on  Alco- 
holism of  the  Mental  Health  Committee  of  the 
Society  was  a resolution  to  create  a special  legisla- 
tive commission  to  study  alcoholism  and  the  updat- 
ing of  its  treatment  in  Rhode  Island.  The  Com.mit- 
tee  will  be  comprised  of  9 members,  1 from  the 
House  of  Representatives,  1 from  the  Senate,  and 
7 members  knowledgeable  in  the  problem  of  alco- 
holism from  the  public  to  be  named  by  the  Gover- 
nor. This  commission  will  report  its  findings  and 
recommendations  to  the  General  Assembly  on  or 
before  March  12,  1971  under  the  provisions  of  the 
resolution. 

Blood 

The  General  Assembly  approved  and  the  Gover- 
nor signed  a bill  which  was  introduced  by  the  Rhode 
Island  Medical  Society  to  permit  persons  of  the 
age  of  18  or  over  to  donate  blood  in  any  voluntary 
and  non-compensatory  program  without  the  neces- 
sity of  obtaining  parental  permission  or  authoriza- 
tion. As  it  did  during  the  1969  session,  the  General 
Assembly  voted  three  resolutions  for  appropriations 
for  R.  I.  Bloodmobiles.  They  were:  S3,000  for  the 
.\merican  Legion,  $2,000  for  the  Veterans  of  For- 
eign Wars  and  $1,000  for  the  Knights  of  Columbus. 
The  General  Assembl}’  also  supported  a measure 
which  will  increase  from  5 to  10  days  time  de- 
ducted from  a prisoner’s  sentence  for  each  pint  of 
blood  donated  by  such  prisoner.  The  prisoner 
will  be  limited  to  4 donations  each  year  and  the 


blood  donated  will  not  be  used  in  any  commer- 
cial manner. 

Blue  Cross  Hearings 

A bill  was  passed  which  will  authorize  the 
Director  of  Business  Regulation  to  call  and  to 
subpoena  witnesses  in  certain  rate  hearings.  Under 
the  provisions  of  the  bill  the  prop>osed  rate  changes 
to  subscribers  by  any  corporation  will  have  to  be 
filed  at  the  office  of  the  Director  of  Business  Regu- 
lation. Within  30  days  after  the  receipt  of  the  ap- 
plication the  Director  must  hold  the  hearing.  In 
addition,  the  Director  may  approve,  disapprove,  or 
modify  the  proposed  rates. 

Drugs 

An  avalanche  of  bills  reflecting  the  intense  in- 
terest in  the  contemporary  problem  of  drug  abuse 
cascaded  on  the  General  Assembly.  Perhaps  the 
most  significant  bill,  strongly  supported  by  the 
Licht  administration,  provided  for  civil  commit- 
ment of  narcotic  addicts  and  the  necessary  judical 
procedures  for  this  commitment  for  36  months  or 
until  the  Department  of  Health  approves  a rehabil- 
itative discharge,  or  whichever  occurs  first. 

Another  bill  favored  by  the  General  Assembly 
established  a permanent  advisory  council  on  drug 
abuse  and  control  consisting  of  15  members.  As  an 
advisory  group  to  the  Governor  and  to  the  General 
Assembly  concerning  drug  matters,  the  bill  provided 
subpoena  jx)wers  and  included  an  appropriation  of 
$2,500  for  fiscal  year  1971.  One  of  the  5 members 
(Continued  on  Page  359) 
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After  only  erne  year: 


Administered 
to  mcM^e  people 

than  live  in 
W>onsocket, 
Pawtucket,  and 


injection 


*An  estimated  208,000  patients  have  received  GARAMYCIN  Injectable  to  date.  The  combined  population  of  Woonsocket,  Pawtucket,  and 
Cranston  is  198,500.  (Estimated  1969  figures  from  The  New  York  Times  Encyclopedic  Almanac  1970.) 

See  Clinical  Considerations  section  on  last  page... 


Mounting  acceptance  in  the  hospital... 


Proven 

clinical  effectiveness 


Respiratory  Infections 

Outstanding  results  in  serious 
gram-negative  respiratory  infections^-^ 

Garamycin  Injectable  may  prove  successful  where  other 
antibiotics  have  failed. 

Urinary  Tract  Infections 

Strikingly  effective  in  selected  urinary  tract  infections^ 

With  relatively  low  intramuscular  doses,  the  promptly  attained  levels  of 
Garamycin  achieved  in  the  urine  are  considerably  higher  than  the  concentrations 
required  for  effectiveness  against  virtually  all  susceptible  gram-negative 
pathogens.  (Appropriate  precautions  are  indicated  in  patients  with  impaired 
renal  function;  consult  Package  Insert  for  full  details.) 

Septicemia 

May  be  lifesaving^® 

Numerous  investigators  have  drawn  attention  to  the  value  of  Garamycin 
Injectable  in  the  treatment  of  gram-negative  septicemias,  often  complicated 
by  shock.  Many  hospital  strains  of  Serratia  are  susceptible.® 

W>unds  and  Burns 

Response  may  be  dramatic 

in  wounds  and  burns  complicated  by  sepsis^ 

The  established  efficacy  of  Garamycin  Injectable  against  Pseudomonas— 
as  well  as  most  other  gram-negative  pathogens— makes  it  an  especially  useful 
agent  in  the  treatment  of  infected  wounds  and  burns. 


Important  Precautionary  Note  Patients  receiving  treatment  with  Garamycin  injectable 
(gentamicin  sulfate  injection)  should  be  under  close  clinical  observation  because  of  the  toxicity 
associated  with  the  use  of  the  drug.  Ototoxicity,  vestibular  and  auditory,  can  occur  in  patients, 
primarily  those  with  preexisting  renal  damage,  treated  with  Garamycin  Injectable  for  longer  periods 
or  with  higher  doses  than  recommended. 

Garamycin  Injectable  is  potentially  nephrotoxic,  and  this  should  be  kept  in  mind  when  it  is  used 
in  patients  with  preexisting  renal  damage. 

This  drug  should  be  limited  to  the  treatment  of  serious  infections  caused  by  susceptible  gram- 
negative bacteria,  with  due  regard  for  relative  antibiotic  toxicity.  (See  Clinical  Considerations  section.) 


Mounting  evidence  in  the  laboratory... 

Over  95%  granr-negative 
pathc^ens  s^sitive: 


No  other  antibiotic  performed  comparably  in  vitro  against  gram-negative  pathogens. 

In  a nationwide  culture  audit  of  antibiotic  sensitivity  patterns,  sensitivity  reports  from  106  hospitals, 
geographically  representative  by  census  tract  and  of  varying  sizes,  were  analyzed.  During  the  three- 
month  period,  every  gram-negative  culture  slip  from  every  hospital  was  surveyed.  The  total  number  of 
cultures  involved  in  the  audit  was  97,091.  The  total  number  of  sensitivity  determinations  was  643,503. 


Pathogens 

Percentage  of  sensitive  strains 

Number  of  strains  tested 

Antibiotics* 

GaramycIn 

Kanamycin 

Cephalothin 

Cephaloridine 

Ampicillin 

Colistimethate 

Chloramphenicol 

Tetracycline 

Klebsiella 

pneumoniae 

99.5% 

962 

84.7% 

992 

86.2% 

995 

76.1% 

67 

32.7% 

1,020 

96.3% 

640 

82.9% 

1,028 

77.1% 

1,026 

Aerobteter 

aerogenes 

95.9% 

2,739 

86,1% 

2,818 

53.5% 

2,985 

58.8% 

1,514 

22,7% 

3,066 

88.6% 

2,603 

85.8% 

3,071 

67.8% 

2,981 

Klebsiella 
aerobacter  group 

98.8% 

566 

83.9% 

547 

66.1% 

522 

60.5% 

276 

28.0% 

553 

89.5% 

560 

86.2% 

587 

62.8% 

433 

Klebsiella, 
all  others 

92.7% 

2,944 

83.3% 

3,186 

77.4% 

2,976 

67.5% 

627 

13.5% 

2,883 

95.0% 

2,105 

81.6% 

3,212 

70.6% 

3,063 

Pseudomonas 

aeruginosa 

91.6% 

4,528 

29.8% 

4,460 

6.6% 

4,418 

6.6% 

1,279 

6.0% 

4,360 

91.3% 

3,852 

26.9% 

4,608 

26.4% 

4,404 

Proteus, 

Indole-iMsItlve 

91.8% 

1,031 

85.8% 

1,062 

39.9% 

981 

54.1% 

364 

40.2% 

1,042 

10.3% 

758 

76.1% 

1,096 

42.1% 

1,051 

Proteus  mlrabllls, 
indole-negative 

94.9% 

3,272 

90.1% 

3,378 

83.1% 

3,290 

77.5% 

975 

78.0% 

3,274 

8.8% 

2,634 

85.9% 

3,469 

26.8% 

3,278 

Proteus, 

unspecified 

96.2% 

1,335 

85.8% 

1,371 

71.7% 

1,434 

70.0% 

647 

64.7% 

1,435 

11.2% 

1,233 

76.0% 

1,421 

22.4% 

1,298 

Escherichia  coll 
and  all  other 
Escherichlas 

96.4% 

12,557 

91.4% 

12,818 

87.8% 

12,686 

88.8% 

4,251 

74.6% 

12,899 

95.4% 

10,623 

94.1% 

13,086 

70.0% 

12,559 

Paracolobactrum, 

all 

93.4% 

303 

88.9% 

325 

62.0% 

305 

74.2% 

62 

43.8% 

340 

80.9% 

215 

87.1% 

350 

72.6% 

340 

Conform  bacteria 

99.0% 

593 

91.2% 

649 

81.5% 

637 

66.7% 

21 

52.7% 

624 

95.6% 

607 

91.6% 

678 

76.1% 

637 

Totals 

95.1% 

30,830 

80.5% 

31,606 

65.3% 

31,229 

68.1% 

10,083 

50.3% 

31,496 

75.8% 

25,829 

79.7% 

32,606 

56.5% 

31,070 

Gram-positive  (included  for  consistency  with  Package  Insert,  not  an  approved  Indication) 

Staph— S.  aureus, 
coagulase-posltlve 

97.4% 

1,548 

88.8% 

1,458 

97.7% 

2,050 

98.7% 

636 

61.1% 

1,559 

20.4% 

628 

94.4% 

2,123 

83.7% 

1,966 

Staph— S.  aureus, 
unspecified 

99.3% 

993 

92.8% 

902 

98.1% 

1,289 

95.3% 

213 

45.8% 

1,153 

29.3% 

116 

96.4% 

1,427 

82.3% 

1,360 

•Adapted  from  a three-month,  nationwide  hospital  audit  by  R.  A.  Gosselin  and  Co.,  Inc.,  Dedham,  Massachusetts  (mid-May  to  mid-August,  1969). » 

Antibiotics  with  significant  gram-negative  spectra  are  included.  Organisms  are  listed  as  reported  by  laboratory. 

Sensitivity  testing  was  done  by  the  disc  method,  a generally  reliable  test  in  the  hospital  setting.  It  should  be  noted,  however,  that  the 
results  with  GARAMYCIN  were  somewhat  higher  than  the  results  reported  where  the  tube  dilution  technique  was  used.  (See  Clinical 
Considerations  section  which  follows.)  The  concentration  of  the  GARAMYCIN  disc  was  10  meg. 

Whereas  standard  testing  methods  were  used  by  all  ho^itals,  it  is  acknowledged  that  in  a survey  of  this  kind  considerations  such  as 
differences  in  methodology  are  possible  sources  of  error.  The  comparative  percentage-sensitivity  results  derived  from  a survey  of  this  kind 
are,  therefore,  not  absolute.  One  should  keep  in  mind  also  that  the  proper  selection  of  an  antibiotic  is  based  not  only  on  susceptibility 
testing  but  on  relative  toxicity  and  other  clinical  considerations  as  well. 

It  is  felt,  nonetheless,  that  the  broad  scope  of  the  survey  and  the  extreme  care  in  data  collection  and  tabulation  permit  a conclusion 
that  the  results  are  generally  representative  of  current  nationwide  antibiotic  sensitivity  patterns. 
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See  Clinical  Considerations  section  on  last  page... 


ADULT  DOSAGE  GUIDELINES 

See  definitive  prescribing  information  in  Package  Insert. 

Patients  with  Normal  Renal  Function 


Total  Daily  Dose  (administered 

in  two.  three,  or  four  divided  doses) 

Urinary  Tract 
Infections  (due 
to  susceptible 
strains  of 
gram-negative 
bacteriajf 

Less  Severe 
0.8-1.2  mg./ kg. 
for  7-10  days 

Resistant/ 
Moderately  Severe 
Larger  doses  or 
additional  antibac- 
terial therapy 
should  be  consid- 
ered in  severe 
urinary  tract  infec- 
tions or  in  resistant 
cases  involving  the 
renal  parenchyma 
or  anatomic 
anomaly. 

Serious  / Life- 
Threatening 

up  to  5 mg./ kg. 

Other  Infections 
including  bacter- 
emia, infected 
surgical  wounds, 
severe  soft  tissue 
infections,  and 
respiratory  tract 
infections  (due  to 
susceptible  strains 
of  gram-negative 
bacteria) 

8 mg. /kg.  for  7-10  days 

fAlkalinization  of  the  urine  may  be  a useful  therapeutic  adjunct. 

Patients  with  Impaired  Renal  Function 

io  minimize  the  risk  of  ototoxicity  in  patients  with  impaired  kidney 
function,  only  the  first  dose  should  be  that  normally  recommended.  Each 
subsequent  dose  should  be  half  or  less  of  that  recommended  for  patients 
with  normal  renal  function,  depending  upon  the  degree  of  renal 
impairment. 

In  patients  with  renal  failure  who  are  undergoing  14-hour  hemodialysis 
twice  weekly,  administration  of  1 mg./ kg.  G.\RA.MYCIN  Injectable  at 
the  end  of  each  dialysis  period  has  been  suggested. 

Clinical  Considerations 

Indications:  G.\ramycin  Injectable  is  clinically  effective  in  infections 
due  to  susceptible  strains  of  gram-negative  bacteria,  including 
Pseudomonas  aeruginosa,  and  species  of  indole-positive  and  indole- 
negative Proteus,  Escherichia  coli,  and  Klebsiella-Aerobacter.  Bac- 
teriologic  studies  should  be  conducted  to  identify  the  causative 
organism  and  to  determine  its  sensitivity  to  gentamicin  sulfate. 
Sensitivity  discs  of  the  drug  are  available  for  this  purpose.  If  the 
susceptibility  tests  indicate  that  the  causative  organism  is  resistant 
to  gentamicin  sulfate,  other  appropriate  antibiotic  therapy  should 
be  instituted. 


7N  VITRO  INHIBITION  OF  CLINICALLY  IMPORTANT 
BACTERIA  BY  GENTAMICIN  SULF.ATE 
(TUBE  DILUTION  STUDIES) 


No.  of  Strains 


No.  of  (%)  Inhibited  by:  No.  of 

Strains  4mcg./cc.  8 mcg./cc.  In  Vitro 


B.ACTERIA 

Tested 

or  less 

or  less* 

Studies 

Staphylococcus  aureus 
Pseudomonas 

1,210 

1,200 

(99%) 

1,206 

(99%) 

11 

aeruginosa 

885 

771 

(87%) 

828 

(93%) 

16 

Escherichia  coli 

836 

736 

(88%) 

779 

(93%) 

11 

Indole-positive  and 
indole-negative 
Proteus  species 
Klebsiella-Aerobacter 

477 

210 

358 

(75%) 

12 

(44%) 

species 

292 

205 

(70%) 

231 

(79%) 

10 

♦Number  of  strains  (%)  of  gram-negative  bacteria  inhibited  by  10 
mcg./cc.  or  less  are  as  follows:  Pseudomonas  aeruginosa,  828  (93%); 
Escherichia  coli,  792  (95%);  Proteus  species,  393  (82%);  Klebsiella- 
Aerobacter  species,  284  (97%).  Erom  same  studies  as  above. 

Source:  Package  Insert 

This  drug  should  be  limited  to  the  treatment  of  serious  infections 
caused  Iry  gram-negative  bacteria,  particularly  Pseudomonas  aeru- 
ginosa, Proteus  and  other  susceptible  organisms,  with  due  regard 
for  relative  antibiotic  toxicity.  Therefore,  the  drug  should  be  con- 
sidered for  use  against  gram-negative:  1.  Bacteremia;  2.  Infected 
surgical  wounds;  3.  Severe  soft  tissue  infections,  including  burns 
complicated  by  sepsis;  4.  Respiratory  tract  infections:  and  5.  Selected 
cases  of  urinary  tract  infection. 

Contraindications:  G.vramvcin  Injectable  is  contraindicated  in 
individuals  with  a history  of  hypersensitivity  or  toxic  reactions  to 
gentamicin. 


Warnings:  Patients  receiving  treatment  with 
CARAMYCIN  should  be  under  close  clinical 
observation  because  of  the  toxicity  associated 
with  the  use  of  this  drug.  Ototoxicity,  vestib- 
ular and  auditory,  can  occur  in  patients,  primarily  those  with 
pre-existing  renal  damage,  treated  with  CARAMYCIN  Injectable, 
usually  for  longer  periods  or  with  higher  doses  than  recommended. 


CARAMYCIN  Injectable  is  potentially  nephrotoxic,  and  this 
should  be  kept  in  mind  when  it  is  used  in  patients  with  pre-existing 
renal  impairment.  Kidney  function  diminished  by  infection  of  the 
upper  urinary  tract  may,  however,  improve  during  effective  treat- 
ment with  Garamyci.n  Injectable. 

Concurrent  administration  of  potentially  ototoxic  drugs  such  as 
streptomycin  and  kanamycin  or  of  potentially  nephrotoxic  drugs 
such  as  polymyxin,  colistin,  and  kanamycin  with  gentamicin  sulfate 
has  not  been  shown  to  afford  any  clinical  advantages  and,  moreover 
may  result  in  additive  toxicity.  Monitoring  of  vestibular,  cochlear, 
and  renal  function  will  provide  guidance  for  therapy  in  such  cases. 
Precautions:  In  patients  with  impaired  renal  function  in  whom 
serious  infection  develops,  serum  concentrations  of  the  drug  may 
rise,  with  consequently  increased  risk  of  ototoxicity.  In  these  pa- 
tients or  in  those  in  whom  recommended  dosage  or  duration  of 
therapy  must  be  exceeded  as  a life-saving  measure,  routine"  studies 
of  kidney  function  should  be  performed  when  possible.  These  may- 
be supplemented  by  evaluation  of  the  vestibular  and  auditory  func- 
tion and  measurement  of  serum  concentration  of  the  drug  when 
feasible.  Serum  concentrations  of  gentamicin  should  be  maintained 
below  the  range  of  10-12  mcg./ml.  to  reduce  risk  of  ototoxicity. 
Ordinarily,  treatment  should  not  be  given  for  more  than  7 to  10 
days  or  be  repeated  unless  required  for  serious  infection  not  re- 
sponsive to  other  agents. 

As  with  other  antibiotics,  treatment  with  Gar,\mycin  Injectable 
may  occasionally  result  in  overgrowth  of  nonsensitive  organisms.  If 
superinfection  occurs,  appropriate  therapy  is  indicated. 

Safety  for  use.  in  pregnancy  or  the  potential  for  fetal  ototoxicity  or 
nephrotoxicity  have  not  been  established.  Studies  in  pregnant  ani- 
mals have  not  revealed  teratogenic  or  ototoxic  effects  in  the  fetus. 
CARAMYCIN  Injectable  should  not  be  used  in  premant  patients  or 
in  women  of  childbearing  age  unless  its  use  is  deemed  advisable 
by  the  physician. 

Adverse  Reactions:  The  overall  incidence  of  ototoxicity  considered 
related  to  treatment  with  Garamycin  Injectable  was  2.8  per  cent 
(16  of  565  patients).  Contributory  factors  (two  or  more  factors  were 
relevant  to  most  patients)  were  as  follows:  10  had  azotemia,  10 
received  a total  of  1 gram  or  more  of  the  drug,  7 had  recently  re- 
ceived other  potentially  ototoxic  antibiotics  (streptomycin  or  kana- 
mycin), and  5 were  over  60  years  of  age.  Six  also  had  decreased 
high-tone  hearing  acuity,  which  returned  to  or  toward  normal  in 
the  4 patients  retested. 

Analysis  of  BUN  data  indicated  that  4 (2%)  of  172  patients  showed 
increases  in  BUN  that  were  probably  related  to  treatment  with 
Garamycin  Injectable.  Of  20  increases  probably  or  possibly  related 
to  treatment,  7 were  reversible,  9 occurred  in  terminal  patients,  and 
4 had  no  follow-up. 

Other  adverse  reactions  associated  with  treatment  were  one  instance 
each  of  urticaria,  decreased  hematocrit,  and  reversible  depression 
of  granulocytes  with  normal  bone  marrow.  Other  rarely  reported 
and  possibly  treatment-related  adverse  reactions  were  anemia,  in- 
creased reticulocyte  count,  rash,  purpura,  drug  fever,  hypotension, 
convulsions,  twitching,  salivation,  nausea,  vomiting,  increased  trans- 
aminase activity  (SCOT  or  SCPT),  increased  serum  bilirubin,  de- 
creased serum  calcium,  and  joint  pain. 

Packaging:  Garamycin  Injectable,  40  mg./cc.,  2-cc.  multiple-dose 
vials,  for  intramuscular  administration. 

References:  (1)  Brayton,  R.  C.,  and  Louria,  D.  B.:  Gentamicin  in 
gram-negative  urinary  and  pulmonary  infections.  Arch.  Int.  Med.  I 
114:205,  1964.*  (2)  Louria,  D.  B.;  Young,  L.;  Armstrong,  D.,  and) 
Smith,  J.  K.:  Gentamicin  in  the  treatment  of  pulmonary  infections 
J.  Infect.  Dis.  119:483,  1969.  (3)  Cox,  C.  E.:  Gentamicin,  a nev 
aminoglycoside  antibiotic:  Clinical  and  laboratory  studies  in  urinary 
tract  infections,  J.  Infect.  Dis.  119:486,  1969.  (4)  Groll,  E.:  Clinica 
experience  with  gentamicin,  data  from  12  German  clinics,  in  Gen 
tamicin:  First  International  Symposium,  Paris,  January  1967 
Lucerne,  Essex  Chemie  AG,  pp.  121-128.*  (5)  Jackson,  G.  G.:  Labora 
tory  and  clinical  investigation  of  gentamicin,  ibid.,  pp.  62-74.  (6 
Medeiros,  A.  E.:  Discussion,  J.  Infect.  Dis.  119:533, 1969.  (7)  Polk,  H. 
Discussion.  J.  Infect.  Dis.  119:529, 1969.  (8)  Three-month,  nationwidi; 
hospital  audit  by  R.  .A.  Gosselin  and  Co.,  Inc.,  Dedham,  Massachuseti 
(mid-May  to  mid-.August,  1969). 

♦Dosage  in  this  investigational  study  was  less  than  now  recommende 
in  Package  Insert. 

For  more  complete  prescribing  details,  consult  package  insert  o 
Phvsicians’  Desk  Reference.  Schering  literature  is  also  availabi  i 
from  your  Schering  Representative  or  .Medical  Services  Departmeni  i 
Schering  Corporation,  Union,  New  Jersey  07083. 
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LEGISLATIVE  REPORT 

('Continued  from  page  358) 

from  the  general  public  will  be  a designee  from  the 
Rhode  Island  INIedical  Society  to  be  named  by  the 
Governor. 

Also  approved  by  the  General  Assembly  was  a 
measure  to  create  narcotic  guidance  councils  for 
city  and  town  councils  in  the  state.  The  narcotic 
guidance  council  will  be  permitted  to  develop  a 
program  of  community  participation  pertaining  to 
the  control  of  narcotic  use  on  the  local  level.  Under 
the  new  statute  the  Council  will  consist  of  not 
less  than  3 nor  more  than  5 members  who  will  be 
appointed  by  the  local  councils  for  a term  not  ex- 
ceeding three  years.  The  legislation  also  called  for 
the  inclusion  of  at  least  one  clergyman,  one  attor- 
ney, and  one  physician,  whenever  practicable. 

.\lso  passed  by  both  chambers  was  a resolution 
to  request  the  Director  of  the  Department  of  Health 
t-^  study  the  feasibility  to  require  periodic  urine 
tests  of  all  students  in  junior  high  through  senior 
high  schools  to  determine  the  presence  of  dope  ad- 
dk  tion.  In  announcing  that  he  would  permit  the 
resolution  to  take  effect  without  his  signature,  Gov- 
eri  or  Licht  expressed  some  misgivings  about  the 
co)istitutionality  or  wisdom  of  any  such  program. 
Hr  wever,  the  Governor  explained  that  the  bill 
SOI  ght  information  and  not  implementation  by  the 
Geieral  Assembly. 

Another  resolution  regarding  drug  use  passed 
by  the  Senate  with  House  approval  not  required 
was  a study  of  the  institution  of  a drug  use  and 
abuse  course  in  state  colleges  as  part  of  the  cur- 
riculum for  teacher  training. 

Emorgency  Medical  Aid 

T his  act  created  a commission  to  study  the  feas- 
ibility of  establishing  a cooperative  program  by  the 
Rlode  Island  Medical  Society  and  all  local  police 
departments  to  furnish  emergency  medical  aid 
n'ghts,  Sundays,  and  holidays.  The  study  commis- 
sion will  consist  of  11  members,  3 from  the  House 
of  Representatives  to  be  named  by  the  Speaker,  2 
from  the  Senate  to  be  appointed  by  the  Lieutenant 
Governor,  two  members  from  the  Rhode  Island 
Police  Chiefs  Association  to  be  selected  by  the 
Governor,  1 representative  from  the  general  public 
to  be  named  by  the  Governor,  the  Director  of 
Health  or  his  designee,  and  two  members  from  the 
Medical  Society  to  be  selected  by  the  Governor. 
Under  the  bill,  the  commission  is  enjoined  to  report 
its  findings  and  recommendations  to  the  General 
.Assembly  by  the  10th  legislative  day  of  the  1971 
session. 


Hospitals 

Under  the  legislative  umbrella  of  approval,  three 
resolutions  concerning  the  study  of  some  aspects  of 
hospitals  will  be  initiated.  A resolution  will  cre- 
ate a special  legislative  commission  to  study  hos- 
pital endowment,  another  to  investigate  hospital 
room  rates,  and  a third  to  study  the  present  func- 
tions and  future  role  of  the  public  institutions  at 
the  Howard  reservation. 

The  General  Assembly  also  agreed  to  the  merger 
of  St.  Joseph’s  Hospital  and  Our  Lady  of  Fatima 
Hospital  and  authorized  Notre  Dame  Hospital  in 
Central  Falls  to  hold  real  and  personal  estate  in 
an  amount  not  to  e.xceed  $3  million  dollars. 
Licensing 

The  General  Assembly  provided  four  different 
bills  for  the  licensing  or  registration  of  various 
para-health  groups.  An  act  approved  by  the  Gen- 
eral Assembly  and  signed  by  the  Governor  will 
extend  the  date  to  December  31,  1970  during  which 
certain  persons  may  be  licensed  by  the  Adminis- 
tration of  Professional  Regulation  as  psychologists. 
The  person  would  be  granted  the  license  without 
taking  an  examination.  It  adds  to  those  exempt 
from  taking  examination  persons  who  hold 
a bachelor’s  degree  who  are  employed  as  a psychol- 
ogist or  psychometrist  in  a civil  service  system  or 
who  hold  a valid  school  psychologist  credential  is- 
sued by  the  State  Board  of  Education  and  who  have 
two  years  of  experience  prior  to  the  year  1970. 

A second  bill  to  license  cesspoolcleancrs:  an- 
other bill  licensing  nursing  home  administrators, 
and  a fourth  measure  to  establish  a committee  of 
consultants  to  register  sanitarians. 

Marathon  House 

Meeting  with  the  favor  of  the  legislators  and 
the  Governor  last  year  was  a resolution  calling  for 
an  appropriation  of  $25,000  for  Marathon  House; 
during  the  1970  legislative  session.  Marathon 
House  was  given  a $10,000  boost  to  $35,000  in  a 
resolution  which  was  approved  by  the  General  As- 
sembly and  the  Governor. 

Medical-Legal 

This  bill  would  permit  attorneys  to  e.xamine  all 
prospective  jurors  even  though  the  court  finds  such 
juror  does  not  stand  indifferent  (i.e.,  whether  the 
juror  is  related  to  either  party  who  has  any  interest 
in  the  cause  or  who  has  expressed  or  formed  an 
opinion  or  is  sensible  of  any  bias  or  prejudice)  and 
the  party  objecting  to  the  juror  may  introduce  any 
other  competent  evidence  in  support  of  the  objec- 
tion. 

(Continued  on  next  page) 
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Other  legislation  will  permit  sworn  medical 
and  hospital  reports  and  bills  to  be  admitted  in 
evidence  in  tort  useful  for  personal  injuries  in  the 
district  court  with  10  days  notice  given  to  the 
opposing  parties.  The  bill  also  allowed  the  right  of 
the  opposing  parties  to  call  the  physician  or  hos- 
pital agent  and  to  cross-e.xamine. 

Also  finding  favor  with  the  legislators  was  a bill 
to  provide  for  interest  in  the  rate  of  8 per  cent 
instead  of  the  previous  6 per  cent  for  damages  re- 
covered for  personal  injuries  or  for  damages  to  a 
person's  real  or  personal  estate  from  the  date  of 
the  commencement  of  the  action  to  the  date  of 
judgement. 

Mentally  Retarded 

Also  approved  by  the  General  .Assembly  and  the 
Governor  was  an  act  pertaining  to  the  admission 
and  discharge  of  retarded  persons  in  the  State  of 
Rhode  Island. 

Opticianry 

The  General  .Assembly  endorsed  a bill  to  estab- 
lish an  advisory  committee  for  opticianry  whose 
duty  will  be  to  advise  the  Director  of  Health, 
the  .Administrator  of  the  Division  of  Professional 
Regulation  and  the  Board  of  Examiners  in  optom- 
etry on  matters  pertaining  to  the  licensing  and  reg- 
ulation of  opticianry.  Under  the  bill  the  board 
will  consist  of  three  opticians  who  are  residents 
of  the  State  who  have  practiced  for  a period  of  at 
least  five  years. 

Pesticides 

Alirroring  the  concern  of  the  general  public  re- 
garding further  use  of  pesticides,  the  General  .As- 
sembly favored  and  the  Governor  signed  into  law 
the  Rhode  Island  Pesticide  Control  .Act.  The  law 
bans  DDT  for  all  use,  sale,  transportation  and 
storage  at  any  time  or  any  conditions  e.xcept  in  an 
emergency  declared  by  the  Director  of  the  State 
Board  of  Natural  Resources.  The  act  provides  that 
DDT  may  be  used  in  a powdered  form  by  a com- 
mercial applicator  in  the  control  of  mice  in  a build- 
ing where  essential.  Other  pesticides  included  under 
the  statute  but  for  which  specific  exemptions  are 
included  are  dieldrin,  lindane,  benzene  he.xa- 
ch’oride,  endrin,  aldrin,  heptachlor,  toxaphene  and 
chlordane.  The  bill  also  provided  for  applications 
licenses,  licensing  fees,  monitoring,  inspection  of 
records,  enforcement,  penalties,  and  the  establish- 
ment of  a seven  member  technical  pesticide  advis- 
ory committee. 

Pollution 

The  General  .Assembly  adopted  several  measures 
concerning  pollution.  They  included  an  act  relating 


to  public  disclosure  of  persons  found  to  be  violat- 
ing any  of  the  air  and  water  pollution  laws  of  the 
state;  and  a bill  to  amend  the  air  pollution  statutes 
and  to  extend  the  prohibition  on  open  burning  to 
include  industrial,  commercial,  and  institutional 
burning  and  a bill  to  provide  a substantial  stren- 
ghtening  of  the  water  pollution  control  law.  In  a 
companion  manner  the  legislators  voted  the  crea- 
tion of  a Governor's  Council  on  Environmental 
Quality  to  provide  a broad  and  independent  vfiew 
of  clear  and  long-term  trends  in  the  quality  of  the 
state  environment.  The  council  to  consist  of  1 1 
members  to  be  named  by  the  Governor  will  ad- 
vise the  Governor  on  steps  which  should  be  taken 
to  improve  the  quality  of  that  environment. 

Sight  Foundation 

.A  resolution  was  passed  and  signed  by  the  Gov- 
ernor to  appropriate  $2,000  for  the  Rhode  Island 
.Sight  Foundation  for  the  operation  and  mainten- 
ance of  its  Sightmobile. 

Social  Welfare 

The  General  .Assembly  agreed  to  increase  the 
number  of  members  on  the  .Advisory  Council  which 
promotes  the  interest  of  the  blind  from  5 to  7 
members. 

Workmen's  Compensation 

A bill  was  approved  to  add  pneumoconiosis  to 
the  list  of  compensable  occupational  diseases  under 
the  Workmen’s  Compensation  statutes. 

Other  Bills  Adopted 

The  Rhode  Island  lawmakers  also  manifested 
their  inclination  to  study  by  their  adoption  of  a 
myriad  of  investigatory  resolutions.  They  are: 
Commission  to  study  a comprehensive  and  objec- 
tive study  of  the  problem  of  air  pollution  and  the 
effectiveness  and  implementation  of  air  pollution 
control  laws  in  the  state;  the  extension  of  a report- 
ing date  from  February  4,  1970  to  March  3,  1971 
for  a group  to  study  the  Rhode  Island  Temporary 
Disability  Insurance  to  seek  means  to  insure  its 
solvency;  a special  Senate  commission  to  study  the 
procedures  and  available  facilities  for  the  mentally 
retarded;  a special  commission  to  study  and  evalu- 
ate the  problem  of  mental  illness  in  relation  to 
criminal  responsibility;  the  extension  of  a report- 
ing date  to  March  5,  1971  for  a special  commission 
to  study  the  cost  of  medicines;  an  extension  of  a 
reporting  date  to  March  5,  1971  for  a special  com- 
mission to  study  the  entire  field  of  foster  children 
placement. 

Other  resolutions  asked  that  an  addition  to  the 
public  works  program  be  made  for  the  installation 

(Continued  on  page  362) 
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Mykinta 

24  million  hours 

a day. 

Through  the  day,  every  day, 
ulcer  patients  take 
one  million  doses  of  Mylanta 
for  relief  of  ulcer  pain. 


aluminum  and  magnesium  hydroxides  plus  simelhkone 


Good  taste  = patient  acceptance 
Relieves  G.I.  gas  distress* 
Non-constipating 

*with  the  defooming  action  of  simethicone 


I Stuart  I 

PHARMACEUTICALS  Pasadena,  Calif.  91 109 

Division  of  Atlas  Chemical  Industries,  Inc.,  Wilmington,  Del.  19899 
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of  emergency  call  boxes  on  public  highways  and 
that  the  Board  of  Regents  investigate  the  feas- 
ibility of  establishing  a medical  school  at  the  Rhode 
Island  University. 

IMPORTANT  BILLS  NOT  PASSED 

Among  the  proposals  which  died  in  committee 
during  the  1970  legislative  session  were  two  bills 
concerning  chiropractic.  A bill  which  would  have 
allowed  welfare  recipients  to  select  chiropractic 
treatment  when  any  statute  or  regulation  of  the 
Department  of  Social  Welfare  provides  for  medical 
treatment  for  social  welfare  recipients  passed  the 
Senate  and  went  to  the  House  Corporations  Com- 
mittee. There  it  died.  .A  second  chiropractic  meas- 
ure fared  much  worse.  It  was  introduced  into  the 
House,  went  to  committee,  and  was  not  reported 
out.  This  proposal  would  have  redefined  ‘‘medical 
services”  to  include  services  rendered  by  a chiro- 
practor as  to  enable  him  to  be  paid  by  any  non- 
profit medical  service  corporation.  Both  measures 
were  fought  vigorously  by  the  Society  representa- 
tives who  conferred  with  the  Governor  about  the 
disastrous  effects  of  the  adoption  of  such  legisla- 
tion would  have  on  quality  health  care  of  the  citi- 
zens of  Rhode  Island. 

In  an  all-night  marathon  vigil  during  the  last 
session  of  the  General  Assembly,  a bill  which  would 
have  permitted  optometrists  to  use  diagnostic  drugs 
w‘as  defeated  in  the  Senate  Health,  Education,  and 
Welfare  Committee  at  5:30  a.m.  The  proposal  was 
the  target  of  the  most  intensive  lobbying  of  any 
health  bill  before  the  General  Assembly  during  the 
1970  session. 

.Another  bill  which  died  in  committee  and  which 
was  the  object  of  strong  interest  on  the  part  of  a 
I)harmaceutical  company  would  have  required  phy- 
sicians and  agencies  to  present  a report  before  the 
15th  day  of  each  month  which  included  a list  of 
each  narcotic  drug  prescribed  during  the  preceding 
month.  Under  the  provisions  of  the  legislation,  the 
amount  of  such  drug  prescription,  the  name  and 
address  of  the  person  for  whom  the  drug  was  pre- 
scribed and  information  whether  the  prescription 
was  an  original  or  a renewal  would  have  been  nec- 
essary. With  the  aid  of  the  State  Department  of 
Health  which  opix)sed  the  bill  along  with  the  Aled- 
ical  Society,  the  legislation  was  not  reported  out  of 
committee. 

Legislation  which  would  have  allowed  the  licen- 
sing of  the  practice  of  Inhalation  Therapy  and 
would  have  created  a board  comprised  of  a phy- 


sician and  two  inhalation  therapists  appeared  sud- 
denly on  the  calendar  of  the  Senate.  With  the  as- 
sistance of  two  senators,  the  proposal  was  recom- 
mited  to  committee  when  they  learned  the  original 
bill  had  not  been  printed  and  physicians  had  not 
seen  the  contents  of  the  legislation.  The  bill  died 
in  committee. 

Two  bills  introduced  by  the  Society  regarding 
patient  consent  and  a presumption  of  intoxication 
for  suspected  drunken  drivers  reduced  from  .1  per 
cent  to  .08  per  cent  failed  to  be  reported  out  of 
committee.  Attempts  were  made  to  move  the  pro- 
posals from  the  House  Health,  Education,  and 
Welfare  Committee  but  without  success. 

COMMITTEE'S  STATEMENTS 

Other  legislation  concerning  which  the  Society’s 
Public  Laws  Committee  had  recorded  its  views  and 
which  did  not  pass  includes:  a bill  to  prohibit  the 
sale  and  use  of  DDT  and  any  person  or  agency  who 
violates  the  state  would  be  guilty  of  a misdemeanor; 
a bill  which  would  have  changed  the  present  com- 
mon law  concerning  contributory  negligence  by 
giving  the  plaintiff  the  presumption  of  having  been 
in  the  exercise  of  due  care  and  requiring  the  defen- 
dant to  prove  the  lack  of  due  care  on  the  part  of 
the  plaintiff;  a measure  would  have  imposed  an 
annual  S50  license  fee  on  all  doctors,  dentists,  and 
lawyers  practicing  in  Rhode  Island. 

Also,  an  act  which  would  have  required  the  flour- 
ide  content  of  public  water  supplies  would  be  main- 
tained between  eight-tenths  of  a milligram  per 
liter  and  one  and  two-tenths  of  a milligram  per 
liter;  a proposal  would  have  required  that  public 
water  supplies  serving  20,000  persons  or  more 
contain  between  .8  and  1.2  milligrams  of  fluoride 
per  liter;  an  act  to  prohibit  a licensed  practitioner 
who  prescribes  or  administers  drugs  from  having 
his  registered  number  preprinted  on  his  prescrip- 
tion pad. 

Also,  a bill  requiring  that  prescriptions  issued 
by  a pharmacist  be  labeled  with  instruction  for  use 
of  the  item  and  the  names  in  full  of  both  the  phy- 
sician and  patient;  a bill  to  have  regulated  the 
business  of  selling  hearing  aids  at  retail.  It  would 
have  established  a three  man  licensing  board  with 
the  Department  of  Health.  Another  provision  of 
the  bill  would  have  made  it  a misdemeanor  to  en- 
gage in  the  business  of  selling  hearing  aids  at  retail 
without  a license  except  upon  the  prescription  of  a 
physician  specializing  in  the  treatment  of  diseases 
of  the  ear.  Another  measure  to  establish  a state 
board  of  hearing  aid  dealers  and  fitters  to  provide 
(Continued  on  page  364) 
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^you  can  hang  on  for  a few  more  minutes,  Doctor, 
h sure  Fll  sneeze  again.” 


dneeze.  And  sneeze  some  more.  But  with  Novahis- 
' LP,  most  patients  get  prompt  and  long-lasting 
3 Tom  the  symptoms  of  allergies  and  colds.  These 
tt  uous-release  tablets  have  a vasoconstrictor-anti- 
eiine  formulation  that  begins  working  in  minutes, 
n ontinues  to  provide  relief  for  hours.  Even  when 
acongestion  is  due  to  repeated  allergic  episodes, 

< ovahistine  LP  tablets,  morning  and  evening,  let 


most  patients  breathe  freely  all  day  and  all  night.  Use 
with  caution  in  individuals  with  severe  hypertension, 
diabetes  mellitus,  hyper-  1 • j.*  ® 

thyroidism  or  urinary  JNIOVahl 811116 

retention.  Caution  am-  T 
bulatory  patients  that  decongestant 

drowsiness  may  result.  (Each  taUet  contains  25  mg.  of  phenylephnne 

hydrochloride  and  4 mg.  of  chlorpheniramine 
maleate.) 


"^*5*‘*^  THE  DOW  CHEMICAL  COMPANY  Rx  Pharmaceuticals  Indianapolis 


JUDGE  ANTIBIOTIC/OINTMENTS  HERE 


Results  on  skin  are  final  proof  of  any  topical  antibiotic’s  effectiveness 


No  in  vitro  test  can  duplicate  a clinical  situation  on  living  skin.  ‘Neosporin’  (polymyxin  B 
— bacitracin  — neomycin)  Ointment  has  consistently  proven  its  effectiveness  in  thousands  of 
cases  of  bacterial  skin  infection.  The  spectra  of  the  three  antibiotics  overlap  in  such  a way 
as  to  provide  bactericidal  action  against  most  pathogenic  bacteria  likely  to  be  found  topically. 
Diffusion  of  the  antibiotics  from  the  special  petrolatum  base  is  rapid  since  they  are  insoluble 
in  the  petrolatum,  but  readily  soluble  in  tissue  fluids.  The  Ointment  is  bland  and  nonirritating. 

Caution:  As  with  other  antibiotic  preparations,  prolonged  use  may  result  in  overgrowth  of  nonsuscep- 
tible  organisms  and/or  fungi.  Appropriate  measures  should  be  taken  if  this  occurs.  Articles  in  the 
current  medical  literature  indicate  an  increase  in  the  prevalence  of  persons  allergic  to  neomycin. 
The  possibility  of  such  a reaction  should  be  borne  in  mind. 

Contraindications:  This  product  is  contraindicated  in  those  individuals  who  have  shown  hyper- 
sensitivity to  any  of  its  components. 

Supplied:  Tubes  of  1 oz.,  Vz  oz.  with  applicator  tip,  and  Va  oz.  with  ophthalmic  tip. 

Complete  literature  available  on  request  from  Professional  Services  Dept.  PML. 


'NEOSPORIN' 


brand 


POLYMYXIN  B-BACITRACIN-NEOMYCIN 

OINTMENT 


BURROUGHS  WELLCOME  & CO.  (U.S.A.)  INC.,  Tuckahoe,  N.Y 


w / 


TROCINATE 

Brand  THIPHENAMIL  HCl 

400  mg./lOO  mg.  S/C  tablets 

Trocinate  relaxes  all  smooth  muscles.  Its  direct  action  (muscu- 
lotropic)  does  not  involve  the  autonomic  nervous  system  and  it  is 
not  mydriatic.  It  is  metabolized  by  the  body  and  eliminated  in  the 
urine  as  harmless  degradation  products.  Trocinate  has  a remark- 
able history  of  freedom  from  side-effects. 

When  a pure  direct-acting  smooth  muscle  relaxant  is  indicated, 
Trocinate  is  the  drug  of  choice. 

DIARRHEA  (functional)  . . . the  first  400  mg. 
tablet  usually  relieves  the  discomfort  of  diarrhea  so 
promptly  that  it  ceases  to  be  a bother. 
DIVERTICULITIS-MUCOUS  COLITIS 
. . .,  the  accompanying  discomforts  can  be  relieved  by 
this  direct  smooth  muscle  relaxant. 

BLADDER  SPASM  . . . relaxation  is  immediate. 
One  or  two  tablets  condition  the  bladder  for  cystoscopy 
in  one  hour. 

SPASTIC  URETER  . . . the  specific  relaxing  efiect 
of  Trocinate  on  the  spastic  ureter  has  been  proven  by 
animal  studies  and  affirmed  clinically.  ( 7-  Urol. 
73:487-93) 

PRESCRIBING  INFORMATION 

WARNING:  Do  not  give  in  advanced  kidney  or  liver  disease. 
PRECAUTIONS:  Trocinate  relaxes  all  smooth  muscles.  Large 
dosage  or  prolonged  usage  may  cause  feeling  of  weakness  or  can 
theoretically  precipitate  gall-bladder  colic,  due  to  relaxing  the 
vascular  and  duct  systems.  Caution  should  be  observed  in  patients 
with  urinary  bladder  obstruction.  DOSAGE:  400  mg.  May  be 
repeated  in  4 hours.  After  relief,  lengthen  the  dose  frequency, 
(see  side  note) 


WILLIAM  P.  POYTHRESS  & CO.,  INC. 
RICHMOND,  VIRGINIA  23217 


According  to  the  Framingham  Heart  Study, 
the  obese  face : 

86%  greater  risk  of  angina  pectoris, 

82%  greater  risk  of  diabetes, 

71  % greater  risk  of  coronary  heart  disease.* 

Obesity  may  also  aggravate  osteoarthritis,  r 

flat  feet,  Intertriginous  dermatitis,  varicose 

veins,  and  ventral  or  diaphragmatic  hernias.’-^ 


If  you  are  considering  weight  reduction,  consider 

phenmetrazine  hydrochloride 
Endurets* 

prolonged-action  tabiets 

Often  effective 

Controlled  studies  in  a general  patient  popu- 
lation have  shown  that  when  Preludin  is  used 
with  diet,  the  rate  of  weight  loss  exceeds 
that  obtained  by  placebo  and  diet. 

Long  acting 

Slow,  even  release  of  the  active  principle 
usually  suppresses  appetite  continuously  for 
about  12  hours. 

Once-a-day  dosage 

One  Endurets  tablet  after  breakfast.  It  helps 
reduce  weight  and  costs,  conveniently. 

For  contraindications,  warning,  precautions, 
and  adverse  reactions,  please  see  the  full 
prescribing  information. 

It  is  summarized  on  this  page. 

Where  there’s  no  will  there’s  a therapeutic  way. 


•Among  persons  20%  or  more 
overweight  as  compared  with 
median  weight  for  persons  of 
like  height  and  sex. 

1.  Kannel,  W.B..  et  al.:  Circula- 
tion 35:734,  1967. 

2.  Thomas,  H.E.,  Jr.,  et  al.:  Med. 
Times  95:1099,  1967. 

3.  Albrink,  M.J.,  in:  Beeson, 

P.B.  & McDermott,  W.  (eds.): 
Cecil-Loeb  Textbook  of  Medicine, 
ed.  12,  Phila.:  W.B.  Saunders 
Co.,  1967. 

Preiudin® 

phenmetrazine  hydrochloride 

Preludin  is  indicated  only  as  an 
anorexigenic  agent  in  the  treat- 
ment of  obesity.  It  may  be  used  in 
simple  obesity  and  in  obesity 
complicated  by  diabetes,  mod- 
erate hypertension  (see  Pre- 
cautions), or  pregnancy  (see 
Warning). 

Contraindications:  Severe 
coronary  artery  disease,  hyper- 
thyroidism, severe  hypertension, 
nervous  instability,  and  agitated 
prepsychotic  states.  Do  not  use 
with  other  CNS  stimulants, 
including  MAO  inhibitors. 
Warning:  Do  not  use  during  the 
first  trimester  of  pregnancy  un- 
less potential  benefits  outweigh 
possible  risks.  There  have  been 
clinical  reports  of  congenital  mal- 
formation, but  causal  relation- 
ship has  not  been  proved.  Animal 
teratogenic  studies  have  been 
inconclusive. 

Precautions:  Use  with  caution  in 
moderate  hypertension  and 
cardiac  decompensation.  Cases 


involving  abuse  of  or  depend- 
ence on  phenmetrazine  hydro- 
chloride have  been  reported.  In 
general,  these  cases  were 
characterized  by  excessive 
consumption  of  the  drug  for  its 
central  stimulant  effect,  and  have 
resulted  in  a psychotic  illness 
manifested  by  restlessness,  mood 
or  behavior  changes,  hallucina- 
tions or  delusions.  Do  not  exceed 
recommended  dosage. 

Adverse  Reactions:  Dryness  or 
unpleasant  taste  in  the  mouth, 
urticaria,  overstimulation, 
insomnia,  urinary  frequency  or 
nocturia,  dizziness,  nausea,  or 
headache. 

Dosage:  One  25  mg.  tablet  b.I.d. 
or  t.i.d.  Or  one  75  mg.  Endurets 
tablet  a day,  taken  by  mid- 
morning. 

Availability:  Pink,  square,  scored 
tablets  of  25  mg.  for  b.i.d.  or 
t.i.d.  administration,  in  bottles  of 
100  and  1000. 

Pink,  round  Endurets®  prolonged- 
action  tablets  of  75  mg.  for 
once-a-day  administration,  in 
bottles  of  100  and  1000. 
(B)R3-46-560-B 

For  complete  details,  please  see 
full  prescribing  information. 

Under  license  from 
Boehringer  Ingelheim  G.m.b.H. 


Geigy  Pharmaceuticals  ( 
Division  of 

Geigy  Chemical  Corporation 
Ardsley,  New  York  10502 


IF  MARY  SO-AND-SO 
HAS  COCKLEBURRS 
ON  HER  COCCYX, 

WE  COULDN'T  CARE  LESS 

But  we'll  guard  her  right  to 
have  them  confidentially.  What  we 
do  care  about  is  typing  Mary's  re- 
port fast  and  accurately— spelling 
out  her  problem  with  the  right 
spelling. 

There's  a lot  to  be  said  for  let- 
ting us  type  all  your  reports.  You 
employ  us  just  long  enough  to  do 
your  paperwork  and  not  a minute 
more.  Moreover,  we're  always  on 
tap  when  you  want  us— day  or 
night. 

You  never  have  to  report  or 
pay  for  unemployment  or  social 
security  deductions  for  us.  And,  we 
work  from  tapes,  discs,  or  anything 
which  gives  us  the  message. 

Try  us.  No  contract  necessary 
and  no  minimum.  So  what  can  you 
lose. 


TRANSCRIPTION  SERVICE  INC. 

961  CRANSTON  ST.,  CRANSTON,  R.  I.  02920 


944-8063 
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for  licensing  under  the  Department  of  Business 
Regulation  and  excluded  from  the  jurisdiction  of 
the  Department  of  Health. 

Also,  a measure  would  have  extended  the  statute 
of  limitations  on  personal  injury  actions  from  two 
to  three  years  and  a resolution  which  would  have 
created  a 9 member  legislative  commission  with 
subiwena  authority  to  study  the  feasibility  of  hav- 
ing an  emergency  or  accident  room  staffed  ade- 
quately at  all  times  of  the  day  in  compliance  with 
minimum  standards  as  to  personnel  and  equipment 
and  to  study  whether  it  would  be  better  to  region- 
alize this  service,  based  upon  population  and  ge- 
ography; another  act  would  have  requested  the 
Director  of  the  Depatrment  of  Health,  the  Com- 
missioner of  Education,  and  the  Board  of  Trustees 
of  state  colleges  to  study  the  feasibility  of  devising 
a suitable  education  program  relating  to  personal 
hygiene,  health  and  family  life;  and  a resolution 
which  would  have  deleted  from  the  appropriate 
statutes  the  requirement  that  medical  examiners 
must  examine  bodies  of  persons  who  died  from  an 
abortion  or  suspected  abortion. 

.\lso,  a bill  would  have  required  the  Department 
of  Health  to  issue  registry  numbers  to  all  persons 
authorized  to  prescribe  a narcotic  drug.  The  num- 
bers would  have  been  changed  every  six  months 
and  the  person  prescribing  would  have  had  to  hand 
write  his  registry  number  on  each  prescription. 

A bill  would  have  required  school  bus  drivers  to 
undergo  a medical  examination  at  least  every  six 
months  and  would  have  required  a report  to  the 
Registry  of  Motor  Vehicles.  The  examining  physi- 
cian would  have  certified  to  the  Registrar  of  Motor 
Vehicles  that  such  driver  was  physically  qualified 
and  fit  to  drive. 

Also,  a bill  would  have  required  ophthalmolo- 
gists and  optometrists  to  report  to  the  State  De- 
partment of  Health  and  identities  of  persons  with 
impaired  vision.  The  records  would  have  required 
by  the  Registrar  of  Motor  Vehicles  to  determine 
fitness  to  drive;  a resolution  would  have  required 
physicians  to  report  to  the  Registrar  of  Motor  Ve- 
hicles individuals  subject  to  physical  or  mental 
illness  which  would  impair  their  ability  to  drive. 
A bill  would  have  required  physicians  to  report  to 
the  Registrar  of  iMotor  Vehicles  information  on 
patients  subject  to  illness  that  could  have  impaired 
their  driving  ability;  and  a proposal  would  have  re- 
quired court  permission  for  a therapeutic  abortion 
(Continued  on  page  365) 
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and  would  have  provided  for  the  appointment  of  an 
attorney  to  represent  the  unborn  child. 

ADDITIONAL  BILLS 

Other  bills  which  failed  to  win  approval  of  the 
General  .Assembly  were:  a repeal  of  the  present 
abortion  statute  which  would  have  in  effect  made 
abortion  a decision  between  a physician  and  his 
patient;  an  act  which  would  have  required  that  a 
minor  be  subjected  to  a physical  e.xamination  by 
a physician  prior  to  any  charges  being  brought 
against  an  individual  for  an  alleged  injury  inflic- 
ted on  the  minor;  a measure  which  would  have 
imposed  standards  on  the  construction,  composi- 
tion, sale  and  distribution  of  eyeglasses;  and  a 
proposal  which  would  have  required  that  ambu- 
lances, rescue  vehicles,  and  other  emergency  vehi- 
cles transporting  a person  to  a hospital  convey  a 
person  to  the  hospital  of  his  choice. 

Relating  to  drugs  and  prescriptions,  legislation 
which  did  not  pass  concerned  a mandatory  six 
months  jail  sentence  for  driving  under  the  influ- 
ence of  liquor  or  drugs;  a proposal  to  provide  six 
months  imprisonment  for  anyone  convicted  of  hav- 
ing unexplained  fresh  needle  marks  on  his  arm  and 
another  act  that  would  have  made  it  a crime  to  be 
in  a place  where  drugs  are  found;  and  legislation 
which  would  have  required  that  any  physician 
orally  prescribing  the  issuance  of  medicine  by  a 
pharmacist  would  deliver  the  prescription  in  writ- 
ing to  the  pharmacist  within  48  hours. 

Other  measures  not  finding  favor  with  the  legis- 
lators pertained  to  a requirement  that  all  licensed 
hospitals  admit  the  patient  of  any  duly  licensed 
physician  even  though  the  physician  is  not  on  the 
staff,  and  a bill  requiring  the  attendance  of  a phy- 
sician at  all  exercise  health  centers. 

Regarding  Workmen’s  Compensation  bills  which 
died  in  the  General  Assembly,  one  would  have 
authorized  the  commission  to  require  an  injured 
employee  to  report  to  the  curative  center  for  treat- 
ment; another  to  permit  an  injured  employee  to 
be  entitled  to  treatment,  care,  or  rehabilitation  by 
a physician,  dentist,  or  hospital  of  his  own  choice 
but  that  after  completion  of  the  treatment  by  the 
physician,  dentist  or  hospital,  the  employer  must 
approve  the  selection  of  subsequent  physicians, 
dentists,  or  hospitals,  for  treatment  of  the  same 
injury. 

Two  bills  to  provide  for  byssinosis  and  injuries 
resulting  from  a hernia  as  compensable  occupation- 


al diseases  under  the  Workmen’s  Compensation 

were  not  adopted  by  the  lawmakers. 

Editor’s  Mailbox 

To  the  Editor-. 

I believe  the  editorial  “Rubella”  in  the  .April 
RIMJ  omits  one  aspect  which  is  of  importance  in 
the  epidemiology  of  the  disease,  and  in  the  OB 
and  Fed.  management  of  the  individuals  who  are 
involved. 

Whereas  the  infected  mother  rapidly  resolves 
the  rubella  infection  and  is  thereafter  well,  the 
the  infected  placenta  and  the  infected  fetus  con- 
tinue systemically  infected  and  actively  sick  for 
the  duration  of  pregnancy.  Not  only  that,  but  the 
infected  newborn  continues  actively  infected  and 
shedding  virus  for  months,  possibly  over  a year  in 
some  cases. 

Ignoring  this  reservoir  of  disease  virus  obviously 
encourages  spread  of  the  endemic  to  siblings,  and 
more  significantly  to  the  aunts,  female  cousins  and 
neighbors  in  the  child-bearing  age  group.  I doubt 
this  is  generally  realized. 

A'ou  may  wish  to  talk  with  some  representatives 
of  the  obstetric,  pediatric  and  public  health  spec- 
ialists. 

I would  hope  that  an  “addendum”  to  the  “Ru- 
bella’’ editorial  will  be  forthcoming. 

I was  working  at  Pacific  State  Hospital,  Pomona, 
California  while  The  Rubella  Project  was  going  on. 
The  study  was  well-conceived  and  carefully  admin- 
istrated. That  study  says  nothing,  to  my  know- 
ledge, to  the  facet  of  Rubella  epidemiology  which 
I have  invited  to  your  attention. 

Edw’ard  B.  Sinclair,  m.d. 

* * * 

Dear  R.  I.  Medical  Society, 

I am  studying  about  mumps  and  I would  like 
to  know  more  about  them.  Can  you  send  me  a 
letter  telling  about  the  way  they  get  to  the  body, 
how  they  affect  the  body,  and  how  you  can  cure 
them?  I am  doing  this  for  a science  project.  Please 
send  me  a letter  asking  what  I want  to  know. 
Thank  you,  bye  now. 

Sincerely  yours, 

AIiss  Joan  Clare  Donovan 
34  Blanding  Avenue 
West  Barrington,  R.  I. 

P.S.  Please  put  Clare  when  you  write  my  name. 
Bye  again 

z z z 
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DERMAQUIZ 

Conducted  by  FRANCESCO  RONCHESE,  M.D. 


Left,  nodular,  pustular  eruption  of  several  months  Right,  purpuric,  itchy  eruption, 
duration.  duration. 

Answers  on  page  403. 


The  Norelco  84  does  a big  job  for  the 
executive  or  professional  man  who  doesn’t 
have  a lot  of  time  to  waste  on  dictation.  This 
modern,  completely  automatic  machine  is 
remotely  controlled,  easy  to  use  - and  fast.  You 
can  correct  dictation  instantly.  Transcription 
is  just  as  simple. 

The  Norelco  84  is  so  inexpensive,  it 
quickly  pays  for  itself  in  secretarial  time. 

Walter  Adler’s  VIP 

Corner  of  Orange  and  Pine  Sts.  Providence,  R.l.  (401)  521-0060 


And  Walter  Adler’s  VIP,  your  Rhode 
Island  Norelco  distributor,  gives  you  plenty  of 
back  up.  VI  P will  survey  your  office  and  make 
recommendations  on  your  communications 
needs.  VIP  has  a complete  service  depart- 
ment, a lease  program,  used  equipment  to  sell. 

^ Stop  in  at  Walter  Adler’s 
VIP  And  talk. 


I love  my  family. 

I adore  this  house. 

My  in-lai^  are  great. 

The  neighbors  are  wonderful. 


mephentermine  sulfalelate  desirable.  Allergic  or 
idiosyncratic  reactions  are  rare,  but  such  reactions, 
sometimes  severe,  can  develop  in  palients 
receiving  only  1 to  4 doses  who  have  had  no 
previous  contact  with  meprobamate  Previous 
history  of  allergy  may  or  may  not  be  related  to 
incidence  ol  reactions  Mild  reactions  are 
characterired  by  itchy  urticarial  or  erythematous 
maculopapular  rash,  generalived  or  confined  to 
groin  Acute  nonthrombocytopenic  purpura  with 
cutaneous  petechiae.  eccfiymoses.  peripheral 
edema  and  fever  have  been  reported.  One  fatal 
case  of  bullous  dermatitis  following  intermittent  use 
of  meprobamate  with  prednisolone  has  been 
reported  If  allergic  reaction  occurs,  meprobamate 
should  be  stopped  and  not  reinstituted  Severe 
reactions,  observed  very  rarely,  include 
angioneurotic  edema,  bronchial  spasms,  fever, 
fainting  spells,  hypotensive  crises  II  fatal  easel, 
anaphylaxis,  stomatitis  and  proctitis  (1  caseland 
hyperthermia  Treat  symptomatically  as  with 
epinephrine,  antihistamine  and  possibly  hydro 
cortisone  Aplastic  anemia  H fatal  case), 
thrombocytopenic  purpura,  agranulocytosis  and 
hemolytic  anemia  have  occurred  rarely,  almost 
always  in  presence  of  known  toxic  agents.  A few 
cases  of  leukopenra,  usually  transient,  have  been 
reported  on  continuous  administration 

Meprobamate  may  sometimes  precipitate  grand 
mal  attacks  in  patients  susceptible  to  both  grand 


The  young  homemaker* 
her  underlying  anxiety  S 
and  tension  can  surfacej 
and  intensify  under  the  * 
continuous  stress  of  » 
rearing  a growing  family^ 
Especially  when  she's  fj 
confined  to  the  home  anc] 
its  environs  so  much.  | 

You  can  help  her  over  - 
the  rough  spots  with 
reassurance  and  counsel 
Equanil  can  help  relieve 
tension,  ease  anxiery— 
with  little  risk  of  serious 
side  effects.  Time  and 
experience  will  probably 
do  the  rest. 


Equanir 

(meprobamate 

Wyeth  Laboratories  It 

Philadelphia,  Pa.  * 

® ? 

I 
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:~diC3iions  use  in  management  of  anxiety  and 
tension  occurring  alone  or  as  accompanying 
symptom  complex  to  medical  and  surgical  disorders 
and  procedures.  Though  not  a hypnotic,  fosters 
normal  sleep  through  antianxiety  and  related 
muscle-relaxant  propertms 
Conifaindications  History  ot  sensitivity  to 
meprobamate 

Imponant  Precautions.  Carefully  supervise  dose 
and  amounts  prescribed,  especially  for  patients 
prone  to  overdose  themselves  Excessive  prolonged 
use  has  been  reported  to  result  in  dependence  or 
habituation  in  susceptible  persons,  as  alcoholics, 
ex-addicts,  and  other  severe  psychoneurotics 
After  prolonged  excessive  dosage,  reduce  dosage 
gradually  to  avoid  possibly  severe  wrthdrawal 
reactions  Abrupt  discontinuance  ol  excessive 
doses  has  sometimes  resulted  in  epileptilorm 
seizures 

Warn  patients  ol  possible  reduced  alcohol  tolerance, 
with  resultant  slowing  of  reaction  time  and 
impairment  of  judgment  and  coordination 
Reduce  dose  if  drowsiness,  ataxia  or  visual 
disturbance  occurs:  if  persistent,  patients  should 
not  operate  vehicles  or  dangerous  machinery 
Side  Effects  include  drowsiness,  usually  transient, 
if  persistent  and  associated  with  ataxia,  usually 
responds  to  dose  reduction,  occasionally 
concomitant  CHS  stimulants  iamphetamine. 


Photo  professionally  posed 


and  petit  mal.  Extremely  large  doses  can  produce 
rhythmic  fast  activity  in  the  cortical  pattern 
Impairment  of  accommodation  and  visual  acuity  has 
been  reported  rarely  Aher  excessive  dosage  for 
weeks  or  months,  withdraw  gradually  (1  or  2 weeks) 
to  avoid  recurrence  of  pretreatment  symptoms 
(insomnia,  severe  anxiety,  anorexia).  Abrupt 
discontinuance  of  excessive  doses  has  sometimes 
resulted  m vomiting,  ataxia,  tremors,  muscle 
twitching  and  epileptiform  seizures.  Prescribe 
very  cautiously  and  in  small  amounts  tor  patients 
with  suicidal  tendencies  Suicidal  attempts  have 
resulted  in  coma,  shock,  vasomotor  and  respiratory 
collapse  and  anuria.  Excessive  doses  have 
resulted  rn  prompt  sleep,  reduction  ot  blood 
pressure,  pulse  and  respiratory  rates  to  basal 
levels,  ami  occasionally  hyperventilation.  Treat 
with  immediate  gastric  lavage  and  appropriate 
symptomatic  therapy.  (CNS  stimulants  and  pressor 
amines  as  indicated).  Doses  above  2400  mg  /day 
are  not  recommended 
Composition.  Tablets,  200  mg  and  400  mg 
meprobamate  Coated  Tablets.  WYSEALS' 

EQUANIL  (meprobamate)  400  mg  (All  tablets  also 
available  in  REDIPAK  - [strip  pack).  Wyeth , ) 
Continuous-Release  Capsules,  EQUANIL  L-A 
(meprobamate)  400  mg. 


Peripatetics 

By  Robert  V.  Lewis,  ^I.D. 

"Hail  to  the  Chiefs  Xight”  was  recently  held  at 
the  Alpine  Country  Club  to  honor  all  former 
Chiefs  of  Services  of  the  Roger  Williams  General 
Hospital.  Among  those  honored  were  WILLIAM 
-M.  MUNXY,  HAR.ALA:MBIE  G.  CIC:MA,  RUS- 
SELL R.  HUNT,  JEFFREY  P.  MOORE,  ROB- 
ERT H.  WHITMARSH,  JAMES  R.  iSIcKEX- 
DRY,  FRAXK  C.  MacCARDELL,  JOSEPH  C. 

McWilliams,  harry  e.  darr.\h,  waldo 

O.  HOEY,  EDMUXD  A.  SAYER,  LOUIS  J. 
FUHRMAXX,  and  LEROY  W.  FALKIXBURG. 
THOM.\S  LITTLETOX  was  chairman  of  the 
evening. 

=1=  =l!  ^ 

ST.AXLE\  M.  .AROXSOX,  Professor  of  Path- 
ology at  the  State  L’niversity  of  X’ew  York,  and 
Xeuropathologist  and  Director  of  Laboratories  at 
Kings  County  Hospital  Center  in  Xew  York,  has 
been  appointed  the  Pathologist-in-Chief  at  The 
Miriam.  The  appointment  also  carries  the  title  of 
Professor  of  Aledical  Science  at  Brown  University. 
J.ACOB  D\  CKAIAX  will  continue  as  Director  of 
the  Division  of  Anatomic  Pathology  with  HISASHI 
TAAIUR.A  as  his  Assistant  Director. 

* * 

HOW  ARD  S.  STL’RIM  has  been  certified  by  the 
American  Board  of  Plastic  Surgeons,  effective  Alay 
9,  1970. 

* 

W ILLIAAI  F.  GARRAHAX  of  W arwick  was 
elected  president  of  the  Rhode  Island  Orthopedic 
Society  at  the  group’s  annual  spring  meeting  at 
the  Squantum  Club  in  East  Providence. 

Others  elected  are  HEXRY  M.  LITCHAIAX 
of  Providence,  vice  president,  and  REX^XETH  G. 
KXOWLES  of  Cranston,  secretary-treasurer. 

-ARTHUR  THIBODEAU,  professor  of  ortho- 
l^edic  surgery  at  Tufts  University  and  the  Xew 
England  Medical  Center,  was  the  principal 
speaker. 

^ 'fi 

STAX'LEA^  SIMOX  of  Providence  was  elected 
president  of  The  Miriam  Hospital  Medical  Staff 
•Association  succeeding  BAXICE  M.  WEBBER. 

Simon  is  a member  of  the  active  staff  in  the 
department  of  surgery  at  the  hospital. 

.Also  elected  by  the  association  were  MELMX" 
HOFFMAX,  vice  president;  MARTIX  E.  FEL- 
DER, secretary,  and  GUSTAF  SWEET,  treas- 
urer. 


.ABRAH.AAI  HORYITZ  was  elected  as  staff 
member  to  the  hospital’s  medical  board,  and 
HEX'RA'  LITCHM.AX"  was  named  to  the  e.xecu- 
tive  committee  of  the  association  for  a two-year 
term. 

❖ * * 

KATHARIXE  K.  CUTTS  was  named  Assist- 
ant Treasurer  of  the  Rhode  Island  Council  of 
Community  Services,  Inc.  H.ARRA^  E.  DARRAH 
was  named  to  a three-year  term  on  the  Board  of 
Directors. 

^ >{c  ;j! 

ROBERT  W.  REIMER  was  recently  honored 
as  ‘A’isiting  professor  of  thoracic  surgery  at  the 
L’niversity  of  Bogota.”  His  visit  included  semi- 
nars and  two  days  of  operations.  An  added  fea- 
ture of  the  visit  was  first  hand  observation  of  the 
political  revolution  whicch  followed  the  recent 
general  presidential  election  there. 

* * * 

ALAX  FAIXTA'CH,  Providence  psychiatrist,  was 
recently  elected  president  of  the  Butler  Hospital 
Staff  .Association.  Other  officers  elected  were  GAB- 
RIEL A.  XLAJERA,  vice-president,  and  WILMA 
F.  ROSEXi,  secretary-treasurer,  both  of  Providence. 
Elected  members  at  large  were  MARIO  TAAH,  and 
P.ATRICK  F.  O’AI.AHOXY. 

^ 

THOALAS  PERRA’  was  elected  president  of  the 
Providence  Surgical  Society  at  its  21st  annual 

meeting  at  the  Agawam  Hunt  in  East  Providence. 

The  society  reelected  STEPHEX  HO\"E,  vice 
president;  JOSEPH  E.  CARUOLO,  secretary,  and 
JEiSSE  P.  EDDA"  3rd,  treasurer. 

The  outgoing  president,  ARXOLD  PORTER, 
appointed  five  members  to  serve  on  the  surgical 
■‘peer  review  committee”  which  investigates  griev- 
ances and  complaints  involving  fees. 

X’ames  to  the  committee  were  JEvSSE  AIERRILL^ 
GIBSOX,  JR.,  PAUL  HE.ALEY,  CARAHXE 
CAPALBO,  AIARTIX  FELDALAX  and  RICH- 
ARD PERRAA 

The  Drug  Control  Division  of  the  Rhode 
Island  Department  of  Health  requests  all 
physicians  not  to  telephone  prescriptions 
for  Class  A narcotics  to  pharmacists.  The 
Division  said  that  Class  A narcotics  such  as 
codeine,  morphine,  and  demerol,  accord- 
ing to  statute,  must  be  prescribed  in  writ- 
ing with  the  physician's  signature  and 
number  on  the  prescription. 
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Adtiitional  information  available  upon  request  • Eli  Lilly  and  Company,  Indianapolis,  Indiana  46206 


Acute  Osteomyelitis  Caused  by  Salmonella  Braenderup 


Authors  Believe  This  to  be  First  Re- 
ported Case  Due  to  this  Organism 


By  A.  A.  Savastano,  M.D. 

Stephen  J.  Kamionek,  M.I). 

Joseph  H.  Xavach,  M.D. 

Fatal  cases  of  acute  osteomyelitis  are  rare,  and 
cases  of  osteomyelitis  caused  by  Salmonella  organ- 
isms are  rarer.  In  reviewing  7,779  cases  of  Sal- 
monella infection  between  1937  and  1955  Saphra 
and  Winter’  reported  an  overall  case  fatality  rate 
of  4.1  per  cent,  over  half  of  w'hich  were  due  to 
Salmonella  choleraesuis  and  Salmonella  typhimur- 
ium.  These  two  organisms  have  a fatality  rate  of 
20-25  per  cent,  while  all  other  Salmonellas  have 
a fatality  rate  of  less  than  5 per  cent.  The  or- 
ganism identified  in  the  case  presented  here  was 
Salmonella  braenderup.  Many  cases  of  osteomye- 
litis due  to  the  more  virulent  species  of  Salmonella 
are  in  the  orthopedic  literature. 

Paget^  reported  the  first  case  in  1876  as  a com- 
plication of  typhoid  fever.  Mansoor^  has  reported 
typhoid  osteomyelitis  as  a direct  innoculation.  Pre- 
disposing bone  and  metabolic  conditions  such  as 

A.  A.  SAVASTAX'O,  ]M.D.,  Chief  of  Orthopedic 
Surgery,  Rhode  Island  Hospital 

STEPHEN  J.  KAMIONEK.  M.D.,  Senior  Assis- 
tant Resident  in  the  Department  of  Orthopedic 
Surgery,  Rhode  Island  Hospital 

JOSEPH  H.  NAVACH,  M.D.,  Senior  Assistant 
Resident  in  the  Department  of  Orthopedic  Sur- 
gery, Rhode  Island  Hospital 


sickle  cell  anemia,^  poor  nutrition®  and  diabetes 
mellitus®  are  well  documented  contributing  factors. 
Certain  low  virulence  species  such  as  Salmonella 
dublin’^  and  Salmonella  oranienburg®  have  evolved 
in  recent  epidemics  and  have  caused  chronic  os- 
teomyelitis. Localized  infections  were  reported  by 
Saphra  and  Winter  to  occur  in  8 per  cent  of  Sal- 
monella bacteremias,  and  in  these  cases  initial  in- 
testinal involvement  was  absent.  The  sites  of  these 
localized  infections  were  the  peritoneum,  gall  blad- 
der, salpinx,  perineum,  long  bones,  meninges,  heart 
valves,  and  endocardium.  The  incidence  of  Salmon- 
ella osteomyelitis  was  only  0.85  per  cent  in  typhoid 
and  0.2  per  cent  in  parathyroid  B infections  as 
reported  by  Black,  Kuntz  and  Schwartz*  when 
they  presented  four  cases  of  Salmonella  osteomye- 
litis in  165  Salmonella  infections,  as  incidence  of 
2.4  per  cent. 

CASE  REPORT 

case  report  of  acute  osteom\’elitis  caused  by 
Salmonella  braenderup  in  a 59  year  old  diabetic 
female  is  here  presented: 

On  August  12,  1969  a 90  year  old  female  ma- 
ture diabetic  sustained  an  impacted  fracture  of 
the  neck  of  the  right  humerus,  which  was  treated 
by  conservative  methods.  Six  days  later  she  was 
admitted  to  the  medical  service  at  Rhode  Island 
(Continued  on  next  page) 
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Hospital  with  the  principal  diagnosis  of  diabetic 
ketoacidosis.  She  presented  as  an  e.xtremely  obese, 
middle  aged  white  female  exhibiting  shallow  res- 
pirations and  profuse  diaphoresis.  The  right 
shoulder  and  arm  were  ecchymotic,  but  the  skin 
was  intact.  She  responded  well  to  treatment  of  her 
ketoacidosis,  but  because  of  spiking  fevers  (to 
103°)  throughout  her  hospital  stay  numerous  stool 
and  blood  cultures  were  obtained,  which  subse- 
quenth’  grew  out  Salmonella,  group  Cl.  Treatment 
consisted  of  intravenous  Keflin®  (four  days)  and 
Loridine®  (three  days).  The  patient  was  also  anti- 
coagulated with  coumadin  for  coronary  disease 
(Ppulmonary  embolism)  manifested  by  chest  pain, 
serial  electrocardiographic  changes  suggestive  of  an 
anteorolateral  infarction  and  a transient  enzyme 
rise.  A prothrombin  time  (PTA)  on  discharge  was 
24  i^er  cent;  she  received  no  further  anticoagula- 
tion after  discharge  on  September  4. 

On  September  23,  1969,  six  weeks  jx)st  fracture, 
she  presented  in  the  Emergency  Room  \vith  the 
chief  complaint  of  acute  pain  and  swelling  of  the 
right  shoulder,  fever,  weakness,  nausea,  and  ano- 
rexia which  had  increased  over  the  previous  2-3 
days.  On  admission  temperature  was  102. 8F,  blood 
pressure  180, '90  and  pulse  120.  She  was  obviously 
to.xic.  The  skin  about  the  edematous  right  shoulder 
was  moist,  tender,  and  hyperthemic,  and  revealed 
definite  crepitus.  No  lacerations  or  abrasions  could 
be  identified.  All  motions  at  the  shoulder  were  ex- 
quisitely painful.  Examination  of  the  chest  revealed 
a grade  II/I\’  systolic  murmur.  X-ray  studies  re- 
vealed several  pockets  of  gas  overlying  the  right 
shoulder  joint  and  the  previous  fracture. 

Laboratory  values  were  hemoglobin  1 1 .0,  hema- 
tocrit 30  per  cent,  white  blood  count  20,400  with 
83  per  cent  polymorpho  nuclear  lenocytes,  8 per 
cent  band  forms,  and  9 per  cent  lymphocytes. 
Needle  aspiration  of  the  fluctuant  area  over  the 
shoulder  produced  a copius  amount  of  tan  purulent 
material  with  an  odor  of  hydrogen  sulfide;  gram 
stains  revealed  gram  negative  rods  resembling 
either  Proteus  or  Salmonella. 

The  patient  was  taken  directly  to  the  operating 
room  for  extensive  incision  and  drainage,  as  well 
as  excision  of  the  comminuted  and  nonviable  hu- 
meral head.  This  wound  was  subsequently  packed 
open;  a single  Penrose  drain  was  brought  out 
through  the  {xjsterior  aspect  of  the  shoulder.  Large 
doses  of  intravenous  Keflin®  were  initiated  but 
approximately  six  hours  postoperatively  patient 
became  acutely  hypotensive  and  unresponsive.  She 
was  treated  for  an  acute  gram  negative  septicemia. 


although  the  diagnosis  of  hypovolemia,  cardiogenic 
shock,  and  pulmonary  embolism  were  entertained 
as  well.  She  received  Chloromycetin®  in  addition 
to  Keflin,®  digitalis,  and  large  doses  of  steroids.  A 
transient  respirator}-  arrest  responded  to  endo- 
trachael  intubation. 

Laboratory  studies  at  that  time  were  as  follows; 
White  blood  count  49,000  (60  per  cent  polymor- 
pho nuclear  lencoc\-tes,  1 per  cent  band  forms,  23 
per  cent  lymphocytes),  serum  Na  121,  K5.9,  Cl 
92,  Co’?,  arterial  blood  pH  6.92,  02saturation  98.5, 
T COi  5,  P CO2  26,  glucose  85,  acetone  0,  and 
PTA  12  per  cent.  Bleeding  time  was  prolonged  to 
18  minutes  but  fibronogen  levels  and  euglobulin 
lysis  time  were  normal. 

The  low  pH  was  thought  to  be  a lactic  acidosis 
secondary  to  prolonged  hypotension,  septic  shock, 
or  both.  The  patient  developed  essential  anuria 
prior  to  expiring  on  the  fourth  hospital  day.  A 
puzzling  coagulation  defect  developed  postopera- 
tively as  slow  bleeding  continued  from  both  the 
operative  and  intravenous  cutdown  sites;  twelve 
units  of  whole  blood  and  twelve  units  of  plasma 
were  administered  over  the  four  day  period.  Even- 
tually Isuprel®  was  required  to  maintain  blood 
pressure  prior  to  demise. 

DISCUSSION 

An  autopsy  confirmed  the  extensive  osteomye- 
litis and  myositis  of  the  right  shoulder;  postmor- 
tem cultures  demonstrated  Salmonella  only  at  the 
fracture  site.  The  histopatholog}'  of  the  bowel  was 
non-specific  with  acute  proctitis  in  the  rectum  but 
without  the  usual  monocytic  reaction  of  Salmon- 
ella infection.  Study  of  histologic  sections  of  the 
ileum  and  gall  bladder  were  noncontributory.  It 
is  postulated  that  the  Salmonella  infection  origi- 
nated in  the  bowel  before  seeding  of  the  fracture, 
as  is  characteristic  of  this  organism.  The  original 
site  of  infection  had  been  healed  by  antibiotic 
therapy  prior  to  death. 

Cause  of  death  is  attributed  to  Salmonella  sepsis 
with  multiple  organ  infarcts.  Contributing  factors 
were  recent  myocardial  infarction  and  acute  renal 
tubular  necrosis.  We  have  been  unable  to  find  in 
the  literature  of  another  case  of  osteomyelitis 
caused  by  Salmonella  braenderup. 
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Antepartum  Pulmonary  Emboli 


Pulmonary  Embolism  During  First 
Trimester  of  Pregnancy  Successfully 
Treated  ff  ith  Anticoagulants. 


By  Charles  A.  INIillard,  M.D. 


Pulmonary  embolic  disease  complicating  preg- 
nancy, especially  early  in  the  first  trimester,  poses 
a therapeutic  dilemma.  One  must  equate  the  dan- 
ger of  the  disease  to  the  mother  with  the  possible 
adverse  effects  that  anticoagulant  therapy  imposes 
upon  her  and  the  fetus.  The  situation  calls  for 
immediate  therapy  to  avert  a potential  fatality  and 
prolonged  treatment  to  prevent  a recurrence,  .^t 
term  additional  problems  in  management  arise, 
and  available  data  for  guidance  of  therapy  is 
meager. 

The  following  successfully  treated  patient,  with 
pulmonary  infarcts  demonstrated  by  roentgeno- 
grams, is  the  fifth  reported  case  of  a parturient  pa- 
tient successfully  treated  for  more  than  one  hun- 
dred days  with  anticoagulant  drugs. ^ There  have 
been  no  maternal  or  fetal  deaths  in  these  cases. 
The  infrequent  occurrence  of  pulmonary  infarction 
in  the  first  trimester  and  the  rarity  of  successful 
termination  merit  reporting  of  this  case. 

CASE  REPORT 

37-year-old  female  para  IV  and  gravida  IV  was 
first  seen  on  April  28,  1966,  complaining  of  short- 
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ness  of  breath  and  vaginal  bleeding.  Her  last  men- 
strual period  was  on  February  18,  1966.  The  past 
history  revealed  no  serious  illnesses  and  no  opera- 
tions. 

These  symptoms  persisted  until  May  2,  when 
pain  leveloped  in  the  left  chest.  She  was  treated  for 
anxiety  and  given  a tranquilizer.  However,  four 
days  later  pain  recurred  and  was  accompanied  by 
a temperature  of  99.4°  F.  A chest  x-ray  re- 
vealed a triangular-shaped  density  in  the  left  costo- 
phrenic  sulcus  consistent  with  pulmonary  infarc- 
tion. Hospitalization  was  advised  but  rejected.  On 
May  9 another  episode  of  chest  pain  and  shortness 
of  breath  necessitated  hospitalization. 

The  chest  x-ray  examination  on  admission  re- 
vealed a fairly  large  area  of  density  in  the  left 
lower  lobe  just  above  the  diaphragm,  consistent 
with  infarction.  A similar  area  of  increased  density 
was  present  in  the  mesial  portion  of  the  right  upper 
lobe  just  above  the  hilum,  and  there  was  a haziness 
in  the  right  costophrenic  angle.  The  findings  were 
consistent  with  multiple  pulmonary  infarcts.  The 
electrocardiogram  and  urinalysis  were  negative.  The 
white  blood  count  was  12,500  with  85  per  cent 
polymorphonuclearleukocytes  11  per  cent  lympho- 
cytes, and  4 per  cent  monosytes,  hematocrit  34 
per  cent,  and  hemoglobin  10.6  gm.  per  cent.  The 
SCOT  and  LDH  levels  were  3 and  400  units  re- 
spectively. 

■After  10,000  units  of  heparin  were  administered 
(Continued  on  luxt  page) 
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intravenously  every  four  hours  for  forty-eight 
hours,  there  was  a dramatic  relief  of  wheezing  and 
shortness  of  breath.  Clotting  time  was  maintained 
at  two  to  three  times  the  normal  level.  On  May  17, 
because  of  discomfort,  heparin  was  given  subcut- 
aneously every  six  hours.  One  week  later  a concen- 
trated solution  of  300  mg./ml.  was  injected  sub- 
cutaneously once  daily  at  10  p.m.  A plasma  recal- 
cified clotting  time  was  performed  at  10  a.m.  and 
4 p.m.  twice  a week. 

On  June  22  she  was  readmitted  and  her  anti- 
coagulant therapy  was  changed  to  coumadin  to 
avoid  the  possibility  of  maternal  osteoporosis  from 
the  prolonged  administration  of  heparin.  The  pa- 
tient and  husband,  advised  of  the  possible  conse- 
quences to  the  fetus,  considered  the  risk  justifiable. 
The  change  in  anticoagulants  was  accomplished 
without  incident,  and  the  subsequent  course  of 
pregnancy  was  uneventful. 

The  patient  was  admitted  on  November  15  in 
preparation  for  delivery.  Coumarin  was  discontin- 
ued and  heparin  instituted.  The  patient  delivered 
on  November  17  without  incident  and  was  main- 
tained on  heparin  for  forty-eight  hours  post-partum. 
Coumarin  was  started  immediately  following  de- 
livery. The  loss  of  blood  was  no  greater  than  that 
observed  in  any  uncomplicated  delivery  of  a multi- 
parous individual.  The  baby  was  normal  in  all  re- 
spects. The  mother  was  continued  on  coumadin  for 
four  months  post-partum.  Both  the  mother  and 
child  are  in  excellent  health  three  j'ears  later. 

DISCUSSION 

Pulmonary  embolism  occurring  in  the  paturient 
state  poses  many  problems  in  therapeutic  manage- 
ment. One  must  consider:  The  need  for  specific 
therapy;  anticoagulation  versus  vena  cava  ligation 
or  plication;  hazards  to  the  mother  and  the  fetus 
in  terms  of  acute  and  long  term  therapy;  and  man- 
agement during  delivery. 

1.  THE  NEED  FOR  THERAPY.  There  have 
been  297  cases  of  thrombophlebitis  in  pregnancy- 
reported  in  the  literature.  Among  163  cases  not 
treated  with  anticoagulants,  there  were  26  pulmon- 
ary emboli  and  21  maternal  deaths.  In  134  patients 
treated  with  anticoagulants,  there  were  26  docu- 
mented pulmonary  emboli,  but  only  1 maternal 
death.  In  the  latter  group,  21  had  had  pulmonary 
infarctions  when  anticoagulant  therapy  was  in- 
stituted. but  there  were  no  recurrences.  The  ther- 
apeutic level  was  not  satisfactory  in  the  5 patients 
who  developed  embolic  phenomena  while  under 
treatment.  The  efficacy  of  anticoagulant  therapy  in 
preventing  maternal  deaths  and  reducing  the  in- 


cidence of  emboli  appears  convincing.^ 

2.  .AXTICO.AGUL.ATIOy  VERSUS  C.AVA 
LIG.ATIOX  OR  PLIC.ATIOX.  When  pulmonary 
embolism  occurs,  consideration  must  be  given  to 
surgical  intervention.  Indications  for  this  procedure 
are: 

A.  Recurrent  embolization  despite  adequate  an- 
ticoagulant therapy. 

B.  .\bsolute  contraindications  to  the  use  of 
anticoagulants:  (a)  Active  gross  hemorrhage  from 
any  site;  (b)  Neurosurgery;  (c)  Widespread  open 
draining  surgical  wounds;  (d)  Hemorrhagic  blood 
dyscrasias;  (e)  Severe  renal  disease;  and  (f)  Sev- 
ere hepatic  disease. 

C.  Suppurative  thrombophlebitis. 

D.  Massive  pulmonary  emboli,  especially  w-here 
surgical  embolectomy  is  required. 

If  none  of  these  criteria  are  present,  treatment 
with  anticoagulants  alone  is  the  therapy  of  choice. 
Since  caval  ligation  may  be  associated  with  distal 
and  proximal  thrombosis  at  the  site  of  the  occlu- 
sion and  on  occasion  with  recurrent  embolization, 
anticoagulation  is  a useful  adjunct  to  the  surgical 
procedure. 

There  is  a paucity  of  literature  on  inferior  vena 
caval  ligation  or  plication  during  pregnancy.  The 
first  case  was  reported  by  Young  and  Derbyshire 
in  1950.  Since  then  seven  other  cases  have  been 
reported,  six  terminating  with  a viable  fetus.^^ 
There  are  several  cases  where  ligation  was  per- 
formed and  subsequent  pregnancies  terminated  suc- 
cessfully.® 

3.  HAZARDS  TO  THE  FETUS  .AXD 
MOTHER.  .Acute  Therapy.  Heparin  is  the  therapy 
for  the  acute  episode.  This  drug,  now  known  not 
to  cross  the  placental  barrier  because  of  its  large 
molecular  size,  therefore  presents  no  hazard  to 
the  fetus.® 

The  use  of  heparin  for  the  acute  therapy  of  pul- 
monary emboli  in  the  antepartum  period  should  be 
as  vigorous  as  in  any  other  patient. 

The  bronchoconstrictlon  response  of  the  cardio- 
pulmonary system  during  embolism  is  believed  to 
be  caused  by  the  release  of  biogenic  amines  from 
the  platelets.  This  has  been  show-n  experimentally 
to  be  an  important  cause  of  sudden  death.  Guer- 
wich  has  theorized  that  traces  of  thrombin  present 
on  fresh  emboli  may  cause  the  amines  to  be  re- 
leased. 

This  thrombin-platelet  interaction  can  be  blocked 
by  heparin  but  only  in  doses  far  in  excess  of  those 
required  to  block  the  thrombin-fibrinogen  inter- 
action. These  authors  suggested  that  10,000  to  15.- 
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000  units  of  heparin  be  given  intravenously  every 
four  hours  for  the  first  twenty-four  to  forty-eight 
hours.  The  dosage  then  is  reduced  to  the  amount 
which  will  keep  the  whole  blood  clotting  time  twice 
the  glass  clotting  time  when  the  next  dose  of 
heparin  is  due.® 

The  time  required  for  a bland  thrombus  to  be- 
come adherent  to  a vein  wall  is  approximately  eight 
to  ten  days.  Intravenous  therapy  should  cover  this 
time  period,  after  which  the  decision  must  be  made 
as  regards  long  term  therapy. 

Long  Term  Therapy.  The  choice  is  very  contro- 
versial with  very  little  data  that  one  can  use  for 
guidance. 

\’illasanta  reviewed  92  cases  of  thrombophlebitis 
treated  with  coumarins  and  heparin  in  an  attempt 
to  study  factors  responsible  for  fetal  hemorrhage. 
He  concluded  that  no  particular  coumarin  deriva- 
tive was  responsible,  nor  were  dosage  or  the  period 
of  pregnancy  when  treatment  was  given  significant. 
Duration  of  therapy  showed  no  particular  trend. 
In  this  series  there  was  an  18.4  per  cent  perinatal 
mortality  rate.  The  most  frequent  lesion  was  hem- 
orrhage or  maceration  or  both.^ 

Parenthetically,  with  the  advent  of  prosthetic 
heart  valves  the  confusion  is  further  compounded. 
These  patients  have  been  on  anticoagulants  to  pre- 
vent thromboemboli  as  a complication  of  the  new 
valves,  usually  one  of  the  coumarin  drugs.  Reports 
are  now  appearing  showing  that  coumarin,  if  ad- 
ministered in  the  first  eight  weeks  of  pregnancy, 
may  be  responsible  for  teratogenic  effects.^® 

Long-term  therapy  employing  coumarin  drugs 
may  terminate  in  fatal  hemorrhage  due  to  drug- 
induced  disease,  unless  the  physician  is  aware  of 
the  interaction  of  the  many  drugs  which  depress 
and  stimulate  the  metabolism  of  coumarin.  Cou- 
marin crosses  the  placental  barrier  and  appears  in 
the  milk  of  the  nursing  mothers,  so  that  it  may 
affect  both  the  fetus  in  utero  and  the  nursing  in- 
fant. 

4.  M.ANAGEMENT  DURING  DELIVERY. 
.\i  term,  further  problems  arise — the  complications 
of  labor  and  delivery  (abruptio  placenta,  post-par- 
tum  hemorrhage,  or  injuries  to  the  birth  canal)  and 
the  necessity  for  normal  clotting  of  the  baby’s 
blood  (such  as  hemorrhagic  disease  of  the  newborn, 
traumatic  delivery). 

Queenville  suggested  three  possible  solutions  to 
these  problems: 

A.  Stopping  treatment  1-2  weeks  prior  to  de- 
livery. (This  has  the  disadvantage  that  the  throm- 
botic disease  may  recur  during  this  interval). 


B.  Maintaining  the  patient’s  prothrombin  time 
at  a subtherapeutic  level  (20-25  seconds)  in  the 
last  days  prior  to  delivery  and  through  labor.  An- 
other possibility  would  be  to  continue  full  thera- 
peutic doses  until  labor  starts  and  then  to  admin- 
ister vitamin  K to  both  the  mother  and  the  baby 
after  delivery.  The  disadvantage  of  this  plan  is  that 
it  takes  8-12  hours  for  the  prothrombin  time  to 
reach  safe  levels,  by  which  time  most  primiparas 
and  practically  all  multiparas  would  have  delivered. 

C.  Stopping  coumarin  before  the  expected  onset 
of  labor  and  substituting  heparin  until  labor  starts. 
(With  the  initiation  of  labor,  protamine  sulfate 
could  be  given  to  restore  almost  immediately  a 
normal  clotting  time.  Since  the  control  of  uterine 
bleeding  musculature  rather  than  on  blood  clotting 
per  se,  it  should  not  be  necessary  to  have  normal 
clotting  time  for  delivery.  It  is  recommended  that 
protamine  sulfate  be  available  for  immediate  use 
should  excessive  bleeding  occur  from  a vaginal  or 
cervical  laceration  or  episiotomy.  Every  possible 
effort  should  be  made  to  make  the  delivery  as  trau- 
ma-free as  possible.”) 
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Pressures  Influencing  Family  Stability 


The  Family  is  Still  the  Best  Hope  of  A 
Better  ff  orld 


By  Reverend  Joseph  L.  Lennon,  O.P. 


Plato  once  said:  “The  state  is  the  family  writ 
large.”  The  state,  that  is  to  say,  is  simply  an  ex- 
tension of  the  family.  But  that  is  no  longer  true 
in  our  modern  world.  Our  great  complex  nation 
states  are  not  families;  they  are  rather  vast  agglom- 
erations of  families.  .And  in  the  interaction  between 
family  and  society  there  can  be  a great  deal  of  con- 
flict. It  is  the  family  that  prepares  the  future  citi- 
zens of  society,  and  it  is  society  that  sets  the  re- 
quirements and  standards  for  future  citizens.  So  in 
any  society  that  is  in  a state  of  equilibrium,  the 
family  and  society  must  have  the  same  goals;  they 
must  be  working  to  produce  the  same  kinds  of  per- 
sons, to  function  in  the  same  kinds  of  ways.  If  the 
family  and  the  society  of  which  it  is  a part  are  in 
conflict  with  one  another,  a battle  will  have  to  be 
fought  out  in  which,  sooner  or  later,  either  the  so- 
ciety changes  the  famih',  or  the  family  changes  the 
society. 

So  the  family  and  the  society  must  sooner  or 
later  come  to  terms  if  there  is  to  be  a healthy, 
stable  community.  Our  American  families  in  the 
past  were  quite  different  from  families  of  today 
They  were  ]:)atriarchal.  The  father  was  the  unchal- 
lenged “lord  and  master.”  This  kind  of  family  did 
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not  have  flexibility  and  adaptability.  Consequently, 
under  the  impact  of  rapid  social  change,  the  patri- 
archal family  on  every  hand  is  dead  or  dying,  de- 
caying and  disintegrating.  But  such  families  were 
quite  suited  to  the  early  days  of  our  country.  Pio- 
neer families,  for  instance,  did  many,  many  things 
like  baking  and  cooking  all  food  consumed,  repair- 
ing shoes  and  harness,  spinning,  sewing,  knitting 
and  tailoring  the  family  clothing,  laundering  all 
clothing  and  linen  by  hand.  The  family  was  quite 
self-contained.  In  addition  the  members  of  the  fam- 
ily, almost  all  of  them,  worked  together  in  the 
homestead.  .A  great  deal  of  the  education  and  guid- 
ance of  the  children  in  social  values  was  provided 
in  the  home.  Recreation  was  provided  almost  en- 
tirely in  the  home  or  in  the  homes  of  a group  of 
neighbors.  The  social  life  of  the  family  revolved 
around  the  homesteads  so  that  families  were  the 
center  of  the  throbbing  life  of  the  community. 

Today  the  family  has  changed  radically  in  this 
respect.  It  has  lost  a great  majority  of  the  functions 
that  it  discharged  for  its  members,  and,  insofar  as 
any  of  hese  are  left,  gadgets  now  perform  them  for 
us.  Our  life  has  become  so  mechanized,  so  labor- 
saving,  as  a resullt  of  technological  advances,  that 
there  is  little  left  by  way  of  chores  for  the  children 
to  do  about  the  home.  Do  you  know  that  ninety 
I)er  cent  of  all  the  scientists  who  ever  lived  in  the 
history  of  the  world  are  alive  and  working  today? 
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What  they  will  come  up  with  in  the  next  fifty  years 
baffles  the  imagination!  Already  we  buy  in  the 
stores,  for  cash,  all  the  things  that  the  family  used 
to  make.  Therefore,  we  have  to  have  plenty  of  cash. 
In  order  to  earn  the  cash  to  buy  the  gadgets  and 
the  other  things  at  the  stores,  we  have  to  go  out 
and  work;  and  sometimes  not  only  father  spends 
most  of  time  away  from  the  home  community,  but 
mother  also  is  out  at  work  all  day. 

The  family  no  longer  provides  its  own  recreation. 
Moreover,  social  life  has  shifted  very  largely  away 
from  the  home  and  from  the  family  as  a participa- 
ting unit.  Instead  of  doing  things  together,  the  man 
goes  to  his  particular  recreational  group,  and  the 
woman  goes  to  her  group,  the  senior  highs  to  their 
group,  and  the  junior  high  to  theirs,  and  so  on,  all 
down  the  line.  The  family  goes  in  all  directions,  and 
there  is  not  much  left  that  the  whole  family  can  do 
together.  Indeed,  for  many  people  in  our  culture 
today,  the  home  is  not  much  more  than  a place 
where  you  go  to  eat  and  sleep.  Or,  as  some  w’it  has 
said,  “Home  is  a place  where  when  you  go  to, 
they’ve  got  to  take  you  in.” 

Xot  only  is  it  true  that  the  home  has  been  shorn 
of  many  of  its  functions,  it  has  also,  again  and 
again,  been  deprived  of  its  rootage.  We  live  in  an 
era  of  tremendous  social  mobility.  One  family  in 
five,  we  are  told  moves  to  a new  home  every  year. 

When  you  break  down  this  figure  into  realistic 
terms,  as  somebody  once  said,  it  means  that  every 
day  in  the  United  States,  twenty-five  thousand 
families,  representing  about  a tenth  of  a million 
people,  are  on  the  road  with  all  their  worldly  goods, 
moving  from  one  home  to  another. 

In  this  great  melting  pot  in  which  families  are 
cast  together  there  is  a constant  process  of  mixing, 
of  leveling  down,  which  deprives  many  families  of 
their  uniqueness,  of  their  identity,  and  moves  them 
into  a common  mold.  Immigrant  families  just  com- 
in  gover  from  the  old  world  try,  at  first,  to  hold  on 
to  the  traditions  in  which  they  were  raised,  and 
they  may  succeed  in  the  first  generation.  But  in- 
evitably, in  the  second  generation,  as  the  children 
go  out  into  the  community  and  to  schools,  the  old 
values  break  down,  and  by  the  third  generation 
they  are  almost  totally  effaced,  and  these  people 
are  merged  in  the  great  American  mass.  This,  of 
course,  has  its  value.  It  brings  unity  and  solidarity 
to  the  community.  But  this  unity  is  achieved  at 
the  cost  of  the  gradual  scaling  down  and  loss  of 
identity  that  goes  on  all  the  time. 

When  the  family  has  been  shorn  of  so  many  of 
its  functions,  the  focus  of  family  life  shifts  to  meet- 


ing the  needs  of  an  essentially  emotional  nature. 
The  need  for  emotional  security  becomes  acute  in 
a bewildering,  very  impersonal  world,  where  every- 
thing is  shifting  and  you  don’t  know  what  you  can 
be  sure  about.  The  need  for  affection  becomes  acute 
in  a world  when  you  often  feel  you  have  been  re- 
duced in  terms  of  identity  to  little  more  than  a 
Social  Security  number.  There  is  the  need  that 
somebody  should  know  you  as  a unique  individual, 
accept  you  for  what  you  are,  and  love  you  for  what 
you  are.  There  is  the  need  to  get  closer  to  somebody 
in  some  sort  of  more  real  relationship.  Where  can 
all  these  needs  be  met  except  in  the  family? 

It  is  said  that  in  the  middle  ages  in  Europe,  many 
people,  perhaps  the  majority  of  people,  went  from 
the  cradle  to  the  grave  and  never  saw  more  than 
one  hundred  other  human  faces.  When  you  think 
of  the  vast  multitudes  with  which  we  are  mingled 
and  lost  in  our  great  cities  today,  we  crave  a sense 
of  personal  significance  in  identity  and  worth.  We 
bring  these  needs,  sharpened  and  accentuated,  to  the 
home,  in  the  hope  that  there  they  may  be  met.  But 
are  these  needs  being  met  there?  Can  they  be  met 
there?  Or  are  we  overburdening  marriage  with  ex- 
pectations it  cannot  fulfill?  It  would  be  helpful  to 
look  at  some  of  the  pressures  in  our  culture  which 
have  a profound  influence  on  married  people — on 
husbands,  wives,  parents,  children — and  which  di- 
rectly, or  indirectly,  affect  family  stability  and 
happiness  in  marriage. 

First  of  all,  there  is  pressure  on  the  American 
family  to  get  ahead.  Vance  Packard  has  reminded 
us  that  we  are  a nation  of  status  seekers.  We  are 
desperate  for  recognition.  We  talk  about  keeping  up 
ith  the  Joneses,  but  we  are  not  content  to  keep  up 
with  the  Joneses,  we  want  to  get  ahead  of  the 
Joneses.  .And  we  can  do  this  only  by  getting  more 
money,  because  in  the  United  States  wealth  and 
status  go  hand  in  hand. 

The  per  capita  income  in  the  United  States  is 
about  .S4,000.  The  per  capita  income  in  some  ad- 
joining Caribbean  countries  like  Jamaica  and  Trin- 
idad is  little  more  than  $200.  The  per  capita  income 
in  India  is  $70.  The  per  capita  income  in  Pakistan 
and  in  Haiti  is  $60.  According  to  Barbara  Ward, 
North  .Americans,  who  constitute  20  per  cent  of  the 
world’s  population,  consume  about  50  per  cent  of 
the  world’s  natural  resources.  .And  yet,  when  ratings 
are  made  of  family  problems  in  the  United  States 
financial  problems  are  nearly  always  at  the  top  of 
the  list! 

(Continued  on  page  396) 
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Potassium  Therapy  and  Gastro-Intestinal  Lesions 


Safest  Dosage  Forms  Involve  Adequate 
Dilution  In  IT  ater.  Particularly  Of  Or- 
ganic Potassium  Salts 


By  DAVID  X.  E:\IERS0X,  Ph.D. 


CLINICAL  RECOGNITION  OF  THE  PROBLEM 
The  first  group  of  thiazide  diuretics  was  in- 
troduced into  clinical  use  in  1957.  Since  increased 
potassium  excretion  is  one  of  the  effects  of  thia- 
zides, potassium  supplementation  became  a com- 
mon procedure  in  thiazide  therapy.  The  first  of 
several  combinations  of  a thiazide  with  potassium 
chloride  in  a single  tablet  was  introduced  in  1959. 
Prior  to  1963,  only  170  cases  of  primary  non- 
specific ulceration  of  the  small  intestine  had  been 
reported  in  the  literature.^  The  first  report  that 
serious  gastro-intestinal  distress  was  associated 
with  KCl -thiazide  therapy  appeared  in  1961,  but 
received  little  attention.^  The  problem  became  of 
intense  interest  during  1964  with  reports  which 
linked  stenosing  ulcers  of  the  small  bowel  with 
potassium-thiazide  therapy.®’^  ^lost  of  the  patients 
involved  had  been  treated  with  a thiazide,  often 
supplemented  with  potassium.  During  1964,  two 
pharmaceutical  companies  in  cooperation  with  the 
Food  and  Drug  .Administration  analyzed  records 
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in  488  domestic  and  foreign  hospitals.  The  results 
revealed  that  of  484  patients  with  the  character- 
istic type  of  intestinal  lesion,  275  (57  per  cent) 
had  a history  of  administration  of  either  potassium, 
a diuretic,  or  both.®  Subsequent  to  these  early 
reports  linking  small-bowel  ulceration  wdth  potas- 
sium, or  diuretic  therapy,  or  both,  reports  of 
additional  cases  (Table  1),  editorials,  and  other 
comments  have  been  published. 


TABLE  I 


Small-Bowel  Lesions  Reported  in  Potassium  Therapy 


Therapy 

Total  Number 
of  Cases  A 

References 

Enteric-Coated  KCl 

plus 

Thiazide  or  KCl 

alone 

411  B 

3-24 

Non-Enteric  Coated 

K-Salts 

plus  Thiazide 

3 C 

23-25 

A The  Food  and  Drug  Administration  has  recently 
Reviewed  records  of  122  cases.^^  Small-bowel 
lesions  were  found  in  112  cases  on  thiazide-po- 
tassium enteric-coated  tablets;  6 cases  on  diuretic 
plus  enteric-coated  potassium  given  separately; 
and  4 cases  on  oral  diuretic  without  potassium. 

B In  275  cases  reported  by  Lawrason,  et  al.,^  type 
of  diuretic  was  not  specified;  therapy  was  po- 
tassium, a diuretic,  or  both. 

C Includes  2 cases  associated  with  potassium  glucon- 
ate and  1 case  associated  with  a potassium  ace- 
tate-bicarbonate-citrate mixture. 
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INCIDENCE  OF  THE  LESIONS 

The  incidence  of  potassium-induced  lesions  of 
the  small  bowel  has  been  reported  in  several  ways. 
Based  on  the  total  numbers  of  hospital  records  of 
all  patients  in  321  hospitals  over  21  years,  211  out 
of  17,805,097  (1.2/100,000  patients)  definitely  or 
likely  had  lesions  of  the  type  associated  with 
potassium.'^®  On  a different  basis,  11  out  of  473 
patients  (2.3  per  cent)  who  were  on  enteric-coated 
KCl  administration  were  reported  to  have  typical 
potassium  lesions.^  A third  way  of  describing  in- 
cidence is  from  the  survey  of  Lawrason,  et  al.“  Of 
a total  of  484  patients  with  typical  lesions,  275 
(57  per  cent)  had  received  diuretics  or  KCl. 
However,  it  has  been  pointed  out  that  inaccuracies 
of  record  keeping  would  be  responsible  for  a lower 
percentage  of  cause-effect  relationships^®  and 
Boley  et  al.^^  note  in  a very  careful  investigation 
of  125  patients,  not  included  in  the  mass  survey  of 
Lawrason,  et  al.,  that  potassium  ingestion  was  es- 
tablished definitely  in  93  per  cent  and  probably 
in  another  3 per  cent.  Their  conclusion  was  that 
the  increase  of  circumferential  small-bowel  lesions 
must  be  attributed  to  enteric-coated  potassium. 

FOOD  AND  DRUG  ADMINISTRATION  ACTIONS 

Information  linking  potassium  administration  to 
small-bowel  lesions  resulted  in  FDA  regulations 
on  warnings  for  potassium  salt  preparations  intend- 
ed for  oral  ingestion  by  man.  The  warnings  are 
not  required  on  preparations  dissolved  in  an  ade- 
quate quantity  of  liquid,  so  that  the  concentration 
of  potassium  is  below  a 20  mg./ml.  limit,  if  it  is 
a prescription  item,  and  if  its  labeling  bears  ade- 
quate information  for  use.®®  The  FDA  has  recently 
proposed  that  all  fixed  combinations  of  diuretic 
and  enteric-coated  potassium  be  removed  from 
the  market.  This  action  has  been  taken  as  a result 
of  recommendations  of  NAS/NRC  review  panels 
that  such  combination  drugs  present  more  potential 
hazards  than  other  types  of  potassium  supplements 
which  are  available.®® 

KCl,  NOT  THIAZIDES  OR  ENTERIC  COATS, 
RESPONSIBLE  FOR  LESIONS:  ANIMAL  STUDIES 

The  e.xhaustive  retrospective  studies  of  clinical 
records®  strongly  indicated  that  the  nonspecific 
intestinal  ulcers  seen  in  man  were  probably  caused 
by  enteric-coated  tablets  containing  KCl  plus  a 
thiazide  diuretic.  Initial  questions  were  raised  that 
the  ulcerations  could  have  been  caused  by  any  or 
all  of  the  ingredients  of  these  tablets.  However, 
the  incidence  of  the  lesions  was  so  small  that  sta- 


tistical methods  and  large  numbers  of  case  reports 
had  to  be  used  to  establish  a cause-effect  relation- 
ship. Only  after  animal  experimentation  was  it 
shown  that  potassium  chloride  alone,  and  not  the 
thiazide  diuretic  or  the  enteric  coating  of  the  tablet, 
was  responsible  for  the  injury  to  the  intestinal  tract. 

.An  experimental  model  in  dogs  simulated  an 
extreme  situation  in  which  a tablet  would  be  en- 
tirely dissolved  over  a short  length  of  intestine.®'* 
Tablets  included  enteric-coated  placebos,  enteric- 
coated  KCl,  various  enteric-coated  thiazide-potas- 
sium preparations,  and  thiazides  alone.  The  tablets 
were  fixed  within  the  ileum  or  distal  jejunum  .so 
that  dissolution  and  absorption  of  their  contents 
occured  within  a short  segment  of  the  intestine. 
Xo  pathologic  changes  occurred  from  enteric-coat- 
ed placebos  or  thiazides  alone.  With  the  KCl  or 
the  thiazide-KCl  combinations,  ulcerations  occur- 
red in  varying  degrees  in  both  jejunum  and  ileum. 
The  prerequisite  for  ulceration  apparently  was 
absorption  of  KCl  in  high  concentration  over  a 
short  length  of  bowel.  There  was  a suggestion  that 
higher  doses  of  KCl  caused  more  severe  ulceration. 

Enteric -coated  tablets  which  contained  placebo, 
thiazide,  KCl,  and  thiazide  plus  KCl  were  admin- 
istered to  rhesus  monkeys.®^"®®  Only  KCl  and  KCl 
plus  thiazide  produced  ulcerations;  thiazide  or 
enteric  coats  alone  did  not.  The  lesions  were  not 
consistently  produced  in  the  small  intestine;  some- 
times the  stomach,  the  cecum,  or  the  colon  were 
affected.  It  appeared  that  ulcerations  usually  oc- 
curred where  the  greatest  amount  of  potassium 
chloride  was  released  from  the  tablet.  It  became 
apparent  that  tablets  with  short  disintegration 
times  produced  lesions  in  the  stomach  or  upper 
intestine,  while  tablets  with  long  disintegration 
times  produced  ulcerations  in  the  lower  intestinal 
tract.  Liquid  preparations  containing  approximately 
13.5  niEq  potassium  per  5 ml.  (equivalent  to  1,000 
mg.  of  KCl ) were  chiefly  irritating  to  the  stomach. 
Lesions  were  produced  within  5 days  by  1,000  or 
250  mg.  KCl  in  enteric-coated  tablets  twice  daily. 
However,  the  250  mg.  dosage  caused  milder  lesions 
which  could  not  be  predictably  reproduced,  while 
tablets  of  100  mg.  w'ere  without  effect.  Tablet  di- 
mensions were  not  a factor  in  production  of  lesions. 

When  the  upper  ileum  of  dogs  was  partially  ob- 
structed with  Teflon®  bands,  acute  mucosal  ulcer- 
ation resulted  from  administration  of  KCl  alone 
or  in  combination  with  thiazides.  Thiazides  alone 
did  not  produce  ulceration.*® 

(Continued  on  next  page) 
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CLINICAL  ASPECTS  AND  GROSS  PATHOLOGY 

Lesions  have  appeared  up  to  two  years  after  dis- 
continuing potassium  administration  as  few  as 
two  tablets  have  been  implicated;"  age  of  patients 
has  been  as  low  as  2 years;”  and  lesions  may  be 
reversible  in  some  cases.®  Recurrent,  usually  post- 
prandial. crampy  abdominal  pain  is  the  most  fre- 
quent symptom;  this  is  often  associated  with 
nausea,  vomiting,  and  intermittent  distention.  In 
severe  cases,  signs  of  an  acute  surgical  abdomen 
are  present.  Fever.  anore.xia.  and  malaise  are  usu- 
ally absent;  laboratory  findings  are  nonspecific 
e.xcept  for  mild  eosinophilia  in  some  cases.  Radio- 
logic  examination  is  of  little  assistance  in  establish- 
ing a diagnosis  other  than  if  the  obstruction  is 
complete  or  there  is  a perforation.  Gastro-intestinal 
series  and  small-bowel  follow-through  may  suggest 
a malabsorption  syndrome  with  coarse  mucosal 
folds  and  dilated  loops  of  small  intestine,  but  usu- 
ally the  pro.ximal  jejunum  and  terminal  ileum  are 
normal.  A careful  review  of  the  case  historj-  as  to 
previous  potassium  therapy  may  be  necessary  to 
establish  diagnosis. 

The  ulcers  are  characteristically  circumferential, 
sharply  delimited  and  direct!}'  over  the  zone  of 
cicatricial  narrowing.  They  are  usually  solitary, 
sometimes  double,  rarely  multiple  and  are  most 
commonly  found  in  the  lower  ileum,  but  also  in 
the  distal  jejunum.  The  most  important  distin- 
guishing feature  of  the  stenotic  phase  is  a band- 
like  encirclement  of  the  lumen  by  the  lesion  which 
varies  in  size  from  sev'eral  mm.  to  several  cm.  In 
this  phase,  the  segment  of  bowel  proximal  to  the 
lesion  is  dilated  approximately  to  2 times  and 
has  a thickened  muscularis;  the  distal  segment  is 
normal.  The  surrounding  mucosa  and  muscularis 
may  show  varying  degrees  of  edema,  hv-pertrophy, 
and  hemorrhagic  infiltration.  The  histologic  picture 
depends  upon  the  severity  and  duration  of  the 
lesions.  Detailed  descriptions  of  clinical  manifes- 
tations, gross  and  histologic  pathology,  and  ther- 
apy are  given  elsewhere.^’’^- 

PATHOGENESIS  OF  THE  LESIONS: 

POSTULATED  VASCULAR  INSUFFICIENCY 

There  are  two  main  concepts  concerning  the 
mechanism  by  which  potassium  causes  the  lesions. 
The  first  is  that  potassium  has  a directly  injurious 
effect  on  the  mucosa For  e.xample,  potassium 
chloride  solution  injected  into  the  intestine  in 
concentrations  similar  to  those  obtained  from  the 
release  of  enteric-coated  tablets  containing  potas- 
sium results  in  severe  tonic  contraction  of  the 


bowel,  and  an  uncoated  KCl  tablet  placed  directly 
on  the  intestinal  mucosa  causes  superficial  necrosis 
by  the  time  it  is  completely  dissolved.-®  However, 
several  types  of  evidence  lend  greater  support  to 
the  second  concept  that  the  lesions  are  caused  by 
an  insufficiency  of  blood  to  the  affected  part  of 
the  intestine. 

Briefly,  Boley  and  co-workers  postulate  that  the 
precipitating  factor  is  the  rapid  release  of  potas- 
sium chloride  and  its  absorption  over  a short 
segment  of  intestine."’®^’^'’ The  high  concentra- 
tion causes  spasm  or  paralysis  of  the  intramural 
and  mesenteric  vessels,  predominantly  veins,  with 
slowing  of  blood  flow  and  subsequent  infarction 
of  varying  severity.  Circumferential  ulceration, 
either  superficial  or  deep,  or  overt  intestinal  ne- 
crosis fellows.  Complete  and  rapid  clinical  recov- 
ery may  follow  the  mildest  degrees  of  injury.  With 
greater  damage,  fibrosis  with  increasing  stenosis 
produces  progressive  intestinal  obstruction.  The 
most  severe  injuries  produce  perforation  or  intra- 
luminal hemorrhage. 

Evidence  in  support  of  the  hypothesis  that  po- 
tassium causes  vascular  insufficiency  comes  from 
several  sources. 

( 1 ) ^lesenteric  vascular  insufficiency  has  been 
implicated  as  a cause  of  segmental  ulceration  and 
stenosis  of  the  small  bowel  in  conditions  other  than 
those  caused  by  potassium. 

( 2 ) Histologic  examination  of  tissue  taken  from 
KCl  caused  lesions  in  man  and  animals  indicates 
striking  changes  in  mesenteric  vessels,  particularly 
arteries  and  veins.  Sections  show  the  lumens  of 
vessels  almost  completely  blocked  with  a thicken- 
ing of  surrounding  tissue. Other  studies  have 
not  revealed  mesenteric  vascular  changes.®’^’®®’^® 
Allen,  et  al.^*  recognize  this  disparity  in  findings 
and  discuss  difficulties  in  e.xamination  of  mesen- 
teric tissue.  They  note  that  they  have  had  the 
opportunity  to  study  adequate  sections  of  mesen- 
tery in  man  and  animals. 

(3)  Animal  studies  tend  to  be  consistent  with 
the  hypothesis  that  KCl  may  result  in  a local 
vascular  insufficiency.  Schwartz,  et  al.®®  occluded 
the  distal  veins  and  arteries  supplying  the  small 
intestine  of  dogs  by  injection  of  microspheres  into 
the  small  branches  of  the  superior  mesenteric  ves- 
sels. They  were  able  to  reproduce  the  typical  ul- 
ceration with  stenosis  and  dilatation  comolex 
found  in  patients  with  intestinal  ischemia.  They 
postulated  that  the  role  of  potassium  in  the  forma- 
tion of  similar  lesions  was  also  primarily  vascular 
in  nature.  Watson  and  Mark®^  ligated  arteries  and 
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veins  which  supplied  segments  of  the  small  intes- 
tine of  dogs.  When  5 to  7.5  cm.  of  the  small  intes- 
tine was  rendered  ischemic,  changes  occurred  in 
the  bowel  wall  which  were  grossly  and  histologic- 
ally similar  to  those  caused  by  the  ingestion  of 
enteric-coated  KCl.  If  shorter  segments  were  ren- 
dered ischemic,  collateral  blood  supply  prevented 
significant  changes  in  the  bowel;  if  longer  seg- 
ments were  treated,  hemorrhagic  infarction  occur- 
red. These  observations  lent  further  support  to 
the  contentions  that  vascular  lesions  could  cause 
changes  of  this  type  in  the  bowel  wall  and  mucosa, 
and  that  it  was  not  necessary  to  postulate  direct 
injurious  effects  of  potassium  on  the  mucosa  to 
explain  the  pathologic  picture. 

Meyers,  et  al.®®’“'*  have  recently  suggested  that 
the  etiologic  factor  in  stenosing  ulceration  is  not 
a specific  toxicity  of  the  potassium  ion,  but  in- 
volves the  effect  of  local  salt  concentration.  They 
observed  that  hyf>ertonic  solutions  of  both  XaCl 
and  KCl  produced  gross  and  microscopic  injury 
similar  to  that  seen  in  the  early  stages  of  primary 
non-specific  small-bow'el  ulceration. 

IS  A PRE-EXISTING  VASCULAR  DEFICIENCY 
S.GNIFICANT  IN  POTASSIUM  INDUCED 
SMALL  BOWEL  LESIONS? 

high  percentage  of  small  intestinal  lesions 
associated  with  pwtassium  chloride  administration 
are  found  in  patients  with  some  form  of  cardio- 
vascular disease,  although  lesions  have  also  oc- 
curred in  a number  of  patients  without  such  di- 
sease. A condition  of  arteriosclerosis,  for  example, 
might  result  in  a critical  reduction  of  blood  flow 
to  the  small  bowel  and  set  the  stage  for  focal  in- 
farction. Mansfield,  et  al.‘^  found  that  potassium 
chloride  tablets  Introduced  into  the  distal  part  of 
the  ileum  of  the  dog  produced  acute  inflammatory 
changes  and  occasional  ulceration  of  the  affected 
bowel.  When  partial  interruption  of  splanchnic 
blood  flow  was  accomplished  by  reducing  the 
pressure  in  the  superior  mesenteric  and  celiac 
arteries,  the  magnitude  of  these  drug-induced 
small  bowel  changes  was  increased.  The  authors 
conclude  that  their  observations  support  the  clini- 
cal observations  which  indicate  that  enteric-coated 
potassium  chloride  tablets  cause  local  inflamma- 
tion or  ulceration  of  the  small  bowel,  and  that  a 
reduction  of  the  local  blood  supply  associated  wnth 
vascular  occlusive  disease  may  predispose  the 
patient  to  this  complication.  However,  it  must  be 
noted  that  the  greater  incidence  of  lesions  in  cardio- 
vascular patients  may  simply  reflect  a larger 


number  of  such  patients  on  diuretic  (and  KCl) 
therapy.  Futhermore,  small  intestinal  ulcerations 
have  been  attributed  to  several  causes  other  than 
vascular  insufficiency  or  KCl  administration.-®’-’’' 

44.46 

STUDIES  ON  SAFER  DOSAGE  FORMS 
OF  POTASSIUM 

(1)  Organic  vs.  chloride  salts  of  potassium. 
Boley,  et  ah'*’  compared  the  effects  of  the  chloride 
versus  the  citrate  and  the  gluconate  salts  of  po- 
tassium using  techniques  similar  to  their  previous 
study.®^  Only  minimal  superficial  changes  were 
found  at  the  intestinal  sites  of  potassium  citrate 
or  gluconate;  however,  in  5 of  6 dogs  in  which 
KCl  was  implanted,  a gross  circumferential  infarc- 
tion was  present  at  the  site  of  the  salt,  while  all 
other  sites  of  gluconate  or  citrate  implantation 
were  normal.  These  results  suggest  the  relative 
safety  of  potassium  citrate  or  gluconate  as  com- 
pared to  potassium  chloride  and  confirm  clinical 
observations  (Table  I)  that  the  organic  srlts  of 
potassium  are  safer  than  KCl.  Baker,  et  al.®  re- 
ported 1 1 cases  of  small  bowel  lesions  out  of  an 
estimated  473  patients  who  received  hydroch’oro- 
thiazide  plus  potassium  chloride  in  enteric-coated 
preparations,  but  no  lesions  in  an  estimated  331 
patients  who  received  hydrochlorothiazide  plus 
non-enteric  potassium  preparations,  among  them 
31  patients  who  received  potassium  as  the  acetate, 
bicarbonate,  and  citrate.  Boley,  et  al.*^  speculate 
that  since  the  underlying  etiology  is  the  rapid  ab- 
sorption of  high  concentrations  of  potassium  over 
a short  length  of  intestine,  the  various  potassium 
salts  may  differ  in  their  effect  because  of  differ- 
ent rates  of  absorption.  All  of  the  potassium  salts 
ionize  almost  immediately  and  completely,  but  the 
absorption  of  a cation  across  the  intestinal  wall  is 
at  least  partially  controlled  by  the  rate  of  absorpt- 
ion of  the  respective  anion.  Absorption  rates  of 
ions  such  as  gluconate  (large  and  monovalent), 
or  citrate  (large  and  trivalent)  are  slower  than 
that  of  the  smaller  monovalent  chloride  ion.  The 
slower  absorption  of  these  organic  anions  would 
help  prevent  the  rapid  release  of  potassium  over 
a short  segment  of  intestine  and  diminish  the  con- 
centration of  potassium  in  the  intestinal  wall  veins 
at  any  one  time. 

(2)  Enteric-coated  vs.  slow-release  forms  of 
KCl.  Olive  baboons  were  given  two  preparations 
of  thiazide  diuretics  containing  KCl:  one  consisted 
of  an  outer  coat  of  hydrochlorothiazide  25  mg.  sur- 
rounding an  enteric-coated  core  containing  572  mg. 

(Conch: fled  on  rage  408) 
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PROGRESS  NOTES- 

Biomedical  Engineering  in  Orthopedic  Surgery 


The  Biomedical  Engineer  Must  Have 
Thorough  Grounding  Both  in  Engineer- 
ing and  the  Life  Sciences 


By  Henry  IM.  Litchman,  M.D. 


It  is  becoming  increasingly  evident  that  the 
mathematical,  physical,  and  engineering  sciences 
are  becoming  more  essential  disciplines  in  biology 
and  medicine.  They  are  required  to  deepen  concep- 
tual understanding  of  biological  phenomena  in  a 
basic  sense  and  technology  can  provide  techniques 
of  measurement  and  of  management  of  data  in  bio- 
medical research.  .Anatomists  and  physiologists 
have,  in  the  past,  thought  in  mechanistic  terms  as 
the  problems  relating  to  {X)sture,  motion,  and  force 
relationships  of  the  body  do  not  differ  from  New- 
tonian concepts  of  inanimate  objects.  Synthetic  con- 
structions as  analytic  devices,  so  common  to  the 
modern  physical  sciences,  have  been  applied  to  the 
biological  sciences  in  the  imst.  Leonardo  da  Vinci’s 
fifteenth  century  anatomical  studies  present  some 
evidence  that  he  had  the  concept  of  limb  muscles 
as  tensile  members  in  equilibrium  with  bones  as  the 
rigid  compressive  members  of  the  system.  Giovanni 
Borelli,  in  the  .seventeenth  century,  described  body 
leverages  involved  in  the  balancing  of  muscle  mo- 
ments and  opposing  loads.  His  static  mechanics 
were  sound  in  concept  and,  although  this  appeared 
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to  influence  the  development  of  physiology,  it  was 
200  years  before  this  approach  was  extended. 

In  the  nineteenth  century  the  development  of 
medical  physics  in  Europe  proceeded  with  anato- 
mical-physiological emphasis  and  created  the 
groundwork  for  modern  kinesiology'.  Again  a hiatus 
in  knowledge  appears  in  spite  of  parrallel  develop- 
ments in  related  fields,  such  as  elasticity  and  other 
physical  properties  of  matter.  This  would  appear 
to  be  related  to  the  lack  of  good  instrumentation, 
which  has  rapidly  developed  with  the  space  age 
and  the  paucity  of  data  on  the  properties  of  bio- 
logical materials.  Bone  was  considered  early  as  a 
material.  Galileo,  in  the  seventh  century,  made  men- 
tion of  its  mechanical  significance.  Its  strength  and 
other  physical  properties  were  not  studied  until  the 
late  nineteenth  century  and  not  extensively  until 
more  recent  times. 

The  development  of  more  sophisticated  implant 
applications  and  materials  in  recent  years  has 
again  stressed  the  importance  of  the  need  to  em- 
phasize the  biomedical  engineering  approach  to 
basic  orthopedic  problems.  The  practicing  surgeon 
is  becoming  more  aware  of  the  nature  of  the  body 
as  he  increases  his  technical  skills  in  manipulating 
its  parts.  The  partial  or  total  replacement  of  joints, 
modifications  or  internal  splinting  of  long  bones, 
and  modifications  in  the  weightbearing  joint  sur- 
faces require  a wider  understanding  of  the  physical 
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aspects  of  surgical  science.  A brief  review  will  be 
presented  to  illustrate  the  areas  of  present  know- 
ledge and  some  problems  for  future  consideration. 

The  bony  skeleton,  as  it  usually  presents  itself  to 
the  orthopedic  surgeon,  is  essentially  represented 
as  a tubular  to  a triangular  structure.  The  form  of 
a particular  bone  is  directly  dependent  on  the  func- 
tion the  bone  has  to  perform.  This  exists  not  only 
at  the  gross  anatomical  level  but  at  the  microscopic 
level,  where  a direct  relationship  exists  between  the 
lines  of  principal  stresses  and  the  arrangement  of 
the  trabeculae  in  the  cancellous  bone.  This  has  been 
known  for  a considerable  time  as  “Wolf's  Law.’’ 
More  recently,  studies  have  indicated  the  probabil- 
ity that  a piezoelectric  generated  mediator  system 
exists  to  accomplish  this  task.  A long  bone  is  sub- 
ject to  forces  of  compression,  tension,  bending, 
shear,  and  torsion;  and  it  is  evident,  anatomically, 
that  the  distribution  of  bony  tissue  represents  an 
economic  compromise.  Hollow  circular  sections  of 
constant  dimension  are  best  suited  to  carry  torsion- 
al loads.  Hollow  square  sections  of  varying  dimen- 
sions are  well  suited  to  resist  loads  causing  bending 
moments  in  the  two  planes  of  its  sides.  They  are 
not  efficient  however,  in  resisting  bending  mo- 
ments applied  to  the  planes  of  its  diagonal.  If  a sec- 
tion is  to  be  subjected  to  both  tension  and  bending 
in  any  arbitrary  direction,  an  efficient  compromise 
is  a hollow  triangular  section  with  rounded  corners. 
The  magnitude  and  direction  in  which  forces  act  on 
the  bones  is  difficult  to  compute,  and  the  responses 
to  loads  of  a bone  devoid  of  its  musculature  and 
blood  supply  remain  only  an  approximation.  The 
internal  architecture  of  the  bone  provides  an  energy- 
absorbing  system,  but  static  loading  tests  modified 
by  the  addition  of  probable  muscle  forces  that  ex- 
ceed the  limits  of  this  system  will  produce  fractures 
as  seen  clinically  and  has  provided  much  informa- 
tion with  regard  to  the  mechanical  properties  of 
bone.  This  type  of  information  is  limited,  however, 
in  that  it  is  not  a truly  in-vivo  system  and  neglects 
some  aspects  of  bone  and  muscle  dynamics  that 
cannot  be  reproduced  in  this  test  situation.  For  ex- 
ample, the  hydrodynamic  factor  of  an  intact  blood 
supply  has  been  a relatively  neglected  subject.  Ex- 
periments have  shown  that  the  marrow  pressure  and 
the  bone  blood  flow  are  dependent  mainly  on  local 
mechanical  factors  such  as  muscle  contraction.  This 
operates  indirectly  also  by  occluding  the  venous  and 
osseomusclar  outflow  during  sustained  activity.  Al- 
though the  magnitude  of  this  pressure  range  is  in 
the  order  of  20-50  mm.  Hg.  it  can  be  postulated 
that  bone  may  be  considerably  strengthened  hy- 


draulically during  activity. 

In  addition  to  the  bones  role  as  a supporting 
mechanical  structure,  its  extremity  is  characterized 
by  terminating  in  a joint.  This  is  characterized  as 
a surface  exhibiting  a variable  degree  of  mobility 
with  the  capacity  of  sliding  because  of  its  surface 
being  composed  of  articular  cartilage.  From  a ma- 
terials aspect,  the  cartilage  is  of  very  interesting 
character.  The  superficial  layers  — though  devoid 
of  blood  supply  — have  a limited  ability  to  repair 
themselves  and  are  probably  nourished  and  may 
function,  in  part,  by  a system  of  squeeze  lubrica- 
tion. The  joint  is  surrounded  by  a capsule  and  lined 
with  synovial  membrane,  except  in  those  areas 
where  forces  are  transmitted  between  tissues.  The 
membrane  is  responsible  for  the  production  of  the 
synovial  fluid  which  contains  a polymer  named 
“hyaluronic  acid.”  This  highly  viscous  liquid  lub- 
rication permits  the  joint  to  function  with  a friction 
co-efficient  in  the  order  of  0.01  to  0.02.  The  articu- 
lar cartilage  forms  the  surface  of  both  sides  of  the 
joint,  representing  an  efficient  energy  dissipating 
unit  acting  as  a shock  absorber  in  the  process  of 
transmitting  dynamically  applied  loads.  IMicroscop- 
ically,  cartilage  is  seen  to  consist  of  cells  scattered 
throughout  a greater  quantity  of  matrix  of  collagen 
fibrils  surrounded  by  a formless  ground  substance. 
The  latter  is  attached  to  the  fibrils  in  a fine  gran- 
ular coating,  and  together  they  form  a three  dimen- 
sional network  of  interlacing  fibers,  with  a contin- 
uous system  of  pathways  or  pores  between  the  net- 
work. These  pores  are  too  small  in  size  to  be  dem- 
onstrated under  the  miscroscope,  yet  sufficiently 
well  established  to  allow  permeation  of  liquid 
through  the  cartilaginous  matrix  at  a very  slow 
rate.  During  function  the  articular  cartilage  is  al- 
ternately compressed  and  released  with  concomitant 
exchange  of  this  pore  liquid.  These  fluid  pressures 
carry  part  of  the  load,  leaving  only  the  remaining 
part  to  be  supported  by  compression  stresses  in  the 
solid  material.  This  process  involving  a decrease 
in  the  liquid  content  of  a porous  material  when  an 
external  load  is  applied  to  it  is  called  “consolida- 
tion.” It  is  most  marked  in  materials  possessing 
high  compressibility  and  high  resistance  to  the  flow 
of  liquid  through  it  interstitial  spaces.  Articular 
cartilage  displays  both  of  these  proj^erties.  In  nor- 
mal usage  the  joint  is  subjected  to  dynamic  load- 
ing. Impact  loads  are  more  frequent  than  suddenly 
applied  loads;  but,  in  a joint,  the  forces  of  the  im- 
pact are  modified  b\-  the  action  of  muscular  and 
(Continued  on  next  page) 


PROGRESS  NOTES BIOMEDICAL  ENGINEERING  IN  ORTHOPEDIC  SURGERY 


38.5 


ligamentous  forces  which  rarely  allow  the  joint  ar- 
ticular surfaces  to  break  contact.  When  the  load  is 
applied,  its  motion  is  retarded  by  the  cartilage  until 
it  comes  to  rest  at  the  static  equilibrium  position. 
The  resultant  force  is  balanced  and  transmitted  to 
the  subchondral  bone  by  the  resilience  of  the  ma- 
tri.x  and  the  pressures  of  the  pore  liquid.  Differ- 
ences in  liquid  pressure  from  one  part  of  the  carti- 
lage to  another  give  rise  to  the  flow  of  liquid  which 
dissipates  part  of  the  energy  supplied  by  the  load; 
Therefore,  the  maximum  force  transmitted  to  the 
bone  is  smaller,  and  the  articular  cartilage  has  ab- 
sorbed energy.  Traumatic  destruction  and  degen- 
erative changes  in  this  complex  supporting  system 
have  been  dealt  with  by  the  replacement  of  portions 
of  the  system  by  implants.  In  a young  person,  the 
implant  can  articulate  with  tissues  of  normal  char- 
acteristics: but  also  the  pathological  conditions  in 
the  older  age  group  which  impair  the  properties  of 
cartilage  also  are  simultaneously  causing  impair- 
ment in  the  skeleton  itself,  and  the  mere  replace- 
ment of  the  gliding  surface  falls  short  of  solving 
the  problem. 

Much  more  has  to  be  learned  about  the  charac- 
teristics of  the  biological  materials  before  the  en- 
gineer can  be  given  the  specifications  to  design 
effective  implants.  Joint  implants  to  date  have  been 
most  effective  for  the  hip;  and  this  developed  by 
virtue  of  the  facts  that  degenerative  arthritis  and 
fracture  of  the  hip  are  so  common  with  increasing 
age  and  that  the  percentage  of  healing  of  certain 
types  of  fractures,  such  as  subcapital  variety,  also 
decreases  with  age.  iMost  commonly  femoral  head 
replacement  with  a metallic  prosthesis  is  done;  but 
in  arthritic  cases  a cup  implantation  to  separate 
the  damaged  surfaces  can  be  inserted.  Neither  of 
these  methods  insures  a pain-free  stable  and  func- 
tional joint.  Ideally,  both  surfaces  in  the  joint 
should  be  replaced,  but  this  introduces  several  in- 
teresting problems  in  biomedical  engineering.  From 
the  material  standpoint  to  date,  onl\-  certain  metals 
had  been  shown  to  have  the  necessary  biological 
and  mechanical  characteristics  to  perform  this  im- 
plant function.  They  are  titanium,  stainless  steel 
of  the  18-8  M(3  class,  and  certain  cobalt  chrome 
alloys.  A\'hen  the  implant  is  used  to  articulate  Avith 
biological  materials,  these  metals  have  jAerformed 
for  the  most  part  satisfactorily.  One  is  hesitant  to 
use  these  when  long  implant  life  is  expected,  such 
as  in  young  peojde,  as  one  cannot  as  yet  appreci- 
ate the  long-term  apposition  of  materials  of  widely 
different  moduli  of  elasticit}'  articulating  with 
one  another.  Presently  this  type  of  surgery  is  only 


done  in  older  patients  with  a shorter  life  expect- 
ancy. When  considering  total  joint  replacement, 
other  factors  must  be  considered.  The  sliding  sur- 
faces of  both  titanium  and  stainless  steel  are  soft. 
Intermediate  bonds  produced  under  loads  therefore 
are  also  soft  and  of  low  shear  strength.  In  order  to 
support  applied  loads,  the  real  area  of  conduct  is 
therefore  large,  giving  an  intermediate  value  of 
friction  resistance.  The  microstructure  of  cobalt 
chrome  alloy  consists  of  very  high  chromium  car- 
bides disjAersed  in  a matrix  of  soft  cobalt.  This,  in 
effect,  gives  a very  hard  bearing  surface  when  evi- 
dently dispersed  in  a soft  carrier,  and  it  has  been 
postulated  that  the  load  is  supported  by  the  very 
hard  carbides,  which  results  in  a small  area  of  con- 
tact. During  sliding,  a very  thin  overlay  of  the 
matrix  (cobalt)  is  wiped  over  the  carbides  to  act 
as  a solid  lubricant.  Since  the  matrix  is  the  only 
metal  that  has  to  be  sheared,  the  frictional  resis- 
tance is  therefore  lower.  With  the  addition  of  nor- 
mal fluid  joint  lubricant,  these  values  even  become 
lower;  however,  very  little  is  known  as  to  what 
happens  to  the  character  of  synovial  fluid  in  arti- 
ficial joints.  The  fluid  producing  lining  of  the  joint 
wall  undoubtedly  be  affected  by  the  products  of 
wear.  It  has  been  shown  mostly  with  non-metalic 
implants  that  the  size  and  form  of  the  particles 
produced  by  wear  influence  the  type  and  deg’^ee  of 
cellular  response  in  the  surrounding  tissues.  Non- 
metalic  implants,  although  not  having  enjoyed  suc- 
cess in  the  past,  promise  greater  usefulness  in  the 
future.  Methyl  methacrjdate  or  acrylic,  is  oni?  of 
the  first  used  as  a hip  prosthesis,  but  showed  great 
tendency  to  fracture  and  erosion  with  excessive 
soft  tissue  reaction.  More  recently  it  has  been  used 
successfully  as  cold-curing  cement  for  the  s'^abih- 
zation  and  fixation  of  implants.  It  has  shown  good 
compatibility  but  has  had  as  its  greatest  draw'back 
the  problem  of  [wssible  toxicity  of  the  free  mono 
mer  to  the  human  system  which  is  liberated  in  the 
process  of  polymerization.  In  clinical  use,  it  has 
jArodticed  operative  hypotension  but  does  have  the 
potential  as  seen  from  animal  experiments  of  caus- 
ing more  toxic  reactions  in  larger  amounts.  This  as- 
I)ect  of  implant  surgery  is  in  need  of  further  devel- 
opment. It  would  appear  advantageous  to  develop 
a material  as  an  intermediary  betw'een  the  implant 
and  bone,  (1)  to  better  distribute  the  forces,  (.?'> 
to  provide  an  additional  energy  absorbing  system, 
and  (3)  to  function  as  a surface  which  would  ad- 
here to  both  the  implant  and  the  bone.  At  present, 
there  is  no  commercially  available  material  which 
allows  living  tissues  to  adhere  to  its  surface  and 
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provides  a biological  union.  Teflon®  fluorocarbon 
resins  have  been  widely  used  for  implantation  and 
are  chemically  and  bio  ogically  inert.  These  merits 
alone,  as  with  the  metals,  cannot  provide  against 
reactivity  in  physiological  systems.  Electrokinetics, 
porosity,  and  mechanical  design  apjDear  to  have  im- 
portant implications.  The  electrokinetic  implication 
is  not  too  well  understood,  but  it  is  evident  from 
measurements  of  surface  potential,  often  refer- 
red to  as  the  zeta  potential  in  plasma  and  aqueous 
solutions  the  effects  of  this  quality  appear  important 
in  assaying  protein  changes.  Porosity  or  open  struc- 
ture can  also  play  an  important  role  in  tissue  re- 
action, and  it  would  appear  that  the  usefulness  of 
plastics  in  general  will  remain  an  unsolved  problem 
until  the  effects  of  more  or  less  physical  aspects  are 
resolved.  Also  possessing  a low  coefficient  of  fric- 
tion, in  clinical  application  it  has  shown  poor  re- 
sistence  to  wear  when  articulated  with  metal  in  a 
total  hip  prosthesis.  Silicone  prothesis  are  also  being 
experimented  with,  but,  as  yet,  their  usefulness  is 
to  be  established. 

Currently,  of  increasing  interest,  are  the  ceramics 
and  composite  meaterials  for  implantation  into  the 
body.  A mixture  of  aluminous  silica,  calcium  car- 
bonate, and  magnesium  carbonate  heated  at  2700° 
F.  produces  a true  interconnecting  porosity  ceramic. 
\\'hen  this  material  is  impregnated  with  an  epoxy 
resin,  a light-weight  inert  material  exhibiting  stren- 
gth and  elasticity  is  produced,  which  provides  an- 
other possibility  for  implant  use. 

Composite  materials  using  epoxy  resin  matrices 
for  good  overall  strength  and  chemical  resistance, 
with  various  fillers  which  contribute  their  own  in- 
dividual characteristics,  offer  a new  field  with  un- 
limited possibilities.  The  main  limitation  at  present 
is  the  degree  of  biocompatibility  of  these  materials, 
as  materials  can  now  be  designed  with  a wide  vari- 
ety of  mechanical  characteristics.  Very  little  is  un- 
derstood about  what  constitutes  biocompatibility. 
Metals  have  been  studied  extensively,  and  their 
reactivity  appears  to  be  related  to  a low  electro- 
motive force  and  corrosion  resistance,  as  it  is  ap- 
parently the  corrosion  by-products  or  the  electro- 
lytic reaction  itself  which  causes  adjacent  tissue 
changes.  Metallic  ions  from  the  implant  materials 
have  been  descirbed  in  the  local  tissues  and  in  dis- 
tant tissues,  but  to  date  no  significant  toxic  effects 
have  been  described.  There  is  a need  for  better 
test  methods  to  determine  biocompatibility  with  es- 
tablishment of  more  quantitative  biological  para- 
meters which  can  be  assayed  in  invivo  and  invitro 
systems. 


SUMMARY 

Ve  can  appreciate  that  there  is  a need  for  greater 
understanding  of  the  biological  materials  of  the 
musculoskeletal  system  and  the  basic  biomechanics 
of  their  operation.  With  the  development  of  bio- 
compatible materials,  which  first  necessitates  im- 
provement of  our  techniques  of  determining  bio- 
compatibility. materials  can  be  designed  which  will 
have  the  necessary  characteristics  to  perform  the 
implant  functions  that  are  necessary.  At  the  pres- 
ent time,  implant  materials  mimic  the  form  of  the 
part  they  are  replacing  but  hardly  approach  any 
functional  relationship.  Improved  understanding  of 
the  biomechanics  of  implants  will  also  help  in  the 
design  of  these  implant  materials  as  well.  Since  the 
forces  exerted  on  implants  are  not  only  static  but 
dynamic,  muscle  forces  must  also  be  taken  into  con- 
sideration, and  research  will  be  necessary  into  the 
nature  of  muscle  forces  as  well. 

The  challenges  presented  in  this  brief  overview 
illustrate  the  necessity  for  more  integration  between 
medicine  and  engineering.  Not  only  should  physi- 
cians have  a better  grounding  in  the  physical  sci- 
ences, but  a new  breed  of  engineers  is  also  needed. 
The  specialty  of  Biomedical  Engineering  is  growing 
so  vast  that  the  classical  engineering  studies  with 
additional  courses  in  the  life  sciences  will  not  ade- 
quately prepare  the  engineer  for  the  role  he  will 
have  to  assume.  Programs  must  be  developed  with 
a unique  identity  that  would  provide  basic  core 
curricula  in  both  physical  and  life  sciences  to  de- 
velop engineering  specialtists  whose  primary  dis- 
ciplinary orientation  is  the  human  system.  This  will 
require  physician  participation;  and,  with  this  team 
participation,  a focusing  of  the  benfits  of  techno- 
logical science  toward  human  needs  should  evolve. 

225  Waterman  Street 

Providence,  R.  I.  02906 

ONE  SENTENCE  ESSAY 

Pardee's  Law.  There  is  an  inverse  relationship 
between  the  uniqueness  of  an  observation  and  the 
number  of  investigators  who  report  it  simulta- 
neously. 

*  *  * * 

ONE  SENTENCE  ESSAY 

Gummidge’s  Law.  The  amount  of  expertise  va- 
ries in  inverse  proportion  to  the  number  of  state- 
ments understood  by  the  general  public. 
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Leiomyoblastoma-An  Unusual  Tumor  of  Stomach 


Tumor  Pursues  A Relatively  Benign 
Course  Clinically 


By  Patrick  A.  Broderick,  iM.D.,  and 
Salvatore  R.  Allegra,  M.D. 

LEIOMYOBLASTOMA;  AN  UNUSUAL 
TUMOR  OF  STOMACH 

In  the  past  decade  an  unusual  group  of  tumors, 
thought  to  be  smooth  muscle  origin  and  occurring 
predominanth’  in  the  stomach,  has  been  described 
in  the  literature.  Stout^  in  1962  was  the  first  to 
classify  these  apparently  “bizarre"’  smooth  muscle 
tumors  as  lieomyoblastomas  in  an  effort  to  differen- 
tiate them  from  the  benign  leiomyoma  on  the  one 
hand  and  leiomyosarcoma  on  the  other.  2^Iartin“  in 
1960  initially  described  these  lesions  as  distinct 
jiathologic  entities  having  a characteristic  histologic 
appearance  featuring  varying  populations  of  class- 
ically vacuolated  round  cells.  Their  usual  clinical 
and  radiologic  presentation  strongly  suggests  malig- 
nanc}’,  and  yet  their  biologic  behavior  is  apparent!}.' 

P.VPRK'K  A.  BRODERICK,  M.D.,  oj  Providence, 
R.I.  Assistant  Pathologist,  Institute  of  Pathology, 
St.  Joseph’s  and  Our  Lady  of  Fatima  Hospitals, 
Providence;  Instructor  in  Pathology,  Tufts  Uni- 
versity School  of  Medicine,  Boston,  Massachusetts. 

SAL\'ATORE  R.  ALLEGRA,  M.D.,  of  Providen- 
ce, R.I.  Pathologist-in-Chief,  Institute  of  Pathology, 
St.  Joseph’s  and  Our  Lady  of  Fatima  Hospitals, 
Providence ; .Assistant  Professor  of  Pathology,  Tufts 
University  School  of  Medicine,  Boston,  Massachu- 
setts. 


in  most  instances  benign.  Because  of  their  infre- 
cjiient  occurrence  pathologists  and  surgeons  in  gen- 
eral have  had  little  e.xperience  in  managing  these 
l^articular  tumors.  In  recent  years  three  such  lesions 
have  diagnosed  in  our  laboratory,  prompting  the 
pre.sent  report. 

CASE  REPORTS 

Case  I — E.K.  This  79  year  old  female  was  ad- 
mitted to  hospital  with  a history  of  sudden  v^omit- 
ing  of  blood  and  collapse  just  prior  to  her  hospital 
admission.  She  had  arisen  on  the  morning  of  ad- 
mission to  go  to  the  bathroom,  where  she  suddenly 
became  nauseated,  lightheaded,  and  dizzy,  and  vom- 
ited a large  quantity  of  blood.  On  e.xamination  in 
the  hospital  accident  room  she  was  found  to  be 
pale  and  shaky  with  a blood  pressure  of  120/80. 
Physical  e.xamination  was  essentially  negative.  No 
abdominal  masses  or  tenderness  were  noted.  She 
denied  any  pain.  The  heart  and  lungs  were  clear. 
Laboratory  data  included  a hemoglobin  level  of 
10  grams  per  cent  with  a hematocrit  of  28  vpc.  The 
stool  was  positive  for  occult  blood.  L’rinalysis  was 
negative.  Blood  sugar  was  128  mg.  per  cent  and 
blood  urea  nitrogen  (BUN)  was  40.5  mg.  per  cent. 
She  had  no  further  vomiting  episodes  after  admis- 
sion and  arrangements  were  made  for  a routine 
gastrointestinal  series  (GI),  which  revealed  findings 
consistent  with  an  ulcerated  poly{X)id  tumor  of  the 
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Figure  1 


d’stal  stomach  (fig.  1).  The  patient  was  prepared 
for  exploratory  laparotomy  at  which  time  a poly- 
poid intramural  mass  was  found  in  the  pyloric 
area  of  the  stomach.  A wedge  resection  of  stomach 
was  carried  out  together  with  pyloroplasty.  The 
patient's  postoperative  recover}^  was  somewhat  slow 
because  of  her  advanced  age.  She  was  however 
sufficiently  well  to  be  discharged  in  good  clinical 
condition  six  weeks  following  admission. 

CaTC  II — W.S.  This  41  year  old  male  was  ad- 
mitted to  hospital  with  a six  month  history  of 
heartburn,  epigastric  pain,  and  back  pain  with  two 
episodes  of  tarry  stools.  He  had  always  been  in 
good  health  until  the  onset  of  the  present  symptom- 
atology. Physical  examination  revealed  a pale  well 
nourished  male.  The  heart  and  lungs  were  unre- 
markable. The  abdomen  was  non-tender,  and  there 
were  no  palpable  mas.ses.  A GI  series  following 
admission  revealed  a large  ulcerated  lesion  in  the 
distal  half  of  the  stomach,  which  the  radiologist 
interpreted  as  an  ulcerated  leiomyoma.  Relevant 
laboratory  data  included  a hemoglobin  level  of  7.6 
grams  per  cent  with  a hematocrit  of  23.5  vpc.  BP’X 
19  mg.  per  cent,  blood  sugar  105  mg.  per  cent.  The 
patient  was  transfused  with  several  units  of  blood 
and  brought  to  the  operating  room,  where  he  under- 
went exploratory  laparotomy.  At  operation  an  in- 
tramural tumor  of  the  pyloric  area  was  readily  lo- 
cated. A biopsy  was  taken  and  submitted  for  frozen 
section  examination.  The  latter  was  reported  as 
being  consistent  with  a bizarre  smooth  muscle 
tumor.  Subsequently  the  tumor  was  excised  to- 
gether with  a wide  margin  of  normal  tissue.  The 
remainder  of  the  abdominal  exploration  revealed  no 


Figure  2 


abnormalities.  Postoperatively  the  patient  devel- 
oped a fever,  and  his  abdomen  became  distended. 
He  was  treated  with  intermittent  positive  pressure 
and  antibiotics  and  recovered  sufficiently  well  to 
be  discharged  in  good  clinical  condition  ten  days 
following  admission. 

Case  III — E.P.  A 65  year  old  Caucasion  male 
was  admitted  to  hospital  because  of  weakness,  diz- 
ziness, fatigability  and  tarry  stools.  He  began  to 
notice  epigastric  discomfort  three  weeks  prior  to  his 
hospital  admission.  He  denied  any  recent  weight 
loss.  The  patient  was  mildly  diabetic,  being  well 
controlled  by  dietary  methods.  He  also  gave  a 
history  of  peptic  ulcer  dating  back  over  a period 
of  thirty  years.  Physical  examination  showed  a well 
developed,  well  nourished  pale  adult  who  at  the 
time  of  examination  was  well  oriented  and  in  no 
acute  distress.  His  blood  pressure  was  160/80,  pulse 
110  and  regular.  Temperature  98°F  degrees.  Aus- 
cultation of  the  chest  revealed  normal  heart  and 
lung  sounds.  Xo  masses  were  palpable  in  the  ab- 
domen and  it  was  non-tender  and  soft.  Neurologic 
examination  was  within  normal  limits.  Significant 
laboratory  data  on  admission  included  a hemo- 
globin level  of  7 grams  per  cent  with  a hematocrit 
of  20.5  vpc.  The  white  blood  count  was  10,000  per 
count.  Urinalysis  was  essentially  unremarkable, 
cubic  mm.  with  a relatively  normal  differential 
Blood  sugar  was  127  mg.  per  cent.  Several  stool 
specimens  taken  over  a period  of  days  revealed  per- 
sistent presence  of  occult  blood.  The  gastric  juice 
also  contained  occult  blood.  Serum  iron  was  84 
micrograms  per  cent,  and  the  iron  binding  capacity 
was  336  micrograms  per  cent.  An  upper  GI  series 
following  admission  revealed  polypoid  enhancement 
of  the  mucosal  pattern  of  the  greater  curvature  in 
(Continued  on  next  page) 
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Figure  5 


the  prepyloric  gastric  antrum  \vith  two  or  more 
ulcerat.oas  highly  suggestive  of  ulceration  within  a 
malignant  filling  defect  (fig.  2).  The  patient  was 
prepared  for  exploratory  laparotomy  at  which  time 
a tumor  mass  was  noted  in  the  antrum  of  the 
stomach.  Gastrotomy  was  performed,  revealing  the 
tumor  to  be  located  intramurally  with  two  areas  of 
ulceration  in  the  overlying  mucosa.  Following  clos- 
ure of  the  gastrotomy  a subtotal  gastrectomy  was 
I>erformed.  The  patient  to'erated  the  procedure  well. 
Post  operatively  he  developed  a deep  phlebitis  and 
showed  clinical  evidence  of  pulmonary  embolism. 
He  responded  well  however  to  the  usual  therapy 
and  was  discharged  from  the  hospital  in  good  clini- 
cal condition  three  weeks  following  admission. 

PATHOLOGY 

.All  three  patho’ogic  specimens  presented  essen- 
tially similar  gross  and  histologic  features.  The  in- 
tramural tumors  ranged  in  diameter  from  3.5  cm. 
to  6 cm.  The  largest  of  the  three  tumors  was  from 
the  third  case  ( fig.  3 ) . -All  three  tumors  were 
characterized  by  ulceration  of  the  overlying  gastric 
mirosa.  They  were  somewhat  fleshy  in  consistency, 
softer  than  the  usual  leiomyoma,  and  presented  pale 


tan  gray  lobulated  cut  surfaces  (fig.  4).  All  w'ere 
non-encapsulated  but  circumscribed  by  compressed 
non-neoplastic  tissue.  Histologically  the  tumors 
were  composed  of  sheets  of  rounded  or  polygonal 
cells  with  varying  amounts  of  eosinophilic  cyto- 
plasm (fig.  5).  Cells  with  perinuclear  halos  were 
found  frequently  (fig.  6),  and  occasionally  trans- 
ition between  these  clear  cells  and  more  character- 
istic spindle  cells  was  apparent  (fig.  7).  Alultinu- 
cleated  tumor  cells  were  prominent  (fig.  8).  The 
stroma  showed  areas  of  basophilic  or  myxoid 
change,  and  was  richly  vascular.  Occasional  clus- 
ters of  interstitial  lymphocytes  were  present.  Stains 
for  glycogen,  mucin,  and  fat  were  negative  in  all 
three  le.sions.  Xo  myofibrils  were  demonstrable. 
Silver  stains  displayed  deposition  of  reticulum  fibers 
around  groups  of  cells  (fig.  9).  Alitotic  rates  were 
counted  u.sing  the  12.5  power  ocular  and  40  jwwer 
objective  of  a Zeiss  microscope.  Mitotic  activity 
was  most  prominent  in  specimen  H (fig  10)  in 
which  an  average  of  1 1 mitoses  was  counted  per 
50  high  power  fields.  Specimen  I revealed  a mitotic 
rate  of  2 mitoses  per  50  high  power  fields  and 
specimen  HI  a rate  of  3 per  50  high  powder  fields. 
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DISCUSSION 

]\Iore  than  100  cases  fulfilling  the  histologic  cri- 
teria of  leiomyoblastoma  have  been  reported  in  the 
literature  up  to  the  time  of  writing.  The  majority 
occur  in  the  stomach,  However,  similar  tumors  have 
been  described  in  the  small  intestine,*'^’^  uterus,’’® 
and  retroperitoneum.®  A frequent  method  of  pre- 
sentation appears  to  be  that  of  significant  gastro- 
intestinal bleeding  followed  by  palpation  of  an 
abdominal  mass,  complaints  of  vague  abdominal 
pains,  or  enlarging  abdominal  girth.  Twenty-three 
per  cent  of  the  cases  reviewed  by  Smithwick,  Bie- 
secker,  and  Leand"  were  either  found  at  autopsy 
or  incidental  to  other  operations  indicating  that 
many  of  these  tumors  are  asymptomatic. 

An  upper  gastrointestinal  x-ray  series  consistent- 
ly domonstrates  these  lesions.  By  selective  celiac 
and  superior  mesenteric  arteriograms  Wolf®  was 
able  to  demonstrate  the  blood  vessel  pattern  in  a 
mass  which  occupied  the  omentum  and  was  attached 
to  the  stomach  by  a stalk. 

The  decision  as  to  w'hether  to  classify  these 
tumiors  as  benign  or  malignant  rests  with  the  path- 
o’og  St  and  is  of  course  of  paramount  importance. 


Figure  9 


Stout’  felt  that  one  could  indicate  their  malignant 
potential  by  counting  the  number  of  mitoses  in  50 
high  power  fields.  The  biologically  benign  tumors 
tend  to  have  a low  mitotic  rate,  generally  less  than 
6 per  50  high  power  fields.  Seven  cases  have  been 
reported  which  were  considered  malignant  by  vir- 
tue of  distant  metastases,  and  these  tumors  were 
characterized  by  mitotic  rates  of  5 to  19  per 
50  high  power  fields.  Sehgal”  and  Stout’  illustrate 
cases  which  pursued  benign  courses  despite  mitotic 
rates  of  22  and  12  respectively.  On  the  other  hand 
Smithwick,  Biesecker,  and  Leand”  in  their  paper 
reported  a tumor  having  two  or  three  times  the 
mitotic  rate  of  these  which  have  been  reported  to 
have  metastasized,  and  5^et  this  lesion  did  not  dem- 
onstrate local  invasion  or  distant  spread.  Forty- 
eight  (48)  of  Stout’s  cases  were  alive  with  no  evi- 
dence of  recurrence  eleven  (11)  years  following 
diagnosis.  In  two  (2)  patients  in  his  series  with 
metastases,  one  died  23  months  following  diagnosis 
and  one  was  alive,  and  well  two  years  following 
partial  gastrectomy.  The  first  of  our  patients  is 
alive  and  well  eight  years  following  operation,  and 
(Continued  on  page  402) 
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A Community  Hospital  Based  Home  Care  Program 


Home  Care  Provides  Better  Total  Care 
at  Less  Cost  for  Certain  Illnesses  or  Dis- 
abilities 


By  Jeannette  Vidal,  iNI.D. 

Virginia  Bainton,  R.X.,  B.S. 

I.  ROLE  OF  THE  MEDICAL  DIRECTOR 

(DOCTOR  VIDAL) 

\\'e  who  represent  the  grass  roots  of  the  State 
of  Rhode  Island  are  delighted  and  indeed  feel 
privileged  to  be  in  this  [Mecca  of  the  Medical 
World  which  is  Boston.  That  you  should  feel  con- 
fident we  have  a worthwhile  message  is  reassuring 
— on  the  one  hand.  On  the  other  hand,  we  can  as- 
sure you  in  return  that  we  are  confident  we  have 
labored  at  a worthwhile  project,  and  are  eager  to 
share  our  thoughts  and  experiences  with  you. 

1 am  aware  that  Hospital  Home  Care  Depart- 
ments are  not  new  to  Boston  hospitals.  While  we 
have  not  patterned  our  Home  Care  Services  in  the 
.same  fashion,  it  was  your  Doctor  Count  Gibson 
who  first  encouraged  us  to  enter  the  field.  For 
this  then  to  the  Boston  Cit}*  Hospital  and  to 
Doctor  Count  Gibson  in  particular  our  first  word 
is  one  of  gratitude.  It  is  to  the  Greenwich  Hospital 

JE.AXXETTE  \TDAL,  M.D.,  Medical  Director  of 
Ilooie  Care,  Kent  County  Memorial  Hospital,  War- 
wick, Rhode  Island. 

\1RGIXL\  BAIXTOX,  R.X.,  B.S.,  Xursing  Co- 
ordinator, Home  Care  Dept.,  Kent  County  Mem- 
orial Hospital,  Warwick,  Rhode  Island. 


Presented  at  the  Xew  l-'.nglaiul  Postf>ra(lnate  .\s- 
sciiiMv  in  llostnn.  Massachusetts,  Xoveniher  6,  1960. 


Home  Care  Department  in  Greenwich,  Connecticut 
that  we  owe  also  very  special  thanks,  as  it  is  on 
their  Home  Care  Team  that  we  modeled  ours.  We 
are  convinced  that  for  our  community  and  its  Hos- 
pital a hospital  based  Home  Care  Program  is  the 
best.  We  are  also  convinced  that  for  a large  city 
serviced  by  many  hospitals  a hospital  based  Home 
Care  Program  may  not  be  the  answer. 

At  the  near  outset  there  are  two  concepts  or 
basic  ideologies  which  need  to  be  formulated  for 
your  clearer  understanding  of  our  Home  Care  Pro- 
gram. The  first  is  that  I am  using  the  term  ‘‘we” 
to  describe  our  activities  more  often  than  the  first 
person  singular,  as  I am  truly  a member  of  a team. 
1 give  direct  care  only  to  my  private  patients  who 
may  need  Home  Care.  My  functions  as  [Medical 
Director  of  the  Home  Care  Department  are  closelj’ 
integrated  otherwise  or  allied  if  you  will  w'ith  those 
of  an  entire  group  of  people  of  which  the  attendins; 
physician  is  the  key  person.  Indeed  the  Medical 
Director  has  no  personal  contact  wTth  patients  or 
families.  This  has  been  rigidly  adhered  lo  in  order 
that  the  attending  physician’s  position  never  be 
compromised  or  that  the  patient  be  confused  by  an- 
other ‘‘Doctor  in  the  House.”  If  our  Home  Care 
Department  has  been  successful,  it  is  due  to  the 
excellent  cooperation  and  willingness  to  participate 
in  Home  Care  demonstrated  by  our  Medical  Stafi, 
with  whom  our  entire  team  has  identified.  In  the 
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POPULATION  PROJECTIONS 

RHODE  ISLAND  AND  SELECTED  COMMUNITIES 
1960-1980 


1930 

1970 

1980 

Number 

Per  Cent 
Total 

Number 

Per  Cent 
Total 

Increase 
over  ] 

1960  Number 

Increase 
Per  Cent  over 
Total  1970 

Kent  County 

112,600 

13.09 

157,100 

16.25 

39.52 

211,000 

19.30 

34.30 

South  County  -\rea 

36,600 

4.25 

45,500 

4.70 

24.31 

56,800 

5.19 

24.83 

Cranston  .\rea 

72,000 

8.37 

84,700 

8.76 

17.63 

94,900 

8.68 

12.04 

Providence  .Area 

288,500 

33.55 

262,500 

27.15 

-9.01 

242,500 

22.19 

-7.61 

Other  R.  I. 

350,000 

40.71 

416,900 

43.12 

19.11 

487,500 

44.61 

16.93 

ST.ATE  R.  I. 

859,700 

99.97 

166,700 

69.98 

12.44 

1,092,700 

99.97 

13.03 

TABLE  1 


course  of  the  past  5 years  we  have  had  67  physi- 
cians utilizing  Home  Care.  This  is  roughly  80  per 
cent  of  our  iMedical  Staff,  excluding  pathologists, 
anesthesiologist,  and  radiologists,  who  would  not 
be  expected  to  have  private  patients. 

The  second  concept  which  is  of  vital  importance 
is  concerned  with  definitions:  namely  the  defini- 
tions of  organized  Home  Care,  Hospital  Based 
Home  Care  Department  or  Program,  and  the  Home 
Care  patient.  Each  year  in  my  annual  reports  I 
have  sought  to  redefine  these  concepts.  Home  Care 
is  not  merely  care  in  the  Home.  It  is  an  organized, 
coordinated  progressive  phase  of  patient  care.  The 
hospital  based  Home  Care  Department  or  Program 
is  a department  of  the  hospital  in  which  progres- 
sive patient  care  is  applied  to  the  patient  who 
needs  the  coordinated  services  of  two  or  more  dis- 
ciplines to  be  brought  to  his  home  either  to  hasten 
or  to  continue  his  recovery,  or  to  prevent  regression 
of  his  disease,  or  to  await  transfer  to  another  type 
of  facility,  or  to  provide  for  his  comfort  and  family 
support  should  his  disease  be  relentlessly  fatal.  Xor 
is  Home  Care  to  be  construed  as  an  extended  care 
facility  which  provides  only  minimal  care  under  the 
hospital  roof  or  Nursing  Home  Care  in  a Nursing 
Home  as  after  care,  as  I have  so  often  said  before. 
Rather  it  is  a fle.xible  unit  demanding  the  gamut  of 
care  from  minimal  to  maximal  care  including  in- 
termittent positive  pressure  breathing,  suction,  ox- 
ygen, laboratory,  complex  dressings  and  electro- 
cardiograms, excluding  only  monitoring,  transfu- 
sions, and  immediate  post-operative  recovery  care. 
Even  monitoring  may  soon  be  av^ailable  outside 
hospital  walls.  The  Home  Care  patient  is  therefore 
a hospital  patient  occupying  a bed  in  his  own  home 
receiving  nursing  services  form  a visiting  nurse 
agency,  but  all  other  services  from  the  hospital  or 
from  community  services  coordinated  by  Home 


Care  directives.  For  this  reason  we  have  portrayed 
Home  Care  at  Kent  County  ^Memorial  Hospital  as 
a bridge  uniting  this  patient’s  home  to  the  hospital 
and  for  the  sake  of  consistency,  convenience,  and 
logic  consider  the  Home  Care  Office  as  the  nursing 
station,  with  the  Nurse  Coordinator  serving  pri- 
marily as  its  head  nurse,  ^^’e  consider  our  Home 
Care  Department  as  a custom-made  service  tailored 
to  each  patient’s  needs,  allowing  him  to  go  home 
sooner  in  many  instances  and  in  other  instances 
preventing  or  delaying  readmission  to  the  hospital. 
On  the  other  hand  if  this  patient  needs  readmis- 
sion, he  is  readmitted  by  transfer  priority  as  if  he 
were  being  transferred  to  another  unit  within  the 
hospital.  In  this  and  in  other  areas  of  bed  utiliza- 
tion we  have  had  close  rapport  with  our  Staff  Util- 
( Continued  on  page  404) 


KENT  COUNTY  MEMORIAL  HOSPITAL 
HOME  CARE  DEPARTMENT 


Accepted  for  Home  Care  101 

129 

205 

183 

223 

Days  of  Home  Care 

6113 

7245 

9102 

9451 

10613 

Days  Saved 

1431 

1986 

3117 

3542 

3972 

Average  daily  census 

17 

20 

25 

28 

29 

-Average  time  carried 

56 

57 

45 

52 

46 

\'isiting  Xurse  visits 

2217 

2108 

2893 

2890 

2870 

P’h3'sician  visits 

346 

174 

269 

328 

432 

Phj'sical  Therapy  visits 

113 

322 

571 

344 

404 

Social  Worker  visits 

310 

74 

49 

46 

16 

Inhalation  Therapy 
visits 

46 

6 

34 

41 

100 

Dietitian  visits 

5 

7 

13 

7 

6 

EKG 

3 

15 

53 

93 

99 

Lahoratorv  visits 

161 

351 

561 

771 

990 

Lahoratorv  tests 

368 

678 

1389 

1860 

2672 

Pharmacy  visits 

482 

622 

915 

937 

1208 

Pharmacv  scripts 

1237 

1335 

2150 

2047 

2701 

X-ray  at  KCAIH 

16 

14 

19 

19 

45 

PIquipment  loaned 

113 

132 

170 

151 

267 

Services 

1st 

2nd 

3rd 

4th 

5th 

year 

year 

year 

year 

year 

TABLE  II 
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Editorials 


UTILIZATION  REVIEW 


A special  study  conducted  by  the  Commission 
on  Professional  and  Hospital  Activities  (CPHA) 
of  Ann  Arbor  on  length  of  stay  in  Rhode  Island 
Hospitals  for  the  year  1969  Indicates  that,  for  the 
84,000  discharges  from  the  14  hospitals,  the  actual 
average  stay  was  only  0.3  of  a day  longer  than  the 
“expected  stay.”  The  CPH.A  length  of  stay  analysis 
technique  compensates  for  patient  mix  through 
computer  selection  and  is  applied  in  comparing 
average  stays. 

While  the  record  for  the  state  as  a whole  is  quite 
good,  there  was  a variation  of  2.9  days  between 
the  hospitals  having  the  poorest  and  the  best  rec- 
ords. Although  it  is  not  surprising  that  there  were 
jierformances  that  were  both  better  and  poorer 
than  e.xpected,  there  were  four  hospitals  in  the 
range  of  plus  0.7  to  plus  1.7  days.  It  is  of  further 
interest  that  not  one  of  the  Brown  University  teach- 
ing hospitals  bettered  the  expected  length  of  stay. 
In  fairness,  however,  it  should  be  noted  that  the 
two  poorest  performers  in  the  list  were  non-univer- 
sity hospitals. 

While  it  is  generally  true  that  there  is  no  lack  of 
effort  or  motivation  among  the  various  utilization 
review  committees  in  Rhode  Island,  morale  tends 


to  be  low  and  perfomance  results  spotty  or  indiffer- 
ent. Lack  of  effectiveness,  rather  than  lack  of  in- 
tent, is  the  prevalent  condition.  There  may  be  sev- 
eral causes  for  this  problem.  One  is  the  inherent 
difficulty  of  sharp  judgements  of  peer  performance. 
There  is  a natural  tendency  to  give  a conscientious 
colleague  the  benefit  of  the  doubt.  In  some  quarters 
there  is  fear  of  retaliation  against  committee  mem- 
bers whose  livelihood  depends  on  consultations. 
There  is  a prevalent  feeling  in  the  committees  that 
support  at  the  staff  executive  committee  level  is 
weak  and  that  chiefs  of  services  fail  to  provide 
vigorous  leadership  in  this  endeavor. 

We  believe  that  much  greater  interest  in  utiliza- 
tion review  is  necessary  at  all  levels  of  hospital 
governance.  Review  of  committee  meeting  minutes 
is  largely  a futile  exercise.  Trustees  should  ask  for 
concrete  evidence  of  performance.  Only  occasion- 
ally is  a top  echelon  administrator  of  a chief  of 
service  seen  at  a utilization  committee  meeting. 
L’ntil  top  level  administrators  and  chiefs  of  service, 
both  full-time  and  part-time,  attend  such  meetings 
with  something  approaching  regularity,  committees 
will  continue  to  work  in  a vacuum,  morale  will  re- 
main low,  and  performance  indifferent. 


A NEW  SWEETENER 


The  summary  HEW  ban  on  cyclamates  was  a 
blow  to  dieters  of  all  categories.  Those  ordinary 
citizens  who  found  a pleasant  way  to  avoid  weight- 
producing  sugar  were  the  chief  victims.  Diabetics 
and  obese  patients  may  still  obtain  help  through 
prescription  foods,  although  this  is  obviously  an 
awkward  and  inconvenient  procedure.  Combin- 
ations of  saccharin  and  sugar  are  now  commonly 
used,  but  the  caloric  content  of  beverages  so  con- 
stituted does  not  appear  on  current  labels.  There  is 
also  some  possibility  of  an  attack  upon  the  safety 
of  saccharin,  though,  like  aspirin,  it  has  been  used 
for  decades.  (It  was  discovered  in  1879.) 

Pharmaceutical  chemists  will  now  certainly  be  on 
the  lookout  for  new  nonfattening  substitutes.  G.D. 
Searle  & Co.  recently  announced  tests  on  a new 
amino  acid  compound  which  shows  great  promise. 
The  substance,  a.spartylphenylalanine,  is  a methyl 


ester  dipeptide  of  two  naturally  occurring  amino 
acids.  This  is  not  entirely  surprising,  since  glycine, 
the  simplest  of  amino  acids,  derived  its  name  from 
its  sweet  taste  and  has,  in  fact,  been  used  in  some 
artificial  sweetener  combinations. 

Discovered  by  accident  during  an  intermediate 
step  in  a current  routine  investigation  of  polypep- 
tides, aspartylphenylalanine  is  150  times  as  sweet 
as  sugar.  Commercial  availability  is  some  time  off, 
as  it  will  not  be  released  until  the  manufacturer  is 
absolutely  sure  of  its  safety.  It  is  difficult  to  see 
what  way  it  could  possibly  be  detrimental,  since  it 
will  be  subject  to  digestive  hydrolysis.  It  is  good 
to  know,  nevertheless,  that  we  shall  probably  not 
have  to  wait  a lifetime,  as  we  did  between  saccha- 
rin and  cyclamate,  for  the  advent  of  an  effective 
new  sweetener. 
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THE  DISMAL  RECORD  OF  AIR  POLLUTION  BILLS 


A pathetically  small  number  of  proposed  air  pol- 
lution bills  were  actually  passed  by  the  Rhode  Is- 
land legislature.  Those  that  were  passed  were  of 
minor  importance,  lending  credence  to  Mr.  Ralph 
Nader’s  statements  that  some  politicians  ostenta- 
tiously backed  pollution  bills  in  order  to  share 
front  page  headlines,  but  actually  have  very  little 
to  offer  toward  a constructive  anti-pollution  pro- 
gram. 

Only  one  significant  bill  dealing  with  air  pol- 
lution was  passed.  This  measure  would  exempt  in- 
dustrial water  and  air  ix)llution  control  devices 
from  the  sale  and  property  taxes,  as  well  as  allow- 
ing accelerated  write-offs  of  business  taxes.  The 
other  bills  passed  were  of  questionable  significance. 
Of  these,  one  would  create  an  eleven  member  Gov- 
ernor’s council  to  recommend  steps  to  protect  the 
encvironment.  Presumably  this  enlarged  council 
would  replace  the  already  existing  Governor’s  ad- 
visory body  on  air  pollution. 

Two  important  and  highly  significant  bills  that 
appeared  to  have  wide  popular  support  were  unex- 
plainably  rejected.  One  of  these  would  regulate 
auto  exhaust  emissions.  Most  experts  are  in  agree- 
ment that  automobiles  are  the  cause  of  the  greatest 
amount  of  air  pollution.  Although  new  cars  have 
devices  to  combat  exhaust  pollution,  the  older  cars 
do  not.  It  is  not  uncommon  to  see  an  old  auto- 
mobile exuding  thick  violaceous  smoke  that  not 
only  causes  more  pollution  than  100  other  auto- 
mobiles, but  actually  presents  a visual  hazard.  New 
Jersey  already  has  a law  that  requires  testing  of 
auto  exhaust  as  part  of  its  annual  inspection  pro- 
gram. 

The  most  important  and  widely  backed  bill  that 
was  not  passed  was  H 1838  as  introduced  by  Rep- 
resentative Joseph  B.  Going.  This  bill  would  ex- 
tend banning  of  open  fire  burning  “to  include  in- 
dustrial, commerical,  and  institutional  operations 
and  also  leaves,  plant  life,  landscape  refuse,  trash 
and  other  refuse  except  outdoor  cooking  fires.” 
This  bill  appears  to  be  complete  in  that  leaves  and 
trash  burning  by  individuals  are  also  considered. 


In  certain  areas  of  the  state  such  as  North  Provi- 
dence, the  nightly  “bonfire”  is  usually  seen  adja- 
cent to  each  home.  The  main  problem  is  that  North 
Providence  collects  trash  once  a month,  and,  in 
order  to  keep  from  being  overwhelmed  by  a month’s 
collection  of  wastes,  individuals  are  forced  to  burn 
frequently.  The  banning  of  open  air  burning  would 
force  the  town  to  collect  trash  at  least  once  a week, 
as  is  proper. 

The  horrors  of  leave  burning  have  been  men- 
tioned previously  on  these  editorial  pages.  Clinging 
smoke  from  smothering  leave  fires  have  been  known 
to  cover  wide  areas  resulting  in  marked  exacerba- 
tion of  respiratory  symptoms,  especially  in  pul- 
monary cripples.  Some  of  these  offenders  may  be 
friendly  neighbors  w'ho  are  honestly  unaw'are  of 
the  harm  they  are  causing.  In  some  areas,  such  as 
in  the  city  of  Providence,  open  burning  of  trash 
and  leaves  is  prohibited,  but  in  other  areas  of  the 
state  there  is  no  such  regulation.  Since  pollution 
freely  crosses  town  and  city  lines  it  is  at  minimum 
a state  matter  and  should  be  covered  by  state  laws. 

H-1838  was  endorsed  by  the  pollution  committee 
of  the  Rhode  Island  Medical  Society,  representing 
over  1,100  physicians.  In  addition  it  was  also  en- 
dorsed by  specialty  societies  such  as  the  Rhode 
Island  Society  of  Internal  Medicine,  representing 
over  100  physicians,  the  Rhode  Island  Thoracic 
Society,  representing  an  additional  82  physicians, 
and  the  Rhode  Island  Society  of  Allergy.  Despite 
this  strong  array  of  medical  advice,  H-1838  was 
referred  to  the  House  Judiciary  Committee,  where 
it  quietly  died.  Attorney  Theodore  A.  Schwartz, 
Deputy  Attorney  General  and  Chief  of  the  Pollu- 
tion Task  Force  in  New  Jersey,  stated  at  the  re- 
cent combined  annual  meeting  of  the  Rhode  Is- 
land Tuberculosis  and  Respiratory  Disease  Asso- 
ciation and  the  Rhode  Island  Thoracic  Society  that 
there  appeared  to  be  a communication  gap  be- 
tween Rhode  Island  doctors  and  the  legislature.  De- 
spite protestations  to  the  contrary,  this  appears  to 
be  true. 
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PRIMARY  HYPERPARATHYRODISM 


We  are  often  warned  of  the  protean  ways  in 
which  hyp>erparathyrodism  may  be  manifested  and 
the  need  for  detecting  obscure  cases  early,  before 
serious  damage  has  been  done,  particularly  to  the 
kidneys.  That  many  cases  may  be  missed  by  pres- 
ent clinical  methods  is  indicated  by  a recent  study 
from  Barnes  Hospital  in  St.  Louis. 

In  July  1966  a 12-channel  serum  analyzer  was 
installed  at  the  hospital.  During  the  subsequent  30 
months  47  patients  underwent  operations  for  pri- 
mary hyperparathyroidism.  This  was  a striking  in- 
crease over  the  39  patients  so  treated  during  the 
previous  10  years.  Twelve  of  the  47  patients  were 
symptomatic  prior  to  the  detection  of  hypercal- 
cemia by  routine  screening,  while  eleven  were  found 
to  have  mild  s\’mptoms  of  hvperparathyroidism 
only  in  retrospect  after  discovery  of  hypercalcemia. 
Of  the  eleven,  five  had  mild  central  nervous  sys- 
tem symptoms,  four  had  nephrolithiasis,  one  peptic 
ulcer,  and  one  abdominal  pain  and  lassitude.  Of 
the  twenty-four  patients  admitted  for  symptoms 
directly  related  to  h\’perparathyroidism,  17  had 
nephrolithiasis,  nephrocalcinosis,  or  both,  two  had 
bone  pain  with  osseous  changes,  and  five  multi- 
system involvement  of  the  urinary,  skeletal,  central 


nervous,  and  gastrointestinal  systems. 

It  thus  appears  that  approximately  one-half  (23) 
of  the  patients  would  not  have  had  an  early  correct 
diagnosis  of  primary  hyperparathyroidism  if  rou- 
tine admission  calcium  determinations  had  not  been 
obtained. 

The  symptomatic  and  asymptomatic  patients 
admitted  for  other  then  known  or  suspected  para- 
thyroid disease  exhibited  few  differences  as  to  pre- 
operative signs  and  symptoms  preoperative  calcium 
levels,  or  the  nature  of  the  parathyroid  tissue  re- 
moved. In  fact  there  were  also  no  significant  dif- 
ferences in  laboratory  or  pathological  findings  be- 
tween the  suspected  and  unsuspected  groups. 

This  interesting  and  important  study  indicates 
an  unexpectedly  high  incidence  of  hvperparathy- 
roidism in  the  general  community  of  hospital  pa- 
tients. While  this  single  report  would  not  be  suf- 
ficient argument  for  routine  calcium  and  phosphor- 
us determinations  in  all  patients,  it  appears  to 
suggest  the  value  of  multi-channel  serum  auto- 
analyzers in  general  hospitals. 

Half.  RC,  et  al ; Primary  hyperparathyroidism: 

Changing  clinical,  surgical  and  pathological  aspects. 

.\nn  Surg  171  :85-92,  Jan  1970. 


THE  EYES  DON’T  READ 


A realm  of  confusion  among  educators,  physi- 
cians, and  parents  concerns  the  role  of  the  eye  in 
learning  and  reading  disabilities.  Too  often  child- 
ren are  subjected  to  long  and  expensive  exercises 
in  the  belief  that  the  reading  problem  is  due  to  a 
defect  in  the  visual  system.  It  is  forgotten  that  the 
eyes  convert  light  rays  to  nerve  impulses  which  are 
transmitted  to  the  central  nervous  system.  It  is  up 
to  the  brain,  not  the  eye,  to  interpret  those  im- 
pulses. 

At  a recent  symposium  on  the  medical  aspects  of 
learning  disabilities  held  at  Providence  College, 
under  the  sponsorship  of  the  Rhode  Island  Ophth- 
almological  Society  and  the  Rhode  Island  Pediatric 
Society,  Doctor  Eugene  Helveston  spoke  on  the 


role  of  the  eye  and  the  eye  doctor  in  such  problems. 
\'isual  acuity,  muscle  balance,  stereopsis,  control- 
ling eye,  hand-eye  dominance,  or  other  visual  fea- 
tures are  not  associated  with  dyslexia  to  any  statis- 
tically significant  degree. 

The  role  of  the  ophthalmologist  or  optometrist 
is  to  discover  disorders  of  the  VISUAL  apparatus 
and  treat  these  according  to  the  ethics  of  his  pro- 
fession, to  refer  the  child  to  appropriate  agencies 
if  dyslexia  is  suspected,  to  cooperate  with  the  team 
approach  to  dyslexia,  and  to  keep  the  child  from 
the  hands  of  an  opportunist  who  would  simplify 
the  complex  treatment  to  a series  of  exercises  or 
exploit  the  economics  of  dyslexia. 


t t i 
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Communicable  Disease  Newsletter* 


Meningococcal  Infections: 

Dr.  Harrj^  Feldman,  one  of  the  most  knowl- 
edgeable men  in  the  United  States  on  meningoc- 
occal infections,  has  remarked  that  of  all  the  in- 
fectious diseases  of  man,  this  organism  can  kill 
the  most  quickly.  Two  very  likely  cases  of  this 
sort  recently  came  to  the  attention  of  the  Divis- 
ion; one  young  college  student  in  his  late 
teens  noted  a headache  one  afternoon;  this  be- 
came progressively  worse  with  associated  fever. 
He  was  admitted  to  the  hospital  where  shortly 
thereafter  he  seized  and  lapsed  into  irreversible 
coma.  Spinal  fluid  examination  was  compatible 
with  bacterial  meningitis.  The  other  victim,  a lady 
in  her  forties,  developed  malaise  and  sore  throat 
in  the  morning.  A physician  diagnosed  her  illness 
as  a non-specific  viral  one  in  the  afternoon.  In 
the  evening  she  was  admitted  to  a hospital  where 
over  several  hours  she  developed  generalized  pur- 
pura, hypotension,  and  finally  intractable  pul- 
monary edema. 

These  cases  always  cause  an  understandable 
amount  of  concern  and  frank  fright.  P'ortunately 
they  are  most  unusual  and  represent  only  a small 
fraction  of  the  various  expressions  of  menigo- 
coccal  infection.  Most  cases  diagnosed  are  success- 
fully treated  with  penicillin;  however,  the  vast 
majority  of  infections  represent  asymptomatic 
nasopharyngeal  carrier  states. 

Management  of  Contacts 

With  increasing  number  of  strains  resistant  to 
sulfonamides  and  with  the  inability  of  penicillin 
to  eradicate  the  carrier  state,  there  is  no  ideal  or 
routine  approach  to  the  management  of  contacts. 
Sulfonamide  sensitivity  tests  should  be  rapidly 
performed  on  any  isolation  from  the  primary  case, 
and  if  fortune  smiles  and  the  organism  is  sensitive 
to  sulphonamides,  close  contacts  can  be  placed 
on  one  of  the  standard  sulfa  preparations  for  three 
days.  When  the  organism  is  sulfa  resistant,  the 
Division  recommends  no  antibiotic;  rather  for  a 
week  after  exposure  contacts  should  be  advised 
to  report  immediately  symptoms  of  sore  throat, 
fever,  or  coryza  to  their  physician.  At  his  discre- 
tion then  he  may  re-culture,  start  penicillin,  or 
reassure  depending  on  the  clinical  circumstances. 

^Reprinted  from  tlie  Newsletter  of  tlie  Rhode  Island 
Department  of  Health  (\’ol.  5,  No.  10,  March  13.  1970) 


NOTE:  Streptococcal  Culture  Kits  supplied 
by  the  Health  Department  are  inadequate  when 
looking  for  a meningococcal  carrier.  A throat 
swab  is  best  innoculated  onto  appropriate  media 
as  soon  after  taking  the  culture  as  possible.  The 
mails  should  never  be  used. 


Curran  & Burton 

DIVISION  OF  TEXACO  INC. 

1120  Eddy  Street 
Providence,  Rhode  Island 
HOpkins  7-8050 

INDUSTRIAL  AND  WHOLESALE 
FUEL  OILS 


Disability 

Death 

DEPRESSION 

Devaluation 


Insurance 


We've  been  buying  insurance  against  loss 
from  the  above  listed  hazards  for  our 
clients  all  through  the  rising  tide  of 

inflation. 


NOW,  we  have  a special  message. 

BUY  DEPRESSION  INSURANCE,  NOW  - 

Even  if  the  current  market  slide  should 
turn  out  to  be  temporary,  you'll  be  hap- 
pier and  more  secure. 

If  you  want  DEVALUATION  insurance,  we 
can  buy  it  for  you  cheaper,  now,  than  it 
has  been  for  many  years! 

Nuf  sed? 


Fourdee  Planning  Corporation 
Fourdee  Agency,  Inc. 

R.  A.  Derosier  Agency 

54  Custom  House  Street 
Providence,  Rhode  Island 
Tel:  - 831-4833 
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FAMILY  STABILITY 

(Continued  from  page  377) 

This  is  not  to  gainsay  the  fact  that  poverty  is 
ruinous  of  wholesome  family  life.  A grinding  pov- 
erty curses  children  with  a lack  of  incentive,  in- 
adequate motivation,  a weak  value  system,  a loss 
of  self-respect  and  efficiencx’  in  those  skills  required 
to  make  fullest  use  of  the  resources,  educational, 
vocational,  cultural,  and  social,  which  lead  to  exists 
from  poverty. 

It  should  be  evident,  however,  that  we  need  more 
than  money  to  help  families  caught  in  the  grip  of 
poverty.  We  need  to  instill  in  parents  the  sense  of 
self-respect  and  esteem  for  their  individual  worth, 
a conviction  that  they  are  not  victims  of  imper- 
sonal forces,  but,  with  the  help  of  God’s  grace,  can 
meet  adversity  and  control  their  future.  We  need 
to  put  incentives  into  family  aid  programs  so  that 
j>eople  will  want  to  help  themselves,  will  see  the 
benefits  of  working  full  or  part  time,  will  begin  to 
develop  a family  pride  that  roots  out  an  attitude  of 
hopelessness,  despair,  and  powerlessness. 

But  parents  also  strive  for  status  through  their 
children.  It  is  rather  well-accepted  American  axiom 
that  married  people  should  only  have  children  when 
they  want  them.  But  what  are  a couple's  reasons 
for  wanting  a child  Do  they  desire  to  give  a 
human  being  the  gift  of  life  and  of  disinterested, 
unselfish  love?  Or  do  they  want  a child  solely  as  a 
means  to  a selfish  end — the  fulfillment  of  them- 
selves in  fatherhood  or  motherhood? 

Most  parents  will  deny  that  they  want  children 
for  their  own  interests  rather  than  for  he  child’s. 
They  point  to  the  amount  of  time  and  attention 
they  devote  to  heir  children.  But  in  more  cases  than 
is  generally  realized,  parenthood  has  become  a stat- 
us symbol.  A man  and  woman  have  a child  because 
of  what  the  child  will  do  for  them,  not  because  of 
what  they  can  do  for  the  child. 

Indeed,  there  is  much  evidence  that  parents  to- 
day regard  the  child  as  an  extension  of  themselves, 
and  like  their  car  or  their  home,  a symbol  of  af- 
fluence. Their  child  is  less  a person  than  a thing. 
For  example,  he  may  be  driven  to  attend  college 
when  he  has  neither  the  talent  nor  desire  to  go.  He 
goes  .because  his  parents  do  not  want  their  neigh- 
bors to  think  they  cannot  afford  to  send  him  or 
that  he  is  not  intelligent  enough,  which  thus  reflects 
on  them.  If  he  does  want  a college  education,  they 
insist  on  a ‘‘name”  college  so  they  can  boast  about 
it.  Wh®n  he  chooses  a career,  they  will  fight  against 
his  preferring  a job  without  prestige.  Th'^y  want 
their  children  to  wear  white  collars  in  their  work 


whether  they  are  miserable  doing  so  or  not. 

-Another  pressure  in  modern  society  is  sex.  We  are 
immersed  in  a culture  that  is  preoccupied  with  and 
schizophrenic  about  sex.  Modern  sexologists,  by 
their  overemphasis  on  sexual  pleasure,  have  pushed 
family  stability  into  the  background.  In  their  view 
the  only  purjwse  of  marriage  is  to  mold  a clever 
and  cooperative  bedmate.  It  this  doesn’t  work  out, 
head  for  the  divorce  courts.  So  we  have  about  400,- 
000  couples  every  year  get  out  of  marriage,  hoping 
to  do  better  next  time.  American  divorces  are  twice 
those  in  Russia,  four  times  those  in  Britain,  six 
times  those  in  Canada,  and  so  on.  These  divorce 
rates  are  almost  matched  by  remarriage  rates,  so 
what  we  really  have  is  a rapid  turnover  rate  in 
marriage  partners.  It  has  been  described  as  “serial 
polygamy.'’ 

Needless  to  say,  people  who  enter  marriage  ex- 
pecting a Mohammedan  heaven,  and  who  feel  that 
they  can  call  it  quits  whenever  the  going  gets 
rough,  have  two  strikes  on  them  before  they  start. 
Our  cultural  environment  is  made  up  of  Peyton 
Place  and  Pla\’bo\';  of  the  laboratory  of  Doctor 
William  H.  Masters,  with  volunteers  fornicating 
and  masturbating  for  science;  of  .\lbert  Ellis,  Eus- 
tace Chesser,  and  those  one-theme  arty  foreign 
films;  of  Ralph  Ginzburg  and  Henry  Miller,  of 
topless  waitresses  and  go-go  girls;  and  the  Kinsey 
charts.  Sane  and  rational  voices  are  asking  where 
we  are  heading.  David  Reisman  states  that  sex  has 
been  oversold  as  the  promised  land,  that  we  have 
been  conned  into  believing  that  sex  is  a solution  to 
all  of  life's  problems.  Camus  wrote  of  the  “congen- 
ital inability  to  see  in  love  anything  but  the  physi- 
cal.” He  saw  the  obsession  with  sex  as  drying  up 
daring  and  creativity. 

Others  feel  that  as  society  becomes  more  imper- 
sonal, as  family  ties  weaken,  then  many  lonely 
people  are  looking  to  sex  to  fill  the  vacuums  in 
their  lives  and  provide  the  warmth  and  affection 
they  have  not  been  able  to  obtain  in  an  uncaring 
world.  .And  so  illicit  sex  is  being  justified  today  by 
the  plea  that  it  helps  people  develop  “skills  in  in- 
ter{)ersonal  relationship’’  with  another  human  being, 
that  it  “involves"  them  in  the  lives  of  oth“rs,  that 
it  cannot  possibly  be  wrong  for  two  peo’fle  who 
have  a “feeling  for  each  other  and  have  rationally 
considered  the  consequences.” 

Doctor  Pitirim  .\.  Sorokin  once  wrote:  “Dedica- 
tion of  an  individual  to  the  pursuit  of  sex  pleasure 
means  a growth  of  the  sex  drive  at  the  ex-xense  of 
the  poxver  of  other  factors  determining  his  total 
(Continued  on  page  397) 
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Campbell’s  Soups... 

wide  variety... for  limited  appetites 


Many  people  lose  interest  in  food  as  they  grow 
older.  Some  of  them  are  fussy  eaters — with  only 
a few  favorite  foods.  Others  become  indifferent 
to  foods — because  planning  and  preparing  meals 
becomes  a chore.  Here  Campbell’s  Soups  can  help 
— for  these  four  very  good  reasons: 

Appeal  With  a variety  of  tastes,  textures, 
aromas,  and  colors,  Campbell’s  Soups  can 
add  interest  and  appetite  appeal.  And  they’re 
easy  to  eat — ingredients  are  tender,  bite-size. 

Even  patients  on  special  diets  will  find  soups 
they  can  enjoy  among  the  more  than  50  dif- 
ferent varieties  available. 


Nourishment  Campbell’s  Soups  contain  selected 
meats  and  sea  foods,  best  garden  vegetables — 
carefully  processed  to  help  retain  their  natural 
flavors  and  nutritive  values. 

Convenience  Within  4 minutes  a bowl  of  deli- 
cious soup  is  heated  and  ready  to  eat. 

Economy  Campbell’s  Soups  are  inexpen- 
sive— an  important  consideration  to  those 
whose  budgets  are  limited. 

Recommend  Campbell’s  Soups  . . . and, 
of  course,  enjoy  them  yourself.  Remember, 
there’s  a soup  for  almost  every  patient  and 
diet  . . . and  for  every  meal. 


What’s  new: 
meg.  ethinyl  estradiol 


. . . Demulen  offers  added  assurance  in  view  of  today's  concern 


^ What  isn’t: 

I mg.  ethynodiol  diacetate 

. . . Demulen  offers  the  distinctive  Searle  progestin  proved  in  millions  of  women 


Demulen -the  one  oral  contraceptive  that  provides 
this  new  combination— offers  • A full  measure  of 
confidence:  Unsurpassed  contraceptive  effective- 
ness, and  the  low  estrogen  content— 50  meg— is 
especially  significant  today  • A full  measure  of  com- 
fort: A low  incidence  of  breakthrough  bleeding 
and  other  side  effects. 


Demulen  continues  the  Searle  tradition  of  un- 
matched convenience. » Sunday  starting,  cycle  after 
cycle:  Three  weeks  on,  one  week  off.  There  is  no 
simpler  pill-taking  schedule.  • A package  that  helps 
keep  her  on  schedule:  The  Demulen  Compack® 
tablet  dispenser  is  patient-proof.  Day  and  week  of 
cycle  are  clearly  designated  for  each  tablet. 


Actions-Demulen  acts  to  prevent  ovulation  by  inhibiting  the  output  of  gona- 
dotropins from  the  pituitary  gland.  Demulen  depresses  the  output  of  both  the 
follicle-stimulating  hormone  (FSH)  and  the  luteinizing  hormone  (LH). 

Special  note:  Oral  contraceptives  have  been  marketed  in  the  United  States 
since  1960.  Reported  pregnancy  rates  vary  from  product  to  product.  The  effec- 
tiveness of  the  sequential  products  appears  to  be  somewhat  lower  than  that  of 
the  combination  products.  Both  types  provide  almost  completely  effective  con- 
traception. 

An  increased  risk  of  thromboembolic  disease  associated  with  the  use  of  hor- 
monal contraceptives  has  now  been  shown  in  studies  conducted  in  both  Great 
Britain  and  the  United  States.  Other  risks,  such  as  those  of  elevated  blood  pres- 
sure, liver  disease  and  reduced  tolerance  to  carbohydrates,  have  not  been  quan- 
titated with  precision. 

Long-term  administration  of  both  natural  and  synthetic  estrogens  in  subpri- 
mate animal  species  in  multiples  of  the  human  dose  increases  the  frequency  of 
some  animal  carcinomas.  These  data  cannot  be  transposed  directly  to  man.  The 
possible  carcinogenicity  due  to  the  estrogens  can  be  neither  affirmed  nor  refuted 
at  this  time.  Close  clinical  surveillance  of  all  women  taking  oral  contraceptives 
must  be  continued. 

Indication-Demulen  is  indicated  for  oral  contraception. 

Contraindications— Patients  with  thrombophlebitis,  thromboembolic  disorders, 
cerebral  apoplexy  or  a past  history  of  these  conditions,  markedly  impaired  liver 
function,  known  or  suspected  carcinoma  of  the  breast,  known  or  suspected 
estrogen-dependent  neoplasia  and  undiagnosed  abnormal  genital  bleeding. 

Warnings— The  physician  should  be  alert  to  the  earliest  manifestations  of 
thrombotic  disorders  (thrombophlebitis,  cerebrovascular  disorders,  pulmonary 
embolism  and  retinal  thrombosis).  Should  any  of  these  occur  or  be  suspected 
the  drug  should  be  discontinued  immediately. 

Retrospective  studies  of  morbidity  and  mortality  in  Great  Britain  and  studies 
of  morbidity  in  the  United  States  have  shown  a statistically  significant  associa- 
tion between  thrombophlebitis,  pulmonary  embolism,  and  cerebral  thrombosis 
and  embolism  and  the  use  of  oral  contraceptives.  There  have  been  three  princi- 
pal studies  in  Britain'-^  leading  to  this  conclusion,  and  one‘  in  this  country.  The 
estimate  of  the  relative  risk  of  thromboembolism  in  the  study  by  Vessey  and 
Doll*  was  about  sevenfold,  while  Sartwell  and  associates*  in  the  United  States 
found  a relative  risk  of  4.4,  meaning  that  the  users  are  several  times  as  likely  to 
undergo  thromboembolic  disease  without  evident  cause  as  nonusers.  The 
American  study  also  indicated  that  the  risk  did  not  persist  after  discontinuation 
of  administration,  and  that  it  was  not  enhanced  by  long-continued  administra- 
tion. The  American  study  was  not  designed  to  evaluate  a difference  between 
products.  However,  the  study  suggested  that  there  might  be  an  increased  risk  of 
thromboembolic  disease  in  users  of  sequential  products.  This  risk  cannot  be 
quantitated,  and  further  studies  to  confirm  this  finding  are  desirable. 

Discontinue  medication  pending  examination  if  there  is  sudden  partial  or 
complete  loss  of  vision,  or  if  there  is  a sudden  onset  of  proptosis,  diplopia  or 
migraine.  If  examination  reveals  papilledema  or  retinal  vascular  lesions  medica- 
tion should  be  withdrawn. 

Since  the  safety  of  Demulen  in  pregnancy  has  not  been  demonstrated,  it  is 
recommended  that  for  any  patient  who  has  missed  two  consecutive  periods 
pregnancy  should  be  ruled  out  before  continuing  the  contraceptive  regimen.  If 
the  patient  has  not  adhered  to  the  prescribed  schedule  the  possibility  of  preg- 
nancy should  be  considered  at  the  time  of  the  first  missed  period. 

A small  fraction  of  the  hormonal  agents  in  oral  contraceptives  has  been  iden- 
tified in  the  milk  of  mothers  receiving  these  drugs.  The  long-range  effect  to  the 
nursing  infant  cannot  be  determined  at  this  time. 

j Precautions— The  pretreatment  and  periodic  physical  examinations  should  in- 
I elude  special  reference  to  the  breasts  and  pelvic  organs,  including  a Papanico- 
laou smear,  since  estrogens  have  been  known  to  produce  tumors,  some  of  them 
malignant,  in  five  species  of  subprimate  animals.  Endocrine  and  possibly  liver 
function  tests  may  be  affected  by  treatment  with  Demulen.  Therefore,  if  such 
[tests  are  abnormal  in  a patient  taking  Demulen,  it  is  recommended  that  they 
3e  repeated  after  the  drug  has  been  withdrawn  for  two  months.  Under  the  in- 
luence  of  progestogen-estrogen  preparations  preexisting  uterine  fibromyomas 
may  increase  in  size.  Because  these  agents  may  cause  some  degree  of  fluid  re- 


tention, conditions  which  might  be  influenced  by  this  factor,  such  as  epilepsy, 
migraine,  asthma,  cardiac  or  renal  dysfunction,  require  careful  observation.  In 
breakthrough  bleeding,  and  in  all  cases  of  irregular  bleeding  per  vaginam,  non- 
functional causes  should  be  borne  in  mind.  In  undiagnosed  bleeding  per  vagi- 
nam adequate  diagnostic  measures  are  indicated.  Patients  with  a history  of 
psychic  depression  should  be  carefully  observed  and  the  drug  discontinued  if 
the  depression  recurs  to  a serious  degree.  Any  possible  influence  of  prolonged 
Demulen  therapy  on  pituitary,  ovarian,  adrenal,  hepatic  or  uterine  function 
awaits  further  study.  A decrease  in  glucose  tolerance  has  been  observed  in  a 
significant  percentage  of  patients  on  oral  contraceptives.  The  mechanism  of  this 
decrease  is  obscure.  For  this  reason,  diabetic  patients  should  be  carefully  ob- 
served while  receiving  Demulen  therapy.  The  age  of  the  patient  constitutes  no 
absolute  limiting  factor,  although  treatment  with  Demulen  may  mask  the  onset 
of  the  climacteric.  The  pathologist  should  be  advised  of  Demulen  therapy  when 
relevant  specimens  are  submitted.  Susceptible  women  may  experience  an  in- 
crease in  blood  pressure  following  administration  of  contraceptive  steroids. 

Adverse  reactions  observed  in  patients  receiving  oral  contraceptives— A sta- 
tistically significant  association  has  been  demonstrated  between  use  of  oral 
contraceptives  and  the  following  serious  adverse  reactions:  thrombophlebitis, 
pulmonary  embolism  and  cerebral  thrombosis. 

Although  available  evidence  is  suggestive  of  an  association,  such  a relation- 
ship has  been  neither  confirmed  nor  refuted  for  the  following  serious  adverse 
reactions:  neuro-ocular  lesions,  e.g.,  retinal  thrombosis  and  optic  neuritis. 

The  following  adverse  reactions  are  known  to  occur  in  patients  receiving  oral 
contraceptives:  nausea,  vomiting,  gastrointestinal  symptoms  (such  as  abdominal 
cramps  and  bloating),  breakthrough  bleeding,  spotting,  change  in  menstrual 
flow,  amenorrhea  during  and  after  treatment,  edema,  chloasma  or  melasma, 
breast  changes  (tenderness,  enlargement  and  secretion),  change  in  weight  (in- 
crease or  decrease),  changes  in  cervical  erosion  and  cervical  secretions,  suppres- 
sion of  lactation  when  given  immediately  post  partum,  cholestatic  jaundice, 
migraine,  rash  (allergic),  rise  in  blood  pressure  in  susceptible  individuals  and 
mental  depression. 

Although  the  following  adverse  reactions  have  been  reported  in  users  of  oral 
contraceptives,  an  association  has  been  neither  confirmed  nor  refuted:  anovula- 
tion post  treatment,  premenstrual-like  syndrome,  changes  in  libido,  changes  in 
appetite,  cystitis-like  syndrome,  headache,  nervousness,  dizziness,  fatigue,  back- 
ache, hirsutism,  loss  of  scalp  hair,  erythema  multiforme,  erythema  nodosum, 
hemorrhagic  eruption  and  itching. 

The  following  laboratory  results  may  be  altered  by  the  use  of  oral  contracep- 
tives: hepatic  function:  increased  sulfobromophthalein  retention  and  other  tests; 
coagulation  tests:  increase  in  prothrombin.  Factors  VII,  VIII,  IX  and  X;  thyroid 
function:  increase  in  PBI  and  butanol  extractable  protein  bound  iodine,  and  de- 
crease in  T*  uptake  values;  metyrapone  test  and  pregnanediol  determination. 

References:  1.  Royal  College  of  General  Practitioners:  Oral  Contraception 
and  Thrombo-Embolic  Disease,  ).  Coll.  Gen.  Pract.  73:267-279  (May)  1967.  2.  In- 
man, W.  H.  W.,  and  Vessey,  M.  P.:  Investigation  of  Deaths  from  Pulmonary, 
Coronary,  and  Cerebral  Thrombosis  and  Embolism  in  Women  of  Child-Bearing 
Age,  Brit.  Med.  J.  2:193-199  (April  27)  1968.  3.  Vessey,  M.  ?.,  and  Doll,  R.:  In- 
vestigation of  Relation  Between  Use  of  Oral  Contraceptives  and  Thromboem- 
bolic Disease.  A further  Report,  Brit.  Med.  ).  2:651-657  (June  14)  1969.  4.  Sartwell, 
P.  E.;  Masi,  A.  T.;  Arthes,  F.  G.;  Greene,  C.  R.,  and  Smith,  H.  E.:  Thromboem- 
bolism and  Oral  Contraceptives:  An  Epidemiologic  Case-Control  Study,  Amer. 
j.  Epidem.  90:365-380  (Nov.)  1969.  OA1 


Each  tablet  contains  1 mg.  ethynodiol  diacetate/ 50  meg.  ethinyl  estradiol 


IN  G.U.  THERAPY 

Does  not  create  problems... 

w lir 


SOLVES  THEM 

WITH  FIRST  DOSE  PAIN  RELIEF 


Urised  is  a problem  solver;  it  brings  patient  comfort  with  first  dose  pain  relief.  Unlike 
newer  antibiotics  or  sulfonamides,  Urised  does  not  create  problems.  It  has  a time 
tested  record  of  minimal  side  effects.  For  over  50  years,  Urised  has  created 
physician  and  patient  confidence  by  providing  effective  therapy  when  needed. 


FIRST  DOSE  PAIN  RELIEF 


V 


For  G.U.  Frequency-  Urgency-  Burning 


y 


Clinically  effective  for  G.U.  Therapy 


• CYSTITIS 

• PYELITIS 
•TRIGONITIS 

• URETHRITIS 


Each  blue-coated  tablet  contains  these  active  ingredients: 
Atropine  Sulfate  . . .0.03  mg.  Methylene  Blue  ...  .5.4  mg. 

Hyoscyamine  0.03  mg.  Phenyl  Salicylate  ..  18.1  mg. 

Methenamine 40.3  mg.  Benzoic  Acid 4.5  mg. 


Contraindications:  Glaucoma,  urinary  blad- 
der neck  or  pyloric  obstruction,  duodenal 
obstruction  and  cardiospasm.  Hypersensi- 
tivity to  any  of  the  ingredients. 

Warnings:  Do  not  exceed  recommended 
dosages. 

Precautions:  Administer  with  caution  to 
persons  with  known  idiosyncrasy  to  atro- 
pine and  cardiac  disease.  While  under  this 
therapy  the  urine  is  blue:  patients  should 
be  so  advised  to  allay  apprehension. 


Adverse  Reactions:  Neither  irritation  nor 
untoward  reactions  have  been  reported; 
however,  it  pronounced  dryness  of  the 
mouth,  flushing,  or  difficulty  in  initiating 
micturition  occurs,  decrease  dosage.  If 
rapid  pulse,  dizziness  or  blurring  of  vision 
occurs,  discontinue  use  immediately.  Acute 
urinary  retention  may  be  precipitated  in 
prostatic  hypertrophy. 

Dosage  and  Administration:  Adults:  Two 
tablets,  orally,  four  times  per  day,  followed 
by  liberal  fluid  intake.  Older  children  re- 


duce dosage  in  proportion  to  age  and 
weight. 

How  Supplied:  Bottles  of  100,  500  and 

I, 000  tablets. 

References:  (1)  Sands,  R.X.:  New  York  St. 

J.  Med.  61:2598-2602,  1961:  (2)  Renner, 
M.J..  et  al:  Hosp.  Topics  39:71-73.  1961: 
(3)  Haas,  Jr.,  J.,  and  Kay  L.L.:  Southwest. 
Med.  42:30-32,  1961  (4)  Marshall,  W.:  Clin. 
Med.  7:499-502,  1960:  (5)  Strauss,  B.:  Clin. 
Med.  4:307-310,  1957. 
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MANUFACTURERS  OF  URICEUTICAL^  SPECIALTIES 


Campbell’s  Soups . . . 

wide  variety... for  limited  appetites 


Many  people  lose  interest  in  food  as  they  grow 
older.  Some  of  them  are  fussy  eaters — with  only 
a few  favorite  foods.  Others  become  indifferent 
to  foods — because  planning  and  preparing  meals 
becomes  a chore.  Here  Campbell’s  Soups  can  help 
— for  these  four  very  good  reasons: 

Appeal  With  a variety  of  tastes,  textures, 
aromas,  and  colors,  Campbell’s  Soups  can 
add  interest  and  appetite  appeal.  And  they’re 
easy  to  eat — ingredients  are  tender,  bite-size. 

Even  patients  on  special  diets  will  find  soups 
they  can  enjoy  among  the  more  than  50  dif- 
ferent varieties  available. 


Nourishment  Campbell’s  Soups  contain  selected 
meats  and  sea  foods,  best  garden  vegetables — 
carefully  processed  to  help  retain  their  natural 
flavors  and  nutritive  values. 

Convenience  Within  4 minutes  a bowl  of  deli- 
cious soup  is  heated  and  ready  to  eat. 

Economy  Campbell’s  Soups  are  inexpen- 
sive— an  important  consideration  to  those 
whose  budgets  are  limited. 

Recommend  Campbell’s  Soups  . . . and, 
of  course,  enjoy  them  yourself.  Remember, 
there’s  a soup  for  almost  every  patient  and 
diet  . . . and  for  every  meal. 


I 


DU  meg.  ethinyl  estradiol 

. . . Demulen  offers  added  assurance  in  view  of  today's  concern 


a What  isn’t: 

1 mg.  ethynodiol  diacetate 

. . . Demulen  offers  the  distinctive  Searle  progestin  proved  in  millions  of  women 


Demulen— the  one  oral  contraceptive  that  provides 
this  new  combination— offers  • A full  measure  of 
confidence:  Unsurpassed  contraceptive  effective- 
ness, and  the  low  estrogen  content-50  meg.— is 
especially  significant  today  • A full  measure  of  com- 
fort: A low  incidence  of  breakthrough  bleeding 
and  other  side  effects. 


Demulen  continues  the  Searle  tradition  of  un- 
matched convenience. •Sunday starting, cycle  after 
cycle:  Three  weeks  on,  one  week  off.  There  is  no 
simpler  pill-taking  schedule.  • A package  that  helps 
keep  her  on  schedule:  The  Demulen  Compack® 
tablet  dispenser  is  patient-proof.  Day  and  week  of 
cycle  are  clearly  designated  for  each  tablet. 


Actions— Demulen  acts  to  prevent  ovulation  by  inhibiting  the  output  of  gona- 
dotropins from  the  pituitary  gland.  Demulen  depresses  the  output  of  both  the 
follicle-stimulating  hormone  (FSH)  and  the  luteinizing  hormone  (LH). 

Special  note:  Oral  contraceptives  have  been  marketed  in  the  United  States 
since  1960.  Reported  pregnancy  rates  vary  from  product  to  product.  The  effec- 
tiveness of  the  sequential  products  appears  to  be  somewhat  lower  than  that  of 
the  combination  products.  Both  types  provide  almost  completely  effective  con- 
traception. 

An  increased  risk  of  thromboembolic  disease  associated  with  the  use  of  hor- 
monal contraceptives  has  now  been  shown  in  studies  conducted  in  both  Great 
Britain  and  the  United  States.  Other  risks,  such  as  those  of  elevated  blood  pres- 
sure, liver  disease  and  reduced  tolerance  to  carbohydrates,  have  not  been  quan- 
titated with  precision. 

Long-term  administration  of  both  natural  and  synthetic  estrogens  in  subpri- 
mate animal  species  in  multiples  of  the  human  dose  increases  the  frequency  of 
some  animal  carcinomas.  These  data  cannot  be  transposed  directly  to  man.  The 
possible  carcinogenicity  due  to  the  estrogens  can  be  neither  affirmed  nor  refuted 
at  this  time.  Close  clinical  surveillance  of  all  women  taking  oral  contraceptives 
must  be  continued. 

Indication-Demulen  is  indicated  for  oral  contraception. 

Contraindications— Patients  with  thrombophlebitis,  thromboembolic  disorders, 
cerebral  apoplexy  or  a past  history  of  these  conditions,  markedly  impaired  liver 
function,  known  or  suspected  carcinoma  of  the  breast,  known  or  suspected 
estrogen-dependent  neoplasia  and  undiagnosed  abnormal  genital  bleeding. 

Warnings-The  physician  should  be  alert  to  the  earliest  manifestations  of 
thrombotic  disorders  (thrombophlebitis,  cerebrovascular  disorders,  pulmonary 
embolism  and  retinal  thrombosis).  Should  any  of  these  occur  or  be  suspected 
the  drug  should  be  discontinued  immediately. 

Retrospective  studies  of  morbidity  and  mortality  in  Great  Britain  and  studies 
of  morbidity  in  the  United  States  have  shown  a statistically  significant  associa- 
tion between  thrombophlebitis,  pulmonary  embolism,  and  cerebral  thrombosis 
and  embolism  and  the  use  of  oral  contraceptives.  There  have  been  three  princi- 
oal  studies  in  Britain'"*  leading  to  this  conclusion,  and  one*  in  this  country.  The 
astimate  of  the  relative  risk  of  thromboembolism  in  the  study  by  Vessey  and 
I Doll*  was  about  sevenfold,  while  Sartwell  and  associates*  in  the  United  States 
ound  a relative  risk  of  4.4,  meaning  that  the  users  are  several  times  as  likely  to 
jndergo  thromboembolic  disease  without  evident  cause  as  nonusers.  The 
^merican  study  also  indicated  that  the  risk  did  not  persist  after  discontinuation 
)f  administration,  and  that  it  was  not  enhanced  by  long-continued  administra- 
ion.  The  American  study  was  not  designed  to  evaluate  a difference  between 
iroducts.  However,  the  study  suggested  that  there  might  be  an  increased  risk  of 
hromboembolic  disease  in  users  of  sequential  products.  This  risk  cannot  be 
iuantitated,  and  further  studies  to  confirm  this  finding  are  desirable. 
Discontinue  medication  pending  examination  if  there  is  sudden  partial  or 
omplete  loss  of  vision,  or  if  there  is  a sudden  onset  of  proptosis,  diplopia  or 
nigraine.  If  examination  reveals  papilledema  or  retinal  vascular  lesions  rnedica- 
ion  should  be  withdrawn. 

Since  the  safety  of  Demulen  in  pregnancy  has  not  been  demonstrated,  it  is 
ecommended  that  for  any  patient  who  has  missed  two  consecutive  periods 
•regnancy  should  be  ruled  out  before  continuing  the  contraceptive  regimen.  If 
he  patient  has  not  adhered  to  the  prescribed  schedule  the  possibility  of  preg- 
lancy  should  be  considered  at  the  time  of  the  first  missed  period. 

A small  fraction  of  the  hormonal  agents  in  oral  contraceptives  has  been  iden- 
ified  in  the  milk  of  mothers  receiving  these  drugs.  The  long-range  effect  to  the 
ursing  infant  cannot  be  determined  at  this  time. 

Precautions— The  pretreatment  and  periodic  physical  examinations  should  in- 
lude  special  reference  to  the  breasts  and  pelvic  organs,  including  a Papanico- 
lou  smear,  since  estrogens  have  been  known  to  produce  tumors,  some  of  them 
lalignant,  in  five  species  of  subprimate  animals.  Endocrine  and  possibly  liver 
jnction  tests  may  be  affected  by  treatment  with  Demulen.  Therefore,  if  such 
!sts  are  abnormal  in  a patient  taking  Demulen,  it  is  recommended  that  they 
e repeated  after  the  drug  has  been  withdrawn  for  two  months.  Under  the  in- 
uence  of  progestogen-estrogen  preparations  preexisting  uterine  fibromyomas 
lay  increase  in  size.  Because  these  agents  may  cause  some  degree  of  fluid  re- 


tention, conditions  which  might  be  influenced  by  this  factor,  such  as  epilepsy, 
migraine,  asthma,  cardiac  or  renal  dysfunction,  require  careful  observation.  In 
breakthrough  bleeding,  and  in  all  cases  of  irregular  bleeding  per  vaginam,  non- 
functional causes  should  be  borne  in  mind.  In  undiagnosed  bleeding  per  vagi- 
nam adequate  diagnostic  measures  are  indicated.  Patients  with  a history  of 
psychic  depression  should  be  carefully  observed  and  the  drug  discontinued  if 
the  depression  recurs  to  a serious  degree.  Any  possible  influence  of  prolonged 
Demulen  therapy  on  pituitary,  ovarian,  adrenal,  hepatic  or  uterine  function 
awaits  further  study.  A decrease  in  glucose  tolerance  has  been  observed  in  a 
significant  percentage  of  patients  on  oral  contraceptives.  The  mechanism  of  this 
decrease  is  obscure.  For  this  reason,  diabetic  patients  should  be  carefully  ob- 
served while  receiving  Demulen  therapy.  The  age  of  the  patient  constitutes  no 
absolute  limiting  factor,  although  treatment  with  Demulen  may  mask  the  onset 
of  the  climacteric.  The  pathologist  should  be  advised  of  Demulen  therapy  when 
relevant  specimens  are  submitted.  Susceptible  women  may  experience  an  in- 
crease in  blood  pressure  following  administration  of  contraceptive  steroids. 

Adverse  reactions  observed  in  patients  receiving  oral  contraceptive$-A  sta- 
tistically significant  association  has  been  demonstrated  between  use  of  oral 
contraceptives  and  the  following  serious  adverse  reactions:  thrombophlebitis, 
pulmonary  embolism  and  cerebral  thrombosis. 

Although  available  evidence  is  suggestive  of  an  association,  such  a relation- 
ship has  been  neither  confirmed  nor  refuted  for  the  following  serious  adverse 
reactions:  neuro-ocular  lesions,  e g.,  retinal  thrombosis  and  optic  neuritis. 

The  following  adverse  reactions  are  known  to  occur  in  patients  receiving  oral 
contraceptives:  nausea,  vomiting,  gastrointestinal  symptoms  (such  as  abdominal 
cramps  and  bloating),  breakthrough  bleeding,  spottir\g,  change  in  menstrual 
flow,  amenorrhea  during  and  after  treatment,  edema,  chloasma  or  melasma, 
breast  changes  (tenderness,  enlargement  and  secretion),  change  in  weight  (in- 
crease or  decrease),  changes  in  cervical  erosion  and  cervical  secretions,  suppres- 
sion of  lactation  when  given  immediately  post  partum,  cholestatic  jaundice, 
migraine,  rash  (allergic),  rise  in  blood  pressure  in  susceptible  individuals  and 
mental  depression. 

Although  the  following  adverse  reactions  have  been  reported  in  users  of  oral 
contraceptives,  an  association  has  been  neither  confirmed  nor  refuted:  anovula- 
tion post  treatment,  premenstrual-like  syndrome,  changes  in  libido,  changes  in 
appetite,  cystitis-like  syndrome,  headache,  nervousness,  dizziness,  fatigue,  back- 
ache, hirsutism,  loss  of  scalp  hair,  erythema  multiforme,  erythema  nodosum, 
hemorrhagic  eruption  and  itching. 

The  following  laboratory  results  may  be  altered  by  the  use  of  oral  contracep- 
tives: hepatic  function:  increased  sulfobromophthalein  retention  and  other  tests; 
coagulation  tests:  increase  in  prothrombin.  Factors  VII,  VIII,  IX  and  X;  thyroid 
function:  increase  in  FBI  and  butanol  extractable  protein  bound  iodine,  and  de- 
crease in  T*  uptake  values;  metyrapone  test  and  pregnanediol  determination. 

References:  1.  Royal  College  of  General  Practitioners:  Oral  Contraception 
and  Thrombo-Embolic  Disease,  ).  Coll.  Gen.  Pract.  73:267-279  (May)  1967.  2.  In- 
man, W.  H.  W.,  and  Vessey,  M.  P.:  Investigation  of  Deaths  from  Pulmonary, 
Coronary,  and  Cerebral  Thrombosis  and  Embolism  in  Women  of  Child-Bearing 
Age,  Brit.  Med.  J.  2:193-199  (April  27)  1968.  3.  Vessey,  M.  P.,  and  Doll,  R.:  In- 
vestigation of  Relation  Between  Use  of  Oral  Contraceptives  and  Thromboem- 
bolic Disease.  A Further  Report,  Brit.  Med.  ).  2:651-657  (June  14)  1969.  4.  Sartwell, 
P.  E.;  Masi,  A.  T.;  Arthes,  F.  G.;  Greene,  C.  R.,  and  Smith,  H.  E.:  Thromboem- 
bolism and  Oral  Contraceptives:  An  Epidemiologic  Case-Control  Study,  Amer. 
J.  Epidem.  90:365-380  (Nov.)  1969.  OA1 


Each  tablet  contains  1 mg.  ethynodiol  diacetate /SO  meg.  ethinyl  estradiol 


IN  G.U.  THERAPY 

Does  not  create  problems... 


SOLVES  THEM 

WITH  FIRST  DOSE  PAIN  RELIEF 


Urised  is  a problem  solver;  it  brings  patient  comfort  with  first  dose  pain  relief.  Unlike 
newer  antibiotics  or  sulfonamides,  Urised  does  not  create  problems.  It  has  a time 
tested  record  of  minimal  side  effects.  For  over  50  years,  Urised  has  created 
physician  and  patient  confidence  by  providing  effective  therapy  when  needed. 


FIRST  DOSE  PAIN  RELIEF 


For  G.U.  Frequency-  Urgency-  Burning 


Clinically  elfective  for  G.U.  Therapy 


• CYSTITIS 

• PYELITIS 
•TRIGONITIS 

• URETHRITIS 


Each  blue-coated  tablet  contains  these  active  ingredients; 
Atropine  Sulfate  . . .0.03  mg.  Methylene  Blue  ...  .5.4  mg. 

Hyoscyamine  0.03  mg.  Phenyl  Salicylate  ..  18.1  mg. 

Methenamine 40.3  mg.  Benzoic  Acid 4.5  mg. 


Contraindications:  Glaucoma,  urinary  blad- 
der neck  or  pyloric  obstruction,  duodenal 
obstruction  and  cardiospasm.  Hypersensi- 
tivity to  any  of  the  ingredients. 

Warnings:  Do  not  exceed  recommended 
dosages. 

Precautions:  Administer  v/ith  caution  to 
persons  with  known  idiosyncrasy  to  atro- 
pine and  cardiac  disease.  Whiie  under  this 
therapy  the  urine  is  biue;  patients  shouid 
be  so  advised  to  aliay  apprehension. 


Adverse  Reactions:  Neither  irritation  nor 
untoward  reactions  have  been  reported; 
however,  if  pronounced  dryness  of  the 
mouth,  flushing,  or  difficulty  in  initiating 
micturition  occurs,  decrease  dosage.  If 
rapid  pulse,  dizziness  or  blurring  of  vision 
occurs,  discontinue  use  immediately.  Acute 
urinary  retention  may  be  precipitated  in 
prostatic  hypertrophy. 

Dosage  and  Administration:  Adults:  Two 
tablets,  orally,  four  times  per  day,  followed 
by  liberal  fluid  intake.  Older  children  re- 


duce dosage  in  proportion  to  age  and 
weight. 

How  Supplied:  Bottles  of  100,  500  and 

I, 000  tablets. 

References:  (1)  Sands,  R.X.:  New  York  St. 

J.  Med.  61:2598-2602,  1961;  (2)  Renner. 
M.J.,  et  al;  Hosp.  Topics  39:71-73.  1961: 
(3)  Haas,  Jr.,  J.,  and  Kay  L.L.:  Southwest. 
Med.  42:30-32,  1961  (4)  Marshall,  W.:  Clin. 
Med.  7:499-502,  1960:  (5)  Strauss.  B.:  Clin. 
Med.  4:307-310,  1957. 
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activity,  and  radically  changes  the  whole  system  of 
forces  governing  human  behavior.”  Sexual  dedica- 
tion in  marriage  may  be  at  the  expense  of  the 
family. 

If  the  child  and  the  family  structure  are  going 
to  be  salvaged,  the  rules  governing  sex  will  have  to 
be  respected.  Every  society  recognizes  some  re- 
straints in  this  matter.  A glutton  of  any  kind  is  a 
poor  parent  and  a poor  neighbor.  He  is  too  dedi- 
cated to  his  own  individual  staisfaction.  A society 
enraptured  by  sex,  as  is  that  of  India,  tends  to  let 
the  housekeeping  go  to  hell.  If  the  American  middle 
class  were  to  go  off  on  a giant  bedroom  chase,  this 
would  provide  quaint  material  for  the  New  Yorker 
and  Esquire,  but  it  would  scarcely  be  indicative  of 
the  Great  Society.  As  Doctor  Robert  Odenwald  ob- 
serves, “Part  of  love  is  sex.  If  we  want  to  love,  we 
will  have  to  keep  sex  under  some  control.  If  we 
don’t,  it  will  be  like  putting  too  much  whiskey  in 
the  drinks — the  guests  pass  out  instead  of  enjoying 
themselves.”  Undoubtedly,  the  practice  of  the  vir- 
tue of  chastity  in  a concupiscent  society  imposes 
great  strain  on  the  individual,  but  perhaps  sexual 
discipline  is  the  test  case  for  dedication  to  standards 
of  worth  in  every  domain  of  e.xistence. 

This  overemphasis  on  sex  has  further  repercus- 
sions. It  forces  our  young  people  into  early  dating, 
early  steady  dating,  and  early  marriage.  Advertis- 
ing, entertainment,  and  fashion  are  all  designed  to 
produce  and  to  exploit  sexual  tension.  Sexually 
aroused  at  an  early  age,  and  asked  to  postpone 
marriage  until  they  become  older,  teenagers  have  no 
recourse  but  to  fill  the  intervening  years  with 
courtship  rituals  and  games  that  are  supposed  to 
be  sexy  but  sexless.  Dating  is  expected  to  culminate 
in  going  steady,  and  that  is  the  beginning  of  the 
end.  The  dating  game  hinges  on  an  important  ex- 
change; the  male  wants  sexual  intimacy  and  the 
female  wants  social  commitment.  The  game  in- 
volves bartering  sex  for  security  amid  the  sweet 
and  heady  agitations  of  a romantic  entanglement. 
Once  the  game  reaches  the  going  steady  stage,  the 
teenager  finds  himself  driven  into  a corner,  and 
the  one  way  to  legitimize  his  sex  play,  and  assuage 
the  guilt,  is  to  plan  marriage.  And  so  he  marries 
early,  and  perhaps  society  loses  a physician,  a sci- 
entist, a lawyer,  an  engineer,  for  man  cannot  serve 
two  masters;  and  since  the  energy  and  scope  of  in- 
terest for  any  individual  are  limited,  solid  prepara- 
tion for  adult  life  will  not  be  achieved. 

(Continued  on  next  page) 
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It  is  high  time  we  recognized  the  obvious  fact 
that  teenagers  are  not  adults.  They  are  young 
people  at  various  stages  of  development  on  the  way 
to  maturity.  Parental  guidance,  supervision,  and 
control  must  consequently  be  geared  to  their  stage 
of  development  in  areas  like  dating,  drinking,  driv- 
ing, and  recreation.  Ultra-permissiveness  can  be 
ruinous.  A child  can  experience  the  meaning  of 
secure  love  only  through  being  dependent  on  per- 
sons who  supply  authoritative  direction  for  his  life. 
To  my  way  of  thinking,  few  doctrines  in  recent 
decades  have  been  more  injurious  than  the  one  that 
opposes  the  exercise  of  parental  authority  in  the 
name  of  freedom  and  democracy.  The  eroding  of 
the  parent’s  authority  and  the  repudiation  of  the 
children’s  obligations  to  obey  have  seriously  con- 
tributed to  the  disintegration  of  the  family  and  have 
hindered  the  character  development  of  the  young 
in  crucial  aspects. 

Perhaps  the  trouble  has  come  from  failure  to 
distinguish  between  kinds  of  authority.  Absolute, 
arbitrary,  manipulative  authority  — power  over 
others — is  an  evil  thing;  it  should  have  no  place 
in  church,  state,  or  family.  But  responsible  author- 
ity which  derives  from  devotion  to  the  good  is  right 
and  necessary,  especially  in  the  family — and  I 
might  also  add  “in  the  school,”  because  I think  it 
will  be  a sad  day  for  our  children  when  the  school 
abandons  the  “in  loco  parentis”  policy  and  practice. 

Adolescence  is  a time  of  rapid  physical,  emotion- 
al, intellectual,  and  spiritual  growth.  In  our  so- 
ciety it  is  the  period  during  which  young  people 
must  choose  their  life  goals  and  acquire  the  solid 
foundation  and  formal  education  in  character  de- 
velopment that  will  enable  them  to  advance  their 
goals.  Parents  do  their  teenagers  a serious  disser- 
vice when  they  continue  to  treat  them  as  irrespon- 
sible children,  left  ignorant  of  the  challenges  of  life, 
yet  free  to  explore  its  most  intimate,  profound  mys- 
teries. 

The  facts  in  the  case  are  obvious.  Adult  success 
and  happiness  in  a complex,  highly  industrial  so- 
ciety such  as  our  own  require  years  of  formal  train- 
ing, together  with  the  development  of  a sense  of  re- 
sponsibility, self-control  and  discipline.  These  can 
be  achieved  only  by  serious  application  of  interest 
and  energy  during  adolescence.  Yet,  by  a strange 
lack  of  logic,  our  society  promotes  sexual  attitudes 
and  practices  among  adolescents  which  hinder  the 
preparation  required  for  adulthood  if  our  civiliza- 
tion is  to  survive. 

But  is  is  silly  to  bemoan  early  steady  dating 
without  replacing  it  with  something  better.  It  is  a 


psychological  truism  that  you  cannot  change  be- 
havior without  modifying  the  attitudes  and  con- 
ditions functionally  related  to  it.  If  we  believe  that 
early  steady  dating  leads  to  early  marriages  (and 
the  incidence  of  family  breakdown  in  early  marri- 
ages is  extremely  high),  then  to  change  this  pattern 
we  will  have  to  modify  current  attitudes  and  prac- 
tices relating  to  dating,  teenage  recreation,  study, 
sex  instruction,  marriage  preparation,  parental  au- 
thority, and  so  on.  After  all,  going  steady  in  the 
early  teens  is  not  a wajTvard  pattern  of  behavior 
invented  by  the  teenagers  themselves,  but  rather 
the  logical  and  inevitable  result  of  the  way  parents 
are  rearing  their  children.  At  present  the  practice  of 
steady  dating  is  fulfilling  felt  needs  created  by  the 
social  S3'stem.  The  practice  will  be  eliminated  only 
to  the  extent  that  alternate  means  of  meeting  these 
needs  are  found.  It  can  be  done,  but  it  will  take  a 
great  deal  of  effort  to  change  teenage  dating  pat- 
terns. This  is  the  challenge  facing  parents,  schools, 
PTA's,  CYO's,  YMCA’c,  churches,  and  community 
organizations.  If  we  don’t  expand  this  effort,  we 
shall  continue  to  have  a great  many  premature 
marriages,  with  all  the  difficulties,  disadvantages, 
and  family  breakdowns  they  involve. 

I am  in  sympathy  with  the  speaker  at  a White 
House  Conference  on  Children  who  exhorted  the 
delegates;  “Let  the  children  be  children.”  He  charg- 
ed that  we  are  robbing  our  children  of  the  golden 
age  of  childhood — that  period  in  late  childhood 
and  earlj’  adolescence  when  they  need  to  be  left  to 
themseh^es,  quietly  to  find  the  depths  of  their  own 
nature.  Instead  of  leaving  them  to  themseh^es,  we 
are  pushing  hem,  with  all  sorts  of  pressures,  into 
paired  relationships,  and  then  wonder  why  there  is 
a “husband  hunting  hysteria”  among  girls  who  are 
about  to  get  out  of  high  school. 

There  are  also  pressures  brought  to  bear  upon 
parents.  They  are  numerous;  I will  mention  only 
two.  The  first  pressure  is  for  parents  to  give  their 
children  all  the  things  they  didn’t  have.  In  a land 
of  plenty  it  is  very  natural  that  we  should  want  to 
heap  gifts  and  opportunities  on  our  children,  hop- 
ing to  keep  them  happy.  But  thoughtful  people 
todav'  are  beginning  to  wonder  whether  we  have 
been  doing  too  much  for  our  children  and  not  show- 
ing sufficient  concern  for  the  rights  of  adults.  How 
much  should  we  do  for  our  children?  How  much 
should  we  permit  and  compel  them  to  do  for  them- 
selves? If  children  have  a right  to  develop  their 
own  individuality,  do  not  parents  have  a right  to 
the  time  and  opportunity  to  develop  their  individu- 
ality? 
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And  so  we  can  identify  two  contrasting  philoso- 
phies in  the  literature  and  discussions  about  child- 
hood and  parenthood.  One  emphasizes  the  over- 
whelming responsibility  of  parents  and  society. 
Children  are  what  we  make  them.  They  cannot  be 
more,  they  dare  not  be  less.  Wise  and  adequate 
parenthood  requires  that  parents  assume  the  re- 
sponsibility for  child  development,  creating  the  nec- 
essary opportunities  for  their  children  to  grow  into 
happy  and  healthy  adults.  The  government  should 
aid  parents  whenever  it  can  in  performing  this  most 
worthwhile  work  of  rearing  children.  The  major  re- 
sponsibility for  child  development  lies  with  the 
parents,  and  then  with  the  larger  society — with  the 
city,  state,  and  federal  government. 

But  the  opposite  point  of  view  is  rather  critical 
of  this  emphasis;  it  contends  that  too  much  concern 
has  been  shown  for  children  in  our  contemporary 
society,  that  modern  parents  tend  to  pamper  rather 
than  discipline,  that  society  gives  children  too  much 
and  expects  too  little,  and  that  proper  child  devel- 
opment calls  for  more  emphasis  upon  child  self-help. 
Adult  life,  it  insists,  is  grim  and  hard,  and  adequate 
preparation  for  it  dares  not  partake  too  much  of  the 
soft  ,the  easy,  and  the  effeminate. 

A research  worker  and  writer,  Roy  Helton,  has 
this  to  say;  “It  is  not  that  we  do  too  much  for  our 
children,  for  we  all  agree  that  their  health  and  edu- 
cation are  vital  responsibilities  not  yet  fully  dis- 
charged. but  rather  that  we  do  permit  them  to  do 
too  much  to  us.  We  allow  them  to  direct  our  taste 
and  amusement,  to  control  our  time,  and  to  deter- 
mine how  we  spend  our  money.  They  compel  us 
to  insist  on  easy  courses  for  them  in  their  schools, 
and  to  badger  educational  authorities,  not  for  the 
parental  aim  of  better  and  more  Intensive  education, 
but  for  the  adolescent  aim  of  better  football  teams. 
In  short,  they  have  so  far  taken  over  that  a grow- 
ing characteristic  of  modern  life  for  the  past  twen- 
ty years  has  been  not  its  youthfulness,  but  its 
juvenility.  Today  we  rob  youth  of  their  future  be- 
cause we  are  too  tender  to  deny  them  anything 
they  now  demand.  We  pity  them  as  we  pick  their 
pockets.  We  do  little  for  our  children  because  we 
give  them  too  much.”  Indeed,  some  parents  try  to 
make  their  gifts  take  the  place  of  their  own  love 
and  comradeship  and  patience  and  understanding. 
“IMy  father  gave  me  everything,”  said  one  juvenile 
delinquent  to  the  judge,  “except  his  time,  his  in- 
terest, and  his  love.” 

The  other  pressure  on  parents  is  to  be  psycho- 
logically sophisticated  when  it  comes  to  child  train- 
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ing.  Of  course,  we  want  parents  to  be  wise,  we  want 
them  to  understand  child  development,  we  want 
them  to  benefit  from  all  our  rich  modern  treasuries 
of  knowledge.  But  how  we  have  threatened,  warned, 
castigated,  and  scared  our  poor  trembling  parents 
to  helpless  paralysis  b\'  presenting  them  with  aw"- 
ful  pictures  of  their  children  as  being  as  frail  and 
fragile  as  Dresden  China,  until  they  could  no  longer 
act  like  strong  self-willed  adults  any  more.  Xo 
child  wants  a walking  psychology  text  for  a parent. 
He  wants  and  needs  and  average  human  being,  not 
free  from  faults  and  weaknesses,  but  one  who  ac- 
cepts his  responsibilities,  who  is  prepared  to  give 
love,  to  go  on  giving  love,  and  when  the  occasion 
requires  it,  prepared  to  administer  discipline  firmly 
and  decisively.  .\n  article  in  Harper’s  Magazine 
recently  said  that  in  the  old  days  parents  used  to 
carry  a bog  stick  and  go  thump,  thump.  Nowadays 
parents  go  dainty,  dainty,  and  carry  a big  book! 

It  is  quite  possible,  however,  for  parents  to  do 
everything  right  "by  the  Ixiok”  and  still  produce 
poorly  adjusted  children.  It  is  the  quality  of  the 
parents’  relationship  with  the  child  that  counts 
most.  Into  this  qualiU"  go  such  positive  elements  as 
affection,  warmth,  understanding  of  a child’s  needs, 
resi>ect  for  the  ‘'self  of  the  child,”  and  the  mother’s 
ability  to  accomodate  herself  to  her  child  emotion- 
ally. 
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Another  pressure  affecting  family  stability  comes 
from  in-laws.  It  is  a serious  problem  which  must  be 
faced  by  every  young  married  couple.  It  is  time 
we  stopped  joking  about  it.  Judson  and  iMary  Lan- 
dis, in  their  study  of  hundreds  of  marriages,  asked 
married  couples  what  they  found  to  be  the  greatest 
problem  in  starting  marriage.  Overwhelmingly  it 
was  “getting  along  with  in-laws.” 

John  L.  Thomas,  Jesuit  sociologist  and  author 
of  The  American  Catholic  Family,  made  a study  of 
seven  thousand  divorces  in  the  Archdiocese  of 
Chicago.  If  anyone  still  has  the  delusion  that 
Roman  Catholics  don't  get  divorces,  let  him  look 
at  the  figures.  Father  Thomas  tried  to  identify  the 
causes  of  the  divorces  and  to  correlate  the  cause 
with  the  length  of  marriage.  Obvously,  the  fact  is 
that  the  breakup  of  marriage  in  the  first  few  weeks 
might  not  be  the  same  as  those  which  break  up  a 
marriage  after  twenty  years.  He  found  that  to  be 
true.  He  discovered  that  during  the  first  twelve 
months  after  the  wedding  it  was  the  mother-in-law 
who  w'as  responsible  for  the  breakup  of  marriages 
more  than  any  other  factor.  After  that  her  influence 
gradually  disappeared  and  alcoholism  took  its 
place.  (Can  there  be  a causal  relationship  here?) 

I am  not  so  sure  that  I would  adopt  the  slogan, 
“Outlaw  the  in-laws,”  but  there  is  something  seri- 
ously wrong  in  a situation  in  which  the  mother, 
who  persumably  loves  the  young  people  and  wants 
them  to  be  successful,  is  the  one  who  destroys  the 
marriage — quite  unintentionally  in  most  cases,  of 
course.  But  it  isn't  always  her  fault.  Sometimes  the 
younger  generation  is  much  worse  in  its  attitudes 
than  the  older  one.  Perhaps  we  need  classes  for 
mothers-in-law.  We  need  pre-marital  education  for 
mothers-in-law  just  as  we  do  for  daughters-in-law. 
It  seems  to  me  that  this  is  one  of  the  areas  where 
the  church  might  be  of  great  help.  We  cannot  afford 
to  face  with  equanimity — you  may  think  this 
strange — the  verified  fact  that  the  happiest  mar- 
riages are  those  in  which  parents  on  both  sides  are 
dead!  I do  not  know  a sadder,  more  melancholy 
finding  in  all  modern  social  science  than  that.  It 
is  time  we  did  something  about  it. 

There  is  also  a great  pressure  in  our  culture  on 
young  married  couples  to  be  happily  marrierl. 
.Americans  are  incurable  optimists,  and  they  believe 
that  the  saying  “and  they  lived  happily  ever  after” 
begins  with  wedding  bells.  Everybody  expects  a 
great  deal  from  marriage;  and  this  is  fine  within 
reason,  but  often  it  is  without  reason.  Alarriage  was 
not  designed  as  a mechanism  for  providing  perfect 
I Continued  on  page  401) 
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friendship,  unalloyed  erotic  bliss,  perpetual  roman- 
tic love,  comprehensive  personal  fulfillment,  con- 
tinuous lay  psychotherapy,  or  constant  fun,  fun, 
fun.  It  is  absurd  to  expect  any  human  relationship 
to  bring  permanent  and  unmixed  happiness.  Indeed 
continued  happiness  would  be  most  sterile  and  dam- 
aging condition  to  live  in.  The  nature  of  human  life 
is  struggle,  and  if  we  cannot  accept  it  that  way  we 
cannot  start  really  living.  To  all  of  us,  of  course, 
there  come  experiences  of  great  and  supreme  hap- 
iness.  There  come  also  experience  of  great  sorrow. 
Life  is  not  like  the  colored  ads,  and  the  partial  ful- 
fillments we  do  genuinely  experience  from  time  to 
time  are  more  often  than  not  the  prelude  to  disap- 
pointments and  frustrations.  We  cannot  be  happy 
all  the  time.  C’est  la  vie. 

In  this  regard,  however,  perhaps  our  married 
people  are  more  realistic  than  they  are  given  credit 
for.  In  a well-known  study  in  the  Detroit  area, 
women  were  asked  what  they  expected  of  marriage, 
what  satisfactions  their  marriage  brought  them, 
what  they  wanted  most  from  their  marriage.  Xote: 
these  women  lived  in  a large  industrial  area  and 
not  in  comfortable  little  suburbs  and  towns.  They 
were  pretty  much  under  the  pressure  of  their  com- 
munities, and  yet  these  women  said  that  they  val- 
ued marriage  in  rank  order  for:  1)  companionship, 
2)  a chance  to  have  children,  3)  the  understanding 
and  emotional  support  that  they  get  from  this  in- 
timate relation,  )4  love  and  affection,  )5  financial 
benefit.  In  other  words,  the  picture  of  women  as 
grasping,  neurotic,  unhappy,  discontented,  irrespon- 
sible creatures  is  utterly  untrue.  American  wives 
and  mothers  today,  as  in  the  past,  are  finding  basic 
satisfaction  in  the  central  roles  within  the  family. 
This,  I know,  goes  contrary  to  Betty  Friedan’s 
thesis  in  her  book  The  Feminine  Mystique. 

The  American  father,  however,  does  not  show 
up  very  well  by  comparison.  He  has  left  the  work 
of  parenthood  too  much  to  his  wife.  Psychologists 
never  tire  of  telling  us  that  overconcentration  of 
affection  from  one  parent,  and  lack  of  normal 
family  patterns  based  on  the  cooperation  of  both 
sexes,  can  scarcely  fail  to  leave  young  people  with 
serious  handicaps  of  mental  hygiene.  The  idea  that 
children  of  either  sex  can  get  along  satisfactorily 
in  a two  sexed  world  with  the  patterns  furnished 
them  by  only  one  sex  is  distinctively  harmful.  They 
need  the  patterns  of  both  sexes  from  infancy  on- 
ward. They  need  a father  as  well  as  a mother. 

While  American  fathers  tend  to  neglect  their 


children  more  frequently  than  mothers,  I feel  that 
the  customary  portrayal  of  the  .American  father  is 
more  fictional  than  real.  The  picture  of  the  average 
American  father  on  television  is  a combination  of 
Caspar  ^Milquetoast  and  a laughable  kind  of  crea- 
ture who  always  gets  the  dirty  end  of  the  deal  from 
his  wife,  his  youngsters,  his  neighbors,  and  everyone 
else.  Husbands  are  considered  in  popular  literature 
as  being  henpecked  individuals  who  live  in  a ma- 
triarchy, leave  their  homes  in  the  morning,  drudge 
through  the  day  in  their  offices,  and  come  back  only 
to  pick  up  the  crumbs  of  affection,  attention,  com- 
panionship for  which  they  are  earning  their  sus- 
tenance. This  profile,  however,  simply  does  not 
jibe  with  fact. 

Representative  studies  across  the  country  tell  us 
that  domination  by  women  in  .America  has  been 
greatly  exaggerated.  Alen,  in  general,  still  control 
their  families,  and  whenever  henpecked  husbands 
do  exist,  they  are  not  victims  of  shrewish  wives, 
but  of  their  own  inadequacy.  They  are  henpecked 
because  they  are  incompetent.  They  do  less  around 
the  home  than  men  of  influence.  The  more  prestige 
a man  has  at  work,  the  more  money  he  makes,  the 
higher  his  status,  then  the  more  decisions  he  makes 
at  home.  In  other  words,  the  man  of  competence  is 
as  great  an  influence  in  his  home  as  he  is  in  the 
business  world  outside. 

Contrary  to  popular  opinion,  psychologists  have 
found  that  women  want  their  husbands  to  have 
greater  authority.  They  want  to  look  to  their  hus- 
bands as  the  chief  element  of  control  and  authority 
in  the  family.  They  look  to  their  husbands  for 
opinions  and  want  them  to  make  the  basic  decis- 
ions. Women  want  to  have  a voice,  but  they  want 
to  look  up  to  their  husbands.  .Any  person  who  has 
done  any  marriage  counseling  at  all  recognizes 
this  fact. 

Alost  women  want  a man  they  can  look  up  to, 
respect,  and  lean  on,  as  the  tower  of  strength,  au- 
thority, and  control  within  the  home.  Husbands  and 
wives  today  are  closer  now  that  they  both  share 
more  of  the  same  education  and  marry  each  other 
through  voluntary  choice.  Fathers  today  seem  to 
enjoy  their  children  more,  since  they  are  closer  to 
them  than  traditionally  was  true.  Now  that  fathers 
are  participating  in  child  care  and  child  guidance, 
and  hearing  their  children’s  discussions  and  prob- 
lems, they  are  closer  to  them. 

Men  have  more  interest  in  the  family  than  form- 
erly was  true.  This  is  particularly  the  case  in  so 
many  of  our  homes  that  are  electrically  and  elec- 
(Continued  on  next  page) 
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lawyers  talk  about  law. 


Contact  Gardner  C.  Borden,  C.P.C.U. 


Starkweather  & Shepley,  Inc. 

155  South  Main  Street 
Providence,  R.  I.  421-6900 

ONE  SOURCE / TOTAL  INSURANCE 


S59-<J 


Ironically  controlled.  There  is  more  to  interest  a 
man  and  more  things  for  which  a man  is  needed  in 
the  family  than  formerly  was  the  case.  There  seems 
to  be  conclusive  evidence  that  men  today  under- 
stand women  and  children  better  than  their  own 
grandfathers  did.  They  are  more  sensitive,  more 
tender,  and  more  satisfied  with  the  relationship 
within  marriage  and  the  family. 

This  needs  stating,  because  much  of  the  litera- 
ture today  dwells  too  much  on  the  negative  aspects 
of  married  life.  ^luch  is  wrong  with  the  modern 
famil\%  but  much  is  also  right  with  it.  It  is  still  an 
important  primary  group  in  which  love  and  affec- 
tion are  shared  among  its  members.  It  is  still  the 
most  important  agency  in  shaping  personality  pat- 
terns of  children.  It  is  still  the  best  hope  of  a better 
world. 

The  challenge  of  family  instability  today  is  so 
great  that  it  should  motivate  all  persons  in  all 
fields  to  lend  their  efforts  to  a study  of  its  causes. 
If  all  the  various  social  institutions  which  influence 
the  family  were  organized  to  promote  a more  stable 
family,  and  if  adequate  education  were  provided 
for  family  living  and  parenthood,  it  would  be  pos- 
sible to  develop  a strong  family  life  in  the  nation. 
This  is  an  objective  worthy  of  our  best  effort. 


LEIOMYOBLASTOMA 

fContinued  from  page  387) 

the  second  patient  is  also  asymptomatic  three  years 
postoperatively.  In  general  it  appears  that  in  the 
majority  of  cases  one  can  with  some  accuracy 
predict  the  biologic  behavior  from  evaluation  of 
the  mitotic  activity. 

The  tumors  are  separated  relatively  easily  from 
leiomyomas  on  histologic  examination.  Leiomyo- 
sarcomas tend  to  have  a more  fusiform  cellular  pat- 
tern with  higher  mitotic  rates.  Perinuclear  vacuoli- 
zation is  absent  and  myofibrils  can  usually  be 
demonstrated.  Glomus  tumors  are  distinguished  by 
their  lack  of  spindle  cell  components,  their  tenden- 
cy to  aggregate  around  vessels,  and  the  presence 
of  well-defined  reticulum  fibers.  However,  Masson, 
a contributor  of  one  of  IMartin’s  cases,  thought  the 
clear  perinuclear  zone  in  the  leiomyoblastoma  cell 
to  be  reminiscent  of  the  clear  zone  seen  around  the 
pericytes  in  glomus  tumors.  Rachman  et  aP  demon- 
strated what  they  believed  to  be  basement  mem- 
brane formation  in  their  case — a feature  which  had 
not  hitherto  been  described  in  smooth  muscle 
tumors  and  which  they  felt  detracted  from  the  ac- 
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cepted  theory  of  histogenesis  from  smooth  muscle. 

The  surgeon  faced  with  the  problem  of  perform- 
ing radical  surgery  for  suspected  carcinoma  can 
be  helped  immeasurably  by  frozen  section  indenti- 
fication.  In  two  of  our  cases  conservative  surgery 
followed  accurate  frozen  section  diagnosis.  When 
the  tumor  at  operation  has  shown  extra-gastric  ex- 
tension, a wedge  resection  of  the  involved  portion 
of  stomach  has  been  combined  with  excision  of  the 
tumor  mass. 

SUMMARY 

Leiomyoblastoma,  an  unusual  tumor  of  smooth 
muscle,  is  now  a documented  entity  occurring  most 
frequently  in  the  stomach.  Its  identification  should 
be  possible  on  frozen  section  examination,  thus 
averting  the  tendency  for  radical  surgery.  It  should 
always  be  included  in  the  differential  diagnosis  when 
an  intramural  gastro-intestinal  tumor  is  seen  on 
x-ray  examination.  The  tumor  pursues  a relatively 
benign  course  clinically,  and  while  apparently  pos- 
sesses malignant  potential  this  characteristic  is 
rarely  displayed. 
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HOME  CARE  PROGRAM 

(Continued  from  page  391) 

ization  Committee  tvhich  serves  as  the  ^ledical 
Director’s  Advisory  Committee  and  with  our  Di- 
rector of  Social  Services. 

The  types  of  patients  on  Home  Care  have  been 
man\’  and  varied.  We  have  recently  completed  a 5 
year  review.  IMrs.  Bainton  will  explain  the  interest- 
ing conclusions  from  these  data.  The  personnel  of 
the  Home  Care  Team  and  Department,  the  organi- 
zation and  procedures  followed,  the  forms  utilized, 
and  the  Team  conference  format  will  also  be  de- 
.scribed  by  Hrs.  Bainton,  our  Nursing  Coordinator. 

Initially  we  had  classified  our  patients  in  7 cate- 
gories, but  you  will  see  from  the  ‘‘Cases  of  the 
Month”  selected  in  the  past  20  months,  that  14 
different  t\pes  of  patients  have  served  as  illustrative 
material,  each  one  with  different  needs. 

Incidentally,  the  idea  of  our  Home  Care  Case  of 
the  Month,  which  serves  as  gentle  reminder  of  po- 
tential to  the  Medical  Staff,  we  adopted  from  sim- 
ilar "fliers”  issued  from  the  Rochester  Monroe 
County  Home  Care  Program  which  is  an  eminently 
successful  program  — communit}'  based,  rather 
than  hospital  based  — in  Rochester,  New  York. 

Briefly,  our  7 categories  of  patients  can  be  rep- 
resented as  they  were: 

I.  The  orthopedic  multi-disciplined  maximum 
care  patient  (with  medical  or  surgical  dia- 
nosis,  or  both ) . 

H.  The  non-orthopedic  multi-disciplined  max- 
imum care  patient  (medical,  or  surgical,  or 
both). 

III.  The  interim-care  Patient. 

IV.  The  short-stay  patient. 

The  terminal-care  patient. 

VI.  Children  on  Hom.e  Care. 

\'II.  Exceptional  cases:  e.g.  patients  1 ) Admitted 
from  Nursing  Home  or  other  Hospitals,  2) 
Traction  at  Home,  3)  .Admitted  to  Home 
Care  from  .Accident  Room:  e.g.  Burns,  Pel- 
vic fractures,  4)  From  Doctor's  Office,  e.g. 
discs,  acute  lumbo-sacral  strains. 

Other  services  have  increased  in  scope,  and  our 
concepts  have  been  honed  and  refined  by  the  week- 
ly detailed  study  of  each  patient's  progress  at 
Team  Conferences  held  weekly. 

We  have  elected  to  maintain  an  active  Home 
Care  Department  with  cases  on  of  relatively  short 
duration,  1 day  to  6 months  at  most.  .A  few  pa- 
tients have  needed  longer  stays  or  readmissions, 
but  these  are  by  and  large  the  exception. 

In  our  experience  Home  Care  is  a valuable  tool 


which  can  be  utilized  wisely  and  well  to  the  end  of  I 

securing  better  total  patient  care  in  some  instances  I 

at  less  cost  in  certain  illnesses  or  disabilities.  In 
spite  of  our  enthusiasm  we  recognize  that  not  all 
patients  or  families  or  homes  are  suitable  for  or- 
ganized Home  Care,  but  we  feel  we  cannot  afford 
a closed  mind  and  are  willing  to  discuss  each  case 
in  its  various  aspects  and  in  depth.  Occasionally 
some  patients  or  families  have  on  the  surface  ap- 
peared unsuitable,  but  after  conference  with  the 
attending  physician,  the  head  nurse,  and  the  Social 
Service  Director,  these  patients  have  sometimes  ' 
been  among  the  most  rewarding.  ' 

These  5 years  have  accomplished  more  than  I 
spelled  out.  We  feel  that  our  Home  Care  Depart- 
ment has  proved  that  people  can  work  together, 
that  there  is  a valuable  pool  of  community  re-  j 
sources  which  has  been  tapped  and  can  be  called 
upon  when  needed.  There  are  unmet  needs  which  in 
our  area  are  chiefly  Home-makers,  occupational 
therapy  and  ambulance  serxices,  the  latter  remain- 
ing almost  prohibitive  in  some  cases,  and  there  is 
difficulty  at  times  maintaining  a staff  of  skilled 
personnel.  There  is  evidence  that  our  Home  Care 
Department  has  provided  intangible  as  well  as 
tangible  benefits.  We  have  established  our  oxxm 
code  of  disabilities  classifications  COR  which  rep- 
resents Cardiac,  Orthopedic,  and  Respiratory.  Car-  | 
diac  Class  is  standard  .American  Heart  .Association 
(.AH.A),  Orthopedic  graded  1-5  \xith  1 return  to  | 
normal,  and  Respiratory  Class  I-IV  adopted  from  1 
the  National  Tuberculosis  League.  We  have  estab-  ' 

lished  procedures  of  referral  and  follow-up  which  I 

have  proved  workable  and  in  fact  were  adopted  by  | 

Pawtucket  Alemorial  Hospital  in  Pawtucket,  R.I.  | 

in  establishing  their  own  Home  Care  Program  one  j 
year  ago.  ' 

I 

II.  ORGANIZATION  (MRS.  BAINTON) 

My  comments  will  consist  of  a brief  explanation  i 

of  the  organization  and  mechanics  of  our  Home 
Care  Department. 

I.  The  Home  Care  Stap  consists  of  the  Medical 
Director,  Nurse  Coordinator.  Consultant,  full-time 
secretary,  and  part-time  clerk.  We  are  responsible 
for  the  efficient  functioning  of  Kent  County  Alem- 
orial  Hospital's  Invisible  Wing.  We  consider  the 
Home  Care  office  the  nurses’  station  for  the  Home 
Care  patients  scattered  throughout  Kent  Count}’  in 
their  own  homes  instead  of  occupying  hospital  beds. 

Ours  is  a busy  office — two  telephones  are  in  use 
constantly  with  reports  from  visiting  nurses,  calls 
from  patients'  families  and  community  agencies  to 
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arrange  for  services  for  our  patients.  We  keep  hos- 
pital charts  on  all  Home  Care  patients,  and  main- 
tain a Kardex®  such  as  you  find  at  any  Head 
Xurses  station.  A copy  of  this  Kardex®  form  goes 
with  the  patient  into  his  home  and  is  kept  up  to 
date  by  the  visiting  nurse  so  that  the  doctor  can 
review  the  medications  and  treatments  when  he 
vdsits  his  patients. 

H.  As  to  Procedures,  we  have  tried  to  keep 
them  simple.  Referral  to  Home  Care  is  not  time- 
consuming  for  the  attending  physician.  He  has  only 
two  forms  to  fill  out. 

A.  Referral  form — requesting  diagnosis,  brief 
history,  and  summary  of  patient’s  present  condition 
and  needs,  which  he  leaves  at  the  nurses’  station. 
When  our  office  is  notified  of  a new  referral,  I re- 
view the  hospital  chart  and  talk  with  the  Head 
Xurse  and  the  patient  to  determine  his  nursing 
needs.  Either  the  Social  Worker  or  the  Coordinator 
talks  with  the  family  to  explain  the  patient’s  needs 
and  how  Home  Care  can  help,  and  ascertain  wheth- 
er the  family  is  willing  and  able  to  meet  these 
needs. 

Physical  therapy  evaluation  is  requested  if  phys- 
ical therapy  has  been  involved.  Each  evaluation  is 
presented  to  the  Medical  Director  who  decides 
whether  this  patient’s  needs  can  be  met  by  Home 
Care.  She  then  notifies  the  attending  physician 
that  his  patient  has  been  accepted. 

B.  The  Attending  Physician  then  completes  the 
second  form — the  Home  Care  Order  sheet — indica- 
ting medications,  treatments,  diet,  and  activity  he 
wants  for  his  patient.  With  this  in  hand,  the  Home 
Care  staff  go  into  action.  We  see  that  medications 
are  ordered  from  the  hospital  pharmac}’,  and  that 
all  supplies  and  equipment  are  provided.  Supplies 
could  include  anyfthing — from  sterile  dressings, 
Foley  catheters,  and  tracheostomy  tubes  to  rubber 
sheets  and  Posey  belts,  ^^’e  have  a loan  closet  from 
which  we  furnish  small  items  such  as  commodes, 
walkers,  and  bed  pans.  Large  items  such  as  hos- 
pital beds  and  wheelchairs  we  rent  and  have  de- 
livered by  a local  supplier. 

We  see  to  it  that  hospital  services  such  as  labor- 
atory tests,  and  EKG  are  requisitioned.  The  hos- 
pital personnel  such  as  the  physical  therapist,  in- 
halation therapist,  orthopedic  technician  for  trac- 
tion, and  dietitian  are  notified  of  the  j^atients 
needs  and  requested  to  visit. 

C.  X'ursing  care  is  provided  by  the  Visiting 
X’urse  Agency  in  the  patient’s  community.  We 
have  written  agreements  with  four  such  agencies  to 
provide  service  to  our  patients — and  the  good  re- 


lationship with  these  agencies  has  been  a big  factor 
in  the  success  of  the  program.  The  key  to  good 
relationship  is  communication.  So  we  notify  the 
nursing  agency  by  phone  of  the  patient’s  admission 
to  Home  Care  so  that  the  nursing  visit  is  made  the 
next  day.  The  phone  call  is  followed  the  same  day 
by  a written  referral  on  the  statewide  Interagency 
Referral  form,  giving  complete  evaluations  of  the 
patient,  diagnosis,  and  doctors’  orders.  The  nurse 
reciprocates  by  sending  weekly  written  reports  on 
each  patient  and  frequently  supplements  this  with 
telephoned  progress  reports. 

HI.  The  weekly  Team  Conference  is  the  heart- 
beat of  Home  Care.  If  you  should  come  to  visit  us 
on  Tuesday  afternoons,  you  would  find  Doctor  Vi- 
dal presiding  over  a group  consisting  of  myself, 
the  hospital  social  worker,  consultant.  Home  Care 
physical  therapist,  a Blue  Cross  observ'er,  and  a 
member  of  hospital  administration.  Sometimes  the 
dietitian,  speech  therapist,  head  nurses,  and  visit- 
ing nurses  attend;  and  we  hav^e  had  many,  many 
guests  from  other  hospitals,  schools,  and  interested 
community  agencies.  At  Team  Conference  each  pa- 
tient is  discussed  every  week.  All  disciplines  invol- 
ved in  his  care  report  either  in  person  or  in  writing. 
His  chart  is  reviewed  by  the  IMedical  Director  for 
laboratory  or  other  tests.  By  telephone  she  apprises 
the  attending  physician  of  his  patient’s  progress  and 
to  review  his  orders.  Any  changes  in  orders  are 
transcribed  to  the  order  sheet  and  counter-signed 
by  the  Medical  Director  for  the  attending  physician. 
A summary  of  each  patient’s  progress  is  written  by 
the  Coordinator  each  week  after  the  Team  Confer- 
ence, incorporated  into  the  chart,  and  sent  to  the 
visiting  nurse.  Sometimes  the  doctors  stop  by  the 
Home  Care  Office  to  write  their  own  progress  notes. 
Following  the  Team  Conference,  of  course,  the 
Home  Care  staff  follows  through  on  all  new  orders. 

Xo  discussion  of  a program  is  complete  without 
( Continued  on  next  page> 
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some  mention  of  costs.  As  physicians  you  will  be 
interested  in  the  method  of  payment  for  Home 
Care  services.  Blue  Cross-Blue  Shield  participated 
in  Home  Care  from  the  beginning.  With  the  advent 
of  Medicare  we  qualified  as  a Home  Health  Agenc\' 
so  that  we  could  provide  covered  services  to  our 
patients.  In  the  past  two  years  40  per  cent  of  our 
patients  had  complete  coverage  with  Federal  iMedi- 
care  plus  either  Blue  Cross,  iMedicaid,  or  Public 
Welfare.  Ten  per  cent  had  partial  coverage  under 
Federal  Medicare  only.  Of  those  under  65: 

34  per  cent  had  full  coverage  by  Blue  Cross 
and  Blue  Shield 
3 per  cent  had  Medicaid 
2 per  cent  had  Public  Assistance 
11  per  cent  were  private  pay  (however,  many 
of  these  patients  had  insurance  which  met 
most  of  the  Home  Care  costs) 

The  figures  (See  Tables  I and  H page  391)  are 
based  on  a five  year  review  of  our  experience.  The 
Cases  of  the  Month  exemplify  the  types  of  prob- 
lems we  encounter. 

1.  FRACTURES  (February  1968) 
iSIale:  19  years  old  injured  in  auto  accident. 
Diagnosis:  Fractured  left  hip;  fractured  right  fem- 
ur. Hospitalized:  29  days.  Home  to  care  of  mother 
— no  weight  bearing  on  either  leg.  Days  saved  by 
Home  Care:  4 weeks.  Provided:  hospital  bed,  over- 
bed trapeze,  wheelchair,  bedpan,  urinal,  commode, 
rubber  sheet,  ph3'sical  therapv*,  ambulance,  medi- 
cations, visiting  nurse,  social  service,  and  crutches. 

2.  THE  CARDIAC  PATIENT  (March  1968) 
Female:  56  v'ears  old  with  diagnosis:  acute  mj'o- 
cardial  infarction;  hypertensive  cardiovascular  di- 
sease; hypercholesteremia;  hypothyroidism.  Hos- 
pitalized at  Jane  Brown  ^Memorial  Hospital:  12 
days.  Home  to  care  of  retired  father,  and  husband 
on  Kent  County  Memorial  Hospital  Home  Care 
Program.  Hospital  days  saved  by  Home  Care:  21 
days.  (Had  extension  of  myocardial  infarction  in 
second  week  at  home).  Xeeded:  visiting  nurse, 
laboratory,  electrocardiogram,  dietary  consultant, 
commode,  bedpan,  and  medications. 

3.  TERMINAL  CANCER  (April  1968) 
Diagnosis:  Terminal  Cancer  of  lung  with  metas- 
tasis. Female:  77  years  old.  Bed-chair  status.  Trans- 
ferred to  Home  Care,  and  care  of  capable  and  de- 
voted daughter.  Hospital  days  used:  6.  Hospital 
days  saved  by  Home  Care:  10.  (Probably  many- 
more  days  saved  by  delaying  or  preventing  read- 
mission.) Provided:  visiting  nurse,  O2  by  nasal 
cannula,  medications,  wheelchair,  commode,  and 
bedpan. 


4.  THROMBOPHLEBITIS  (May  1968) 
Diagnosis:  Thrombophlebitis,  left  leg;  coronary 

artery  disease  with  angina;  possible  pulmonary- 
embolus  on  admission.  Female:  47  years  old  — 
admitted  to  intensive  care  unit  with  question  of 
pulmonary  embolus;  transferred  to  Home  Care  and 
care  of  college  student  daughter  and  husband; 
neighbor  and  extension  phone  were  readily  avail- 
able. Hospital  days:  19.  Days  saved  by  Home 
Care:  10.  Provided:  visiting  nurse,  laboratory, 
medication,  nutrition  consultation,  and  wheelchair. 

5.  CEREBRO-VASCULAR  ACCIDENTS 

(June  1968) 

Diagnosis:  acute  myocardial  infarction  (2  epi- 
sides);  cerebrovascular  accident;  arteriosclerotic 
heart  disease.  History:  51  year  old  female  admit- 
ted to  Kent  County  [Memorial  Hospital  with  an 
acute  myocardial  infarction — transferred  to  In- 
tensive Care  F'nit  on  tenth  hospital  day  with  sec- 
ond acute  myocardial  infarction.  Progressed  satis- 
factorily until  30th  hospital  day  when  she  had 
cerebrovascular  accident  with  left  hemiplegia. 
Transferred  to  Home  Care  on  bed-chair  activity, 
needing  long-term  anticoagulants  and  physical  ther- 
apy. Hospital  days:  45.  Days  saved  by-  Home  Care: 

15.  Provided:  visiting  nurse,  physical  therapy, 
laboratory,  medication,  hospital  bed,  wheelchair, 
bedpan,  commode,  bedboard  and  walker. 

6.  PULMONARY  PATIENTS  (July  1968) 
Diagnosis:  Chronic  emphysema;  cor  pulmonale. 
History:  53  year  old  male  semi-inv-alid  with  15  year 
history  of  progressive  dyspnea  w-as  admitted  to 
Kent  County  [Memorial  Hospital  w-ith  acidosis, 
respiratory  distress,  and  edema.  He  was  transferred 
to  Home  Care  for  provision  of  intermittent  positive 
pressure  breathing  treatment  and  follow-up  labor- 
atory. Activity  limited  by  dyspnea  to  bed-chair 
with  bathroom  privileges.  Hospital  days:  19.  Days 
saved  by  Home  Care:  10.  Provided:  intermittent 
positive  pressure  breathing  unit,  oxygen,  laboratory, 
medication,  inhalation  therapy-,  and  visiting  nurse. 

7.  A NEUROLOGICAL  CASE  (September  1968) 
Diagnosis:  [Multiple  sclerosis.  History:  Progres- 
sive weakness  and  disease  atrophy  of  upper  and 
lower  extremities.  Difficulty  in  voiding  and  urinary 
infection  necessitated  an  in-dwelling  catheter.  At 
time  of  transfer  to  Home  Care  patient  was  so  weak 
he  could  not  be  gotten  out  of  bed.  Hospital  days: 

16.  Days  saved  by  Home  Care:  "many”  — 21. 
Provided:  physical  therapy,  visiting  nurse,  friendly 
visitor,  social  service,  hospital  bed,  medical  and 
surgical  supplies,  bladder  irrigation  set,  bedpan, 
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Foley  catheters,  wheelchair  with  removable  side, 
coordination  of  all  services,  laboratory,  and  medi- 
cations. 

8.  RHEUMATIC  FEVER  (October  1968) 

History:  12  year  old  girl  admitted  to  Kent 
County  IMemorial  Hospital  with  joint  pains  and 
fever;  laboratory  tests  confirmed  diagnosis.  Pa- 
tient mature  for  age  and  mother  apprehensive  but 
capable  and  conscientious.  After  short  hospitaliza- 
tion patient  was  transferred  to  Home  Care  to  con- 
valesce in  congenial  and  familiar  home  environ- 
ment— on  bed  rest,  penicillin,  and  aspirin.  Hos- 
pital days:  8.  Days  saved  by  Home  Care:  28.  Pro- 
vided: laboratory,  electrocardiogram,  social  service, 
wheelchair,  commode,  and  bedpan. 

9.  COMPLICATED  GENITOURINARY  CASE 
(November  1968) 

Diagnosis:  Carcinoma  of  bladder  with  bilateral 
ureteral  obstruction  and  resulting  uremia;  severe 
secondary  anemia.  Operation:  Transurethral  re- 
section; permanent  right  nephrostomy.  History:  69 
year  old  woman  with  known  history  of  carcinoma 
of  bladder,  previously  treated  with  transurethral 
resection  and  cobalt  therapy.  Readmitted  to  the 
Miriam  Hospital  for  treatment  of  recurrence  and 


extension.  During  a prolonged  hospital  stay  the 
patient  became  severely  uremic  and  anuric.  The 
transurethral  resection  and  then  a right  nephros- 
tomy were  performed,  and  the  anemia  treated  with 
transfusions.  She  became  a disposition  problem  be- 
cause of  her  many  needs,  and  Kent  County  Mem- 
orial Hospital  Home  Care  was  requested  so  that 
she  could  be  cared  for  at  home.  Hospital  days:  52. 
Days  saved  by  Home  Care:  full  time  on,  or  65  days 
(family  then  called  in  another  physician,  and  pa- 
tient was  admitted  to  another  hospital).  Provided: 
visiting  nurse,  social  service,  homemaker-health  aid, 
laboratory,  hospital  bed,  bedpan,  commode,  medi- 
cations, and  medical  and  surgical  supplies. 

10.  PATIENT  ADMITTED  FROM  HOME 
(January  1969) 

Diagnosis:  Compression  fracture  of  spine;  hyper- 
tensive cardiovascular  disease;  glaucoma.  History: 
77  year  old  woman  (4  years  post  myocardial  in- 
farction) fell  at  home  and  sustained  compression 
fracture  of  DIO.  Admitted  to  Home  Care  in  lieu  of 
hospitalization  for  provision  of  needed  services. 
Patient  did  well  at  home  in  care  of  visiting  nurse 
and  retired  69  year  old  husband  on  bed  rest  with 
(Continued  on  ne.xt  page) 
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bathroom  privileges.  Hospital  days:  0.  Days  saved 
by  Home  Care:  21.  Provided:  visiting  nurse,  social 
service,  hospital  bed,  x-ray  studies,  medical  supplies 
and  medications. 

11.  TRACHEOSTOMY  (March  1969) 
Diagnosis:  Carcinoma  of  larynx;  old  cerebro- 
vascular accident  with  right  hemiplegia.  History: 
77  year  old  man  admitted  for  evaluation  of  increas- 
ing hoarseness  and  difficult  breathing.  Activity  lim- 
ited b}-  cerebrovascular  accident  to  wheel  chair 
status.  Tracheostomy  done  and  jjatient  sent  home 
to  care  of  housekeeper  to  consider  recommended 
further  surgery.  He  was  later  admitted  to  Rhode 
Island  Hospital  for  laryngectomy.  Hospital  days: 
11.  Days  saved  by  Home  Care:  26.  Services  pro- 
vided: visiting  nurse,  suction  machine,  catheters, 
social  service,  dressings,  medications,  and  tracheos- 
tomy tubes. 


POTASSIIM  THER.\PY 

(Concluded  from  page  3811 

KCl;  the  second  consisted  of  cyclopenthiazide  0.25 
mg.  in  the  outer  shell  with  a wax  slow-release  core 
containing  600  mg.  KCl.^®  The  enteric-coated 
KCl  produced  lesions  similar  to  those  reported  in 
man;  the  slow  release  form  had  no  deleterious 
effects.  The  author  suggested  that  the  slow  release 
form  was  safer.  \\'hether  or  not  slow-release  forms 
are  safer  is  open  to  question  since  Diener,  et  al.®"'®® 
indicated  that  gradual  release  tablets  are  more 
apt  to  release  sufficient  KCl  in  the  stomach  to 
cause  gastric  irritation.  Futhermore,  studies  on 
release  rates  of  various  KCl  preparations^*  indi- 
cate that  slow  release  forms  would  tend  to  place 
the  KCl  in  the  stomach,  while  enteric-coated 
forms  would  tend  to  release  their  contents  in  the 
small  intestine.  In  fact,  the  main  reason  for  the 
development  of  enteric-coated  tablets  is  to  prevent 
release  of  certain  Upes  of  medicines  in  the  stom- 
ach to  avoid  gastric  irritation  and  to  provide  rapid 
relea.se  in  the  small  intestine,'*®'*®  although  there 
was  no  evidence  of  sudden  release  and  absorption 
of  one  tjpe  of  enteric-coated  KCl  tablets.** 

It  appears  that  the  relative  safety  of  potassium 
therapy  is  in  terms  of  adequate  dilution  such  as 
provided  by  several  l-quid  or  effervescent  dosage 
forms,  particularly  of  organic  salts  of  potassium. 

SUMMARY 

Small-bowel  lesions  associated  with  enteric-coat- 


ed KCl -thiazide  preparations  are  caused  by  the 
KCl  component  of  the  tablets.  The  lesions  are 
characteristically  non-specific  and  circumferential, 
and  consist  of  stenosis  with  or  without  ulceration. 
The  reported  incidence  is  approximately  1 100,000 
total  hospital  patients;  probably  over  90  per  cent 
of  patients  with  typical  lesions  have  ingested  po- 
tassium. Current  evidence  supports  the  primary 
vascular  origin  of  the  lesions  and  suggests  that 
chronic  vascular  insufficienc\’  predisposes  the 
small  bowel  to  injury  by  KCl.  The  safest  dosage 
forms  of  potassium  are  those  which  have  been  dilu- 
ted in  an  adequate  amount  of  water,  particularly 
those  which  contain  organic  potassium  salts. 
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Doctor,  after  all  we’ve 
been  through  together. . . 


abscess 

acne 

amebiasis 

anthrax 

bacillary  dysentery 
bartonellosis 
bronchitis 
bronchopulmonary 
infection 


brucellosis 
chancroid 
diphtheria 
endocarditis 
genitourinary 
infections 
gonorrhea 
granuloma  inguinale 
listeriosis 

lymphogranuloma 


mixed  bacterial 
infection 
osteomyelitis 
otitis 
pertussis 
pharyngitis 
pneumonia 
psittacosis 
pyelonephritis 


Rocky  Mountain 
spotted  fever 
scarlet  fever 
septicemias 
sinusitis 

soft  tissue  infection 
tonsillitis 
tularemia 
typhus  fever 
urethritis 


. . .don’t  you  think  it’s  time 
we  were  on  a first-name  basis? 


Every  pharmacist  knows  ACHRO®  V stands  for  ACHROMYCIN®  V 


Contraindications:  Hypersensitivity  to 
tetracycline. 

Warning:  In  renal  impairment,  since 
liver  toxicity  is  possible,  lower  doses 
are  indicated;  during  prolonged  therapy 
consider  serum  level  determinations. 
Photodynamic  reaction  to  sunlight  may 
occur  in  hypersensitive  persons. 
Photosensitive  individuals  should 
avoid  exposure;  discontinue  treatment 
if  skin  discomfort  occurs. 

Precautions:  Nonsusceptible  organisms 


may  overgrow;  treat  superinfection 
appropriately.  Tetracycline  may  form  a 
stable  calcium  complex  in  bone-forming 
tissue  and  may  cause  dental  staining 
during  tooth  development  (last  half  of 
pregnancy,  neonatal  period,  infancy, 
early  childhood). 

Adverse  Reactions:  Gastrointestinal- 
anorexia,  nausea,  vomiting,  diarrhea, 
stomatitis,  glossitis,  enterocolitis, 
pruritus  ani.  5^/n— maculopapular  and 
erythematous  rashes;  exfoliative 


dermatitis;  photosensitivity; 
onycholysis,  nail  discoloration.  Kidney 
-dose-related  rise  in  BUN. 
Hypersensitivity  reactions— urticaria, 
angioneurotic  edema,  anaphylaxis. 
Intracranial— huiging  fontanels  in  young 
infants.  yellow-brown  staining; 

enamel  hypoplasia.  Blood— anemia,  throm^ 
bocytopenic  purpura,  neutropenia,  eosino- 
philia.  L/vcr— cholestasis  at  high  dosage. 
Upon  adverse  reaction,  stop  medication 
and  treat  appropriately. 


AchromyciifV 

Tetracycline 
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anxiety: 
the  tyrant 

AUG  1 4 197G 
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Excessive  anxiety  can  often  dominate  the  patient  made 
vulnerable  by  illness,  surgery,  prolonged  emotional  stress.  It  can 
induce  or  aggravate  symptoms,  disrupt  medical  management, 
divert  energy  the  patient  needs  for  recovery. 

The  antianxiety  action  of  Librium®  (chlordiazepoxide  HCD— 
used  adjunctively  or  alone— has  demonstrated  clinical 
usefulness  in  virtually  every  field  of  medical  practice  where 
anxiety  complicates  the  patient's  condition. 


t:' 


for  the  patient 
ruled  by  anxiety 

Librium® 

(chlordiazepoxide 
HCl)  5-mg,  10-mg, 
25-mg  capsules 

Before  prescribing,  please  consult  com- 
plete product  information,  a summary  of 
which  follows: 

Indications:  Indicated  when  anxiety,  ten- 
sion and  apprehension  are  significant 
components  of  the  clinical  profile. 
Contraindications:  Patients  with  known 
hypersensitivity  to  the  drug. 

Warnings:  Caution  patients  about  possible 
combined  effects  with  alcohol  and  other 
CNS  depressants.  As  with  all  CNS-acting 
drugs,  caution  patients  against  hazardous 
occupations  requiring  complete  mental 
alertness  (e.g.,  operating  machinery, 
driving).  Though  physical  and  psychologi- 
cal dependence  have  rarely  been  re- 
ported on  recommended  doses,  use 
caution  in  administering  to  addiction- 


prone  individuals  or  those  who  might 
increase  dosage;  withdrawal  symptoms 
(including  convulsions),  following  dis- 
continuation of  the  drug  and  similar  to 
those  seen  with  barbiturates,  have  been 
reported.  Use  of  any  drug  in  pregnancy, 
lactation,  or  in  women  of  childbearing 
age  requires  that  its  potential  benefits  be 
weighed  against  its  possible  hazards. 
Precautions:  In  the  elderly  and  debilitated, 
and  in  children  over  six,  limit  to  smallest 
effective  dosage  (initially  1 0 mg  or  less 
per  day)  to  preclude  ataxia  or  overseda- 
tion, increasing  gradually  as  needed  and 
tolerated.  Not  recommended  in  children 
under  six.  Though  generally  not  recom- 
mended, if  combination  therapy  with 
other  psychotropics  seems  indicated, 
carefully  consider  individual  pharmaco- 
logic effects,  particularly  in  use  of  po- 
tentiating drugs  such  as  MAO  inhibitors 
and  phenothiazines.  Observe  usual  pre- 
cautions in  presence  of  impaired  renal  or 
hepatic  function.  Paradoxical  reactions 
(e.g.,  excitement,  stimulation  and  acute 
rage)  have  been  reported  in  psychiatric 
patients  and  hyperactive  aggressive 
children.  Employ  usual  precautions  in 
treatment  of  anxiety  states  with  evidence 
of  impending  depression;  suicidal  ten- 
dencies may  be  present  and  protective 


measures  necessary.  Variable  effects 
on  blood  coagulation  have  been  reported 
very  rarely  in  patients  receiving  the  drug 
and  oral  anticoagulants;  causal  relation- 
ship has  not  been  established  clinically. 
Adverse  Reactions:  Drowsiness,  ataxia  and 
confusion  may  occur,  especially  in  the 
elderly  and  debilitated.  These  are  re- 
versible in  most  instances  by  proper 
dosage  adjustment,  but  are  also  occasion- 
ally observed  at  the  lower  dosage  ranges. 
In  a few  instances  syncope  has  been 
reported.  Also  encountered  are  isolated 
instances  of  skin  eruptions,  edema,  minor 
menstrual  irregularities,  nausea  and 
constipation,  extrapyramidal  symptoms, 
increased  and  decreased  libido  — all  in- 
frequent and  generally  controlled  with 
dosage  reduction;  changes  in  EEG  pat- 
terns (low-voltage  fast  activity)  may 
appear  during  and  after  treatment; 
blood  dyscrasias  (including  agranulocyto- 
sis), jaundice  and  hepatic  dysfunction 
have  been  reported  occasionally,  making 
periodic  blood  counts  and  liver  function 
tests  advisable  during  protracted  therapy. 

Roche 
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Picture  of 
painful  myositis 


Parafon  Forte  tablets  help  to  relieve  pain, 
restore  mobility. . . stop  pain-spasm  feedback 

by  providing : 

a nonsalicylate  analgesic  equal  to  aspirin  for  the  relief 
of  paind’-  yet  unlikely  to  produce  the  irritation  to  the 
gastric  mucosa  so  often  associated  with  salicylate 
therapy^ 

and  a skeletal  tniiscle  relaxant  effective  in  a wide  va- 
riety of  conditions*-®... but  not  likely  to  have  the  cen- 
tral effects  of  tranquilizing  compounds.® 


Prescribe  Parafon  Forte  for  effective  spasmolysis 
and  analgesia  in  sprains,  strains,  myalgias,  low  back 
pain,  bursitis  and  other  musculoskeletal  disorders. 
Your  patients  will  appreciate  the  restored  comfort 
and  freedom  of  movement  it  usually  provides. 


treated  with 
Parafon  Forte 

Paraflex®  (chlorzoxazone)*  250  mg.  I 

Tylenol®  (acetaminophen)  300  mg.  j 

I 

I 

Contraindications:  Sensitivity  to  either  component.  Precautions 
Exercise  caution  in  patients  with  known  allergies  or  history  o ' 
drug  allergies.  If  a sensitivity  reaction  or  signs  or  symptoms  sug 
gestive  of  liver  dysfunction  are  observed,  the  drug  should  be 
stopped.  Adverse  Reactions:  Occasionally,  drowsiness,  dizziness 
lightheadedness,  malaise,  overstimulation  or  gastrointestina 
disturbances  may  be  noted;  rarely,  allergic-type  skin  rashes 
petechiae,  ecchymoses,  angioneurotic  edema  or  anaphylacti  I 
reactions.  In  rare  instances,  Paraflex  (chlorzo.xazone)  may  pos' 
sibly  have  been  associated  with  gastrointestinal  bleeding.  Whil 
Paraflex  (chlorzoxazone)  and  chlorzoxazone-containing  prod 
ucts  have  been  suspected  as  being  the  cause  of  hepatic  toxicit' 
in  approximately  eighteen  patients,  it  was  not  possible  to  stat 
that  the  dysfunction  was  or  was  not  drug  induced.  Usual  Adul 
Dosage:  Two  tablets  q.i.d.  Supplied:  Scored,  light  green  tablets 
imprinted  “McNEIL”  — bottles  of  100. 


References : 1.  Batterman,  R.  C.,  and  Grossman.  A.  J.:  Fed.  Proc.  i.(:316,  195 
2.  Goodman.  L.  S..  and  Gilman.  A.,  ed.:  The  Pharmacological  Basis  of  Then 
peutics.  ed.  3.  New  York.  The  Macmillan  Company.  1965.  p.  331.  3.  Kestler.  ( 

C..  and  Gyurik.  J.;  Industr.  Med.  Sur 
JI  :372.  1962.  4.  Forster.  S..  et  at.:  Arne 
J.  Orthop.  2:285.  1960.  6.  Friend,  D.  G 
Clin.  Pharmacol.  Ther.  5:871,  1964. 
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HmO  BRAND  OFLUTUTRIN 

3000  UNIT  TABLETS 

IN  THE  TREATMENT  OF  FUNCTIONAL  DYSMENORRHEA  AND  SELECTED  CASES  OF 
PREMATURE  LABOR  AND  2ND  AND  3RD  TRIMESTER  THREATENED  ABORTION 


B LUTREXIN,  the  non-steroid  "uterine 
relaxing  factor"  has  been  found  to  be  useful 
by  many  clinicians  in  controlling  abnormal 
uterine  activity. 

B Literature  on  indications  and  dosage  avail- 
able on  request. 


B No  side  effects  have  been  reported,  even 
when  massive  doses  (25  tablets  per  day) 
were  administered. 

B Supplied  in  bottles  of  twenty-five  3,000 
unit  tablets. 


(In  vivo  measurement  of  Lutrexin  on  contracting 
uterine  muscle  of  the  guinea  pig.) 


HYNSON,  WESTCOTT  & DUNNING,  INC.  Baltimore,  Maryland  2ifci 

( LTRaS ) 
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A urinary  tract 
infection  was 
eliminated  last  week 


For  women  who  are  diabetic  or  debilitated,  oral  antibiotic 
therapy  often  sets  the  stage  for  monilial  overgrowth  in  the 


intestine. 


Intestinal  monilial  overgrowth 
; has  appeared 

this  week 


When  you  anticipate  such  a problem,  take  action  with 
DECLOSTATIN  300.  It  combines  the  broad-spectrum  potency 
of  demethylchlortetracycline  with  the  antifungal  effectiveness 
of  nystatin-it  helps  avoid  monilial  take-over.  Experience  has 
shown  DECLOSTATIN  to  be  highly  useful  for  many  women 
patients;  individual  culture  studies  will  show  exactly  where 
this  usefulness  may  best  be  applied. 

It  doesn’t  let  monilia  begin 
where  bacteria  end. 
Declostatin’300 


Demethylchlortetracycline  HCI  300  mg  and 

Nystatin  500,000  units  Capsule-Shaped  Tablets  Lederle 


Effectiveness:  Because  its  antibacterial  component  is 
DECLOMYCIN  ® Demethylchlortetracycline.  DECLOSTATIN  should 
be  equally  or  more  effective  therapeutically  than  other  tetracyclines 
in  infections  caused  by  tetracycline-sensitive  organisms.  The 
antifungal  component,  nystatin,  protects  against  superinfection  by 
antibiotic-resistant  fungal  overgro\«th  (particularly  monilia)  in  the 

intestinal  tract. 

Contraindication:  History  of  hypersensitivity  to  demethylchlortetra- 
cycline or  nystatin. 

Warning:  In  renal  impairment,  usual  doses  may  lead  to  excessive 
accumulation  and  liver  toxicity.  Under  such  conditions,  lower  than 
usual  doses  are  indicated  and,  if  therapy  is  prolonged,  serum  level 
determinations  may  be  advisable.  A photodynamic  reaction  to 
natural  or  artificial  sunlight  has  been  observed.  Small  amounts  of 
drug  and  short  exposure  may  produce  an  exaggerated  sunburn 
reaction  which  may  range  from  erythema  to  severe  skin  mani- 
festations. In  a smaller  proportion,  photoallergic  reactions  have 
been  reported.  Patients  should  avoid  direct  exposure  to  sunlight 
and  discontinue  drug  at  the  first  evidence  of  skin  discomfort. 
Necessary  subsequent  courses  of  treatment  with  tetracyclines 
should  be  carefully  observed. 

Precautions:  Overgrowth  of  nonsusceptible  organisms  may  occur. 
Constant  observation  is  essential.  If  new  infections  appear, 
appropriate  measures  should  be  taken.  In  infants,  increased 


intracranial  pressure  with  bulging  fontanels  has  been  observed. 

All  signs  and  symptoms  have  disappeared  rapidly  upon  cessation 
of  treatment. 

Side  Effects.' Gastrointestinal  system -anorexia,  nausea,  vomiting, 
diarrhea,  stomatitis,  glossitis,  enterocolitis,  pruritus  ani.  Skin  — 
maculopapular  and  erythematous  rashes;  a rare  case  of  exfoliative 
dermatitis  has  been  reported.  Photosensitivity:  onycholysis  and 
discoloration  of  the  nails  (rare).  Kidney  — rise  in  BUN.  apparently 
dose-related.  Transient,  reversible,  nephrogenic  diabetes  insipidus 
with  excessive  thirst  and  polyuria  (rare).  Hypersensitivity  reactions 
— urticaria,  angioneurotic  edema,  anaphylaxis.  Teeth  — dental 
staining  (yellow-brown)  in  children  of  mothers  given  this  drug 
during  the  latter  half  of  pregnancy,  and  in  children  given  the  drug 
during  the  neonatal  period,  infancy  and  early  childhood.  Enamel 
hypoplasia  has  been  seen  in  a few  children.  If  adverse  reaction  or 
idiosyncrasy  occurs,  discontinue  medication  and  institute  appro- 
priate therapy.  Demethylchlortetracycline  may  form  a stable 
calcium  complex  in  any  bone-forming  tissue  with  no  serious 
harmful  effects  reported  thus  far  in  humans. 

Average  Adult  Daily  Dosage:  One  tablet  b.i  d.  Should  be  given 
1 hour  before  or  2 hours  after  meals,  since  absorption  is  impaired 
by  the  concomitant  administration  of  high  calcium  content 
drugs,  foods  and  some  dairy  products.  Treatment  of  streptococcal 
infections  should  continue  for  10  days,  even  though  symptoms 
have  subsided. 
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AM  A House  of  Delegates  Meeting 


Report  of  Actions  of  the  House  of  Dele- 
gates of  the  American  Medical  Associa- 
tion at  the  119th  Annual  Convention^ 
Chicago,  Illinois,  June  21-25,  1970 


Edmund  T.  Hackman,  M.D.,  Delegate 
Seebert  J.  Goldowsky,  M.D.,  Alternate  Delegate 

The  1970  annual  convention  of  the  American 
Medical  Association,  held  in  Chicago,  June  21-25, 
1970,  undertook  a record  volume  of  business  over  a 
four  day  period.  A policy  statement  on  abortion 
very  similar  to  the  one  adopted  in  1967  was 
adopted,  dues  were  increased  by  $40,  a long  range 
planning  and  development  report  was  amended 
and  a Council  on  the  issue  was  created,  a new 
approach  to  professional  liability  coverage  through 
the  state  associations  and  the  AMA  was  reported, 
and  the  unification  of  internship  and  residency 
years  were  highlights  of  the  meeting. 

A summary  of  the  major  actions  is  reported. 

MEMBERSHIP  DUES 

Under  the  AMA  bylaws  the  board  of  trustees 
was  authorized  to  establish  recommended  dues, 
and  the  House  either  accepted  or  rejected.  The 
House,  this  year,  amended  the  bylaws  on  the 
first  day  of  the  session  to  assume  the  authority 
itself  to  establish  dues.  The  original  proposal 
of  the  board  of  an  increase  of  $80  (to  $150  total) 
was  amended  by  the  House  to  be  $40  (for  a total 
of  $110)  effective  January  1,  1971. 

The  House  also  recommended  that  the  A^IA 
widely  disseminate  to  the  membership,  with  the 
aid  of  state  associations,  information  supporting 
the  need  of  the  new  dues  raise,  as  well  as  the 
need  for  future  increases. 

ABORTION 

The  issue  of  abortion  was  discussed  for  an  entire 
morning  by  a reference  committee,  and  then  was 
subject  to  further  debate  on  the  House  floor  which 


resulted  in  a new  policy  statement  on  the  subject 
by  the  AM.A  that  reads  as  follows: 

Whereas,  Abortion,  like  any  other  medical  pro- 
cedure, should  not  be  performed  when  contrary 
to  the  best  interests  of  the  patient  since  good 
medical  practice  requires  due  consideration  for 
the  patient’s  welfare  and  not  mere  acquiescence 
to  the  patient’s  demands;  and 

Whereas,  The  standards  of  sound  clinical  judg- 
ment, which,  together  with  informed  patient  con- 
sent should  be  a determinative  according  to  the 
merits  of  each  individual  case;  therefore  be  it 
Resolved,  That  abortion  is  a medical  procedure 
and  should  be  performed  only  by  a duly  licensed 
physician  and  surgeon  in  an  accredited  hospital 
acting  only  in  conformance  with  standards  of  good 
medical  practice,  and  after  consultation  with  two 
other  physicians  chosen  because  of  their  profes- 
sional competence,  and  within  the  iMedical  Prac- 
tice -Act  of  his  State  and  be  it  further 

Resolved,  That  no  physician  or  other  profes- 
sional personnel  shall  be  compelled  to  perform 
any  act  which  violates  his  good  medical  judgment. 
Neither  physician,  hospital,  nor  hospital  personnel 
shall  be  required  to  perform  any  act  violative  of 
personally-held  moral  principles.  In  these  circum- 
stances good  medical  practice  requires  only  that 
the  physician  or  other  professional  personnel  with- 
draw from  the  case  so  long  as  the  withdrawal  is 
consistent  with  good  medical  practice. 

(Continued  on  Page  453) 
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.4  Demonstration  Program  in  Primary 
Medical  Care,  Sponsored  Jointly  by  the 
Department  of  Preventive  Medicine, 
School  of  Medicine,  University  of  W ash- 
ington,  and  the  ashington  State  Medi- 
cal Education  and  Research  Foundation 
(Washington  State  Medical  Associa- 
tion). Supported  by  funds  from  the 
•Sational  Center  for  Health  Services  Re- 
search and  Development,  Health  Serv- 
ices and  Mental  Health  Administration. 
U.  S.  Public  Health  Service,  Depart- 
ment of  Health,  Education  and  Wel- 
fare 


Boston,  Massachusetts,  Conference 

On  February  5.  1970  representatives  from  Xew 
England  state  medical  associations  and  medical 
schools,  the  U.  S.  Public  Health  Service,  Regional 
Office,  the  r^ledical  Care  and  Education  Founda- 
tion (Tri-State  Regional  Medical  Program)  the 
Boston  Xaval  Hospital,  and  the  Xew  England 
Center  for  Continuing  Education  met  at  the  Har- 
vard Club,  Boston,  for  an  all  day  conference  on 
^lEDEX.  Rhode  Island  representatives  at  the 
meeting  were  Or.  Stanley  U.  Simon,  President  of 
the  Rhode  Island  ^ledical  Society,  and  John  E. 
Farrell,  Executive  Secretary,  and  Doctor  Henry  S. 
M.  F'hl,  Director  of  Continuing  Education,  and 
Doctor  Joseph  Chazen,  .Assistant  Professor,  both 
of  the  Bromn  F’niversity  Division  of  Biological  and 
Medical  Sciences. 

Briefly,  the  program,  MEDEX  utilizes  the  serv- 
ices of  specially  trained  para-medical  personnel,  for 
the  most  part  ex-military  trained  "independent 
duty"  medics,  as  a means  of  extending  the  patient 
care  capabilities  of  the  medical  doctor.  The  pro- 
gram developed  from  the  recognition  that  there  are 
many  occasions  when  adequate  satisfaction  of  the 
medical  needs  of  a patient  can  be  accomplished  by 
someone  less  highly  trained  that  the  physician, 
thus  freeing  the  physician  for  the  problems  which 
require  the  skill  and  the  knowledge  he  has  gained 
through  years  of  study  and  experience. 


Background  for  the  MEDEX  program  in  Wash- 
ington* 

The  State  of  Washington  is  confronting  the 
health  manpower  problem  common  to  many  other 
states  in  the  country.  Alany  small  communities  are 
being  deprived  of  practitioners’  services  by  phy- 
sician migration  to  metropolitan  areas. 

The  Health  Resources  Study  Center  at  the  Uni- 
versity of  Whasington  has  been  studying  the  health 
problems  of  four  rural  counties  in  X’orthwest  Wash- 
ington. It  findings  indicate  that  communities  of 
low  population  density  not  only  have  difficulties 
attracting  physicians  but  also  cannot  establish  al- 
ternate resources  to  present  health  care.  Thus  the 
loss  of  a single  physician  can  rapidly  transform  a 
relatively  satisfactory  level  of  health  care  into  a 
crisis  situation. 

To  provide  relief  to  the  problem  of  decreasing 
physician-patient  ratios,  to  make  rural  practice 
less  demanding  and  thus  possibly  attract  new  and 
retain  old  physicians,  to  keep  active  practive  phy- 
sicians who  have  suffered  nonincapacitating  illness 
(i.e..  coronaries)  all  of  these  goals  require  Inno- 

( Continued  on  Pape  415) 

’‘'.\l)stractcd  from  a report  by  Richard  .Smitli. 
M.D..  .As.sociate  Professor.  Department  of  Preven- 
tive Medicine.  School  of  Medicine.  University  of 
W'asliington.  Seattle. 
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After  only  one  year: 


Administered 
to  mcM%  peqple 

than  live  in 
W>onsocket, 
Pawtucket,  and 


injection 


*An  estimated  208,000  patients  have  received  GARAMYCIN  Injectable  to  date.  The  combined  population  of  Woonsocke*.  Pawtucket,  and 
Cranston  is  198,500.  (Estimated  1969  figures  from  The  New  York  Times  Encyclopedic  Almanac  1970.) 


See  Clinical  Considerations  section  on  last  page... 


ADULT  DOSAGE  GUIDELINES 

See  definitive  prescribing  information  in  Package  Insert. 

Patients  with  Normal  Renal  Function 


Total  Daily  Dose  (administered 

in  two,  three,  or  four  divided  doses) 

Urinary  Tract 
Infections  (due 
to  susceptible 
strains  of 
gram-negative 
bacteriajf 

Less  Severe 

0.8- 1.2  mg. /kg. 
for  7-10  days 

Resistant/ 
Moderately  Severe 
Larger  doses  or 
additional  antibac- 
terial therapy 
should  be  consid- 
ered in  severe 
urinary  tract  infec- 
tions or  in  resistant 
cases  involving  the 
renal  parenchyma 
or  anatomic 
anomaly. 

Serious/  Life- 
Threatening 

up  to  5 mg./kg. 

Other  Infections 
including  bacter- 
emia, infected 
surgical  wounds, 
severe  soft  tissue 
infections,  and 
respiratory  tract 
infections  (due  to 
susceptible  strains 
of  gram-negative 
bacteria) 

3 mg./kg.  for  7-10  days 

tAlkalinization  of  the  urine  may  be  a useful  therapeutic  adjunct. 

Patients  with  Impaired  Renal  Function 

lb  minimize  the  risk  of  ototoxicity  in  patients  with  impaired  kidney 
function,  only  the  first  dose  should  be  that  normally  recommended.  Each 
subsequent  dose  should  be  half  or  less  of  that  recommended  for  patients 
with  normal  renal  function,  depending  upon  the  degree  of  renal 
impairment. 

In  patients  with  renal  failure  who  are  undergoing  14-hour  hemodialysis 
twice  weekly,  administration  of  1 mg./ kg.  GARA.MYCIN  Injectable  at 
the  end  of  each  dialysis  period  has  been  suggested. 

Clinical  Considerations 

Indications:  Garamycin  Injectable  is  clinically  effective  in  infections 
due  to  susceptible  strains  of  gram-negative  bacteria,  including 
Pseudomonas  aeruginosa,  and  species  of  indole-positive  and  indole- 
negative Proteus,  Escherichia  coli,  and  Klebsiella- Aerobacter.  Bac- 
teriologic  studies  should  be  conducted  to  identify  the  causative 
organism  and  to  determine  its  sensitivity  to  gentamicin  sulfate. 
Sensitivity  discs  of  the  drug  are  available  for  this  purpose.  If  the 
susceptibility  tests  indicate  that  the  causative  organism  is  resistant 
to  gentamicin  sulfate,  other  appropriate  antibiotic  therapy  should 
be  instituted. 


IN  VITRO  INHIBITION  OF  CLINICALLY  IMPORTANT 
BACTERIA  BY  GENTAMICIN  SULFATE 
(TUBE  DILUTION  STUDIES) 


BACTERIA 

No.  of 
Strains 
Tested 

No.  of  Strains 
(%)  Inhibited  by; 

4 mcg./cc.  8 meg./ cc. 

or  less  or  less* 

No.  of 
In  Vitro 
Studies 

Staphylococcus  aureus 
Pseudomonas 

1.210 

1.200 

(99%) 

1,206 

(99%) 

11 

aeruginosa 

885 

771 

(87%) 

828 

(93%) 

16 

Escherichia  coli 
Indole-positive  and 
indole-negative 

836 

736 

(88%) 

779 

(93%) 

11 

Proteus  species 
Klebsiella- Aerobacter 

477 

210 

(44%) 

358 

(75%) 

12 

species 

292 

205 

(70%) 

231 

(79%) 

10 

♦ Number  of  strains  (%)  of  gram-negative  bacteria  inhibited  by  10 
mcg./cc.  or  less  are  as  follows:  Pseudomonas  aeruginosa,  828  (93%); 
Escherichia  coli,  792  (95%);  Proteus  species,  393  (82%);  Klebsiella- 
Aerobacter  species,  284  (97%).  From  same  studies  as  above. 

Source:  Package  Insert 


'Phis  drug  should  be  limited  to  the  treatment  of  serious  infections 
caused  by  gram-negative  bacteria,  particularly  Pseudomonas  aeru- 
ginosa, Proteus  and  other  susceptible  organisms,  with  due  regard 
for  relative  antibiotic  toxicity.  Therefore,  the  drug  should  be  con- 
sidered for  use  against  gram-negative:  1.  Bacteremia;  2.  Infected 
surgical  wounds;  3.  Severe  soft  tissue  infections,  including  burns 
complicated  by  sepsis;  4.  Respiratory  tract  infections;  and  5.  Selected 
cases  of  urinary  tract  infection. 


Contraindications:  Garamycin  Injectable  is  contraindicated  in  in- 
dividuals with  a history  of  hypersensitivity  or  toxic  reactions  to 
gentamicin. 


Warnings:  Patients  receiving  treatment  with  GARAMYCIN 
should  be  under  close  clinical  observation  because  of  the  toxic- 
ity associated  with  the  use  of  this  drug.  Ototoxicity,  vestibular 
and  auditory,  can  occur  in  patients,  primarily  those  with  pre- 
existing renal  damage,  treated  with  GAR.4MYCIN  Injectable, 
usually  for  longer  periods  or  with  higher  doses  than  recom- 
mended. 

GARAMYCIN  Injectable  is  potentially  nephrotoxic,  and  this 
should  be  kept  in  mind  when  it  is  used  in  patients  with  pre- 
existing renal  impairment.  Kidney  function  diminished  by 
infection  of  the  upper  urinary  tract  may,  however,  improve 
during  effective  treatment  with  GARAMYCIN  Injectable. 
Concurrent  administration  of  potentially  ototoxic  drugs  such 
as  streptomycin  and  kanamycin  or  of  potentially  nephrotoxic 
drugs  such  as  polymyxin,  colistin,  and  kanamycin  with  genta- 
micin sulfate  has  not  been  shown  to  afford  any  clinical 
advantages  and,  moreover  may  result  in  additive  toxicity. 
Monitoring  of  vestibular,  cochlear,  and  renal  function  will 
provide  guidance  for  therapy  in  such  cases. 


Precautions:  In  patients  with  impaired  renal  function  in  whom 
serious  infection  develops,  serum  concentrations  of  the  drug  may 
rise,  with  consequently  increased  risk  of  ototoxicity.  In  these  pa- 
tients or  in  those  in  whom  recommended  dosage  or  duration  of 
therapy  must  be  exceeded  as  a life-saving  measure,  routine  studies 
of  kiclney  function  should  be  performed  when  possible.  These  may 
be  supplemented  by  evaluation  of  the  vestibular  and  auditory  func- 
tion and  measurement  of  serum  concentration  of  the  drug  when 
feasible.  Serum  concentrations  of  gentamicin  should  be  maintained 
below  the  range  of  10-12  mcg./ml.  to  reduce  risk  of  ototoxicity. 
Ordinarily,  treatment  shoidd  not  be  given  for  more  than  7 to  10 
days  or  be  repeated  unless  required  for  serious  infection  not  re- 
sponsive to  other  agents. 

As  with  other  antibiotics,  treatment  with  Garamycin  Injectable 
may  occasionally  result  in  overgrowth  of  nonsensitive  organisms.  If 
superinfection  occurs,  appropriate  therapy  is  indicated. 

Safety  for  use  in  pregnancy  or  the  potential  for  fetal  ototoxicity  or  i 
nephrotoxicity  have  not  been  established.  Studies  in  pregnant  ani- 
mals have  not  revealed  teratogenic  or  ototoxic  effects  in  the  fetus. 
Garamycin  Injectable  should  not  be  used  in  pregnant  patients  or 
in  women  of  childbearing  age  unless  its  use  is  deemed  advisable  j 
by  the  physician. 

Adverse  Reactions:  The  overall  incidence  of  ototoxicity  considered 
related  to  treatment  with  Garamycin  Injectable  was  2.8  per  cent 
(16  of  565  patients).  Contributory  factors  (two  or  more  factors  were 
relevant  to  most  patients)  were  as  follows;  10  had  azotemia,  10 
received  a total  of  1 gram  or  more  of  the  drug,  7 had  recently  re- 
ceived other  potentially  ototoxic  antibiotics  (streptomycin  or  kana-  - 
mycin),  and  5 were  over  60  years  of  age.  Six  also  had  decreased  . 
high-tone  hearing  acuity,  which  returned  to  or  toward  normal  in  | 
the  4 patients  retested. 

Analysis  of  BUN  data  indicated  that  4 (2%)  of  172  patients  showed 
increases  in  BUN  that  were  probably  related  to  treatment  with 
Garamycin  Injectable.  Of  20  increases  probably  or  possibly  related 
to  treatment,  7 were  reversible,  9 occurred  in  terminal  patients,  and 
4 had  no  follow-up. 

Other  adverse  reactions  associated  with  treatment  were  one  instance 
each  of  urticaria,  decreased  hematocrit,  and  reversible  depression  | 
of  granulocytes  with  normal  bone  marrow.  Other  rarely  reported 
and  possibly  treatment-related  adverse  reactions  were  anemia,  in-  , 
creased  reticulocyte  count,  rash,  purpura,  drug  fever,  hypotension,  | 
convulsions,  twitching,  salivation,  nausea,  vomiting,  increased  trans-  I 
aminase  activity  (SGOT  or  SGPT),  increased  serum  bilirubin,  de- 
creased serum  calcium,  and  joint  pain. 

Packaging:  Garamycin  Injectable,  40  mg./cc.,  2-cc.  multiple-dose 
vials,  for  intramuscular  administration. 

For  more  complete  prescribing  details,  consult  package  insert  or 
Physicians’  Desk  Reference.  Schering  literature  is  also  available 
from  your  Schering  Representative  or  Medical  Services  Department, 
Schering  Corporation,  Union,  New  Jersey  07083. 

AHFS  CATEGORY  8:12.28  S-021 


MEDEX 

(Coiitimieci  from  Page  414) 
vations  in  the  medical  care  system,  changes  which 
must  occur  if  we  are  to  avoid  acute  crises  in  some 
communities. 

Manpower  is  one  of  the  most  obvious  points  to 
attack  these  problems  which  are  decreasing  the 
availability,  and  thus  the  accessibility,  of  primary 
medical  care  in  certain  parts  of  the  state. 

^ 

New  programs  to  train  paramedical  personnel 
represent  one  part  of  the  solution.  Nonprofessional 
personnel  who  can  relieve  the  physician  of  the  bur- 
den of  simple  office  procedures  give  him  more  time 
to  spend  with  patients.  Such  individuals  trained  as 
auxiliary  workers  with  less  than  a high  school 
education  can  be  found  in  the  operation  of  the 
Southern  Monterey  County  Medical  Group  in 
California.  At  the  other  end  of  the  spectrum  is  the 
five-year  plan  at  the  University  of  Colorado  which 
is  about  to  train  high  school  graduates  to  become 
Pediatric  .Associates.  Between  these  two  extremes 
are  other  programs  in  the  planning  stages  or  oper- 
ational stages  in  many  locations  around  the  coun- 
try. The  best  known  of  these  is  the  two-year  Duke 
University  program  to  produce  physicians’  assist- 
ants which  is  now  in  its  fourth  year. 

Most  of  these  programs  train  a subprofessional 
whose  place  on  the  professional  ladder  is  not  clearly 
defined.  Each  performs  a role  of  relieving  the  phy- 
sician or  his  nurse  of  much  of  the  uncomplicated 
parts  of  medical  practice.  However,  the  majority  of 
highly  technical  procedures  involved  in  primary 
contact  care  still  remain  the  sole  responsibility 
of  the  practicing  doctor.  Thus,  there  remains  the 
need  to  relieve  physicians  of  more  of  these  time- 
consuming  procedures  and  simultaneously  seek 
ways  to  increase  their  capacities. 

One  such  technique  is  to  develop  an  extension 
of  the  physician — another  pair  of  skilled  hands 
under  his  supervision  twenty-four  hours  each  day,  a 
person  trained  by  and  for  a specific  physician.  This 
is  the  purpose  of  the  MEDEX  (il/EZ>ICIN  EX- 
TENSION  = PHYSICLAN  EXTENSION)  Proj- 
ect. AIEDEX  is  a model  of  nonphysicians  extend- 
ing primary  medical  care  transferable  to  rural, 
suburban,  or  urban  settings.  It  is  anticipated  that 
this  model  will  demonstrate  that  former  military 
corpsman  with  additional  practical  training  can 
perform  tasks  presently  performed  by  civilian  phy- 
sicians which  do  not  require  the  extensive  and  so- 
phisticated education  obtained  in  medical  schools. 
These  corpsmen  are  already  doing  this  in  the 


military.  There  are  a few  physicians  who  presently 
employ  men  in  analogous  practice  settings. 

Of  the  30,000  corpsman  discharged  annually 
from  the  military  with  some  medical  training,  it  is 
estimated  that  over  6,000  of  them  leave  a military 
framework  in  the  Navy,  Air  Force,  Army,  and 
Coast  Guard,  where  they  have  been  providing  pri- 
mary medical  care,  to  return  to  a civilian  setting 
which  is  unable  to  utilize  their  extensive  training 
and  proven  talents.  .A  few  with  specialized  training 
take  allied  health  jobs.  The  majority  finds  that 
there  is  no  way  that  they,  as  civilians,  can  use  the 
75  hours  of  didactic  and  laboratory  training  they 
received  in  Human  Anatomy  and  Physiology,  the 
hundreds  of  hours  of  medicine,  surgery,  pharma- 
cology, orthopedics,  training  in  histories  and  physi- 
cals, etc.  Some — such  as  Special  Forces  and  Navy 
“B’’  Corpsmen — receive  1400  hours  of  formal 
medical  training  which  may  include  ten  weeks  of  a 
supervised  “clerkship.”  .Army  corpsmen  of  the  9 1C 
series  may  have  up  to  1900  hours  of  such  formal 
training. 

IMost  of  these  men  have  had  three  to  twenty 
years  of  experience  including  independent  duty  on 
the  battlefield,  aboard  ship,  or  similar  isolated  duty 
stations.  IMany  have  some  college  background  (the 
Special  Forces  “medics”  average  a year  and  a half 
of  college).  .After  two  to  twenty  in  uniform,  these 
men  have  developed  certain  skills  and  knowledge 
in  the  provision  of  primary  care.  Once  discharged, 
however,  the  thousands  of  dollars  of  public  funds 
invested  in  developing  medical  capabilities  and  po- 
tential care  are  lost,  as  they  work  as  detail  men, 
insurance  agents,  buglar  alarm  salesmen,  or  drive 
trucks.  The  majority  of  this  vast  manpower  pool 
is  lost  to  the  present  medical  care  delivery  systems 
because  up  to  this  point  we  have  not  dexdsed  a 
civilian  framework  in  which  their  skills  can  be  put 
(Continued  on  next  page) 
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to  use.  It  is  from  this  pool  that  personnel  for 
MEDEX  has  been  drawn. 

* * * 

MEDEX  selected  fifteen  former  military  corps- 
men  (iNIay,  1969)  gave  them  three  months  of  in- 
tensive training  at  the  University  of  Washington 
(July-September,  1969)  and  then  placed  them  in 
twelve-month  preceptorships  with  fourteen  prese- 
lected physicians  (September,  1969).  Twelve  Med- 
ex  are  in  rural  Washington,  two  are  in  an  urban 
setting,  and  one  is  with  a suburban  general  prac- 
titioner. 

I.  Selection  of  Physician-Preceptors 

Fourteen  general  practitioners  were  selected  to 
serve  as  preceptors  for  MEDEX,  following  site 
visits  to  doctors  in  practice.  Among  the  criteria 
for  their  selection  were  the  following: 

a.  Overwork  to  the  point  of  constant  fatigue 

b.  Unavailability  of  time  for  adequate  family 
life  and  continuing  education 

c.  Possibly  making  plans  to  leave  rural  practice 

d.  Willingness  to  innovate  in  the  health  man- 
power field 

e.  Desire  and  ability  to  train  nonphysicians 

PRECEPTORSHIP  PHASE 

Four-fifths  of  the  total  MEDEX  training  is  the 
preceptorship  with  one  physician.  Throughout  that 
preceptorship,  the  iNIEDEX  will  learn  to  function 
in  a particular  practice  as  a member  of  a particular 
physician’s  team.  In  addition,  all  INIEDEX  are  to 
be  taught  specified  minimum  standards  in  basic 
skills. 

An  important  feature  of  the  preceptorship  phase 
is  that  the  physician  who  trains  the  INIedex  is  the 
same  physician  who  subsequently  will  hire  the 
Medex  to  work  in  the  physician’s  own  practice. 
Therefore,  the  preceptor  has  incentive  to  give  the 
best  possible  training  to  the  iNIedex.  In  addition, 
beyond  the  sj^ecified  minimum,  the  physician  can 
orient  the  Medex’s  training  toward  his  own  practice. 

Throughout  the  preceptorship  phase,  the  MED- 
EX staff  will  elicit  continual  feedback  from  both 
the  INIedex  and  the  physicians  concerning  the  ap- 
propriateness and  problems  of  the  individual  pre- 
ceptorship as  viewed  by  the  participants.  In  ad- 
dition, the  staff  will  independently  monitor  and 
evaluate  the  preceptorships. 

* ^ 

DISCUSSION  AT  THE  BOSTON  CONFERENCE 

Dr.  Richard  Smith,  Coordinator  of  the  Wash- 
ington State  project  for  the  federal  agency.  Dr. 
Jesse  Sewell,  a general  practitioner  from  Washing- 
ton who  has  two  Medex  employees  working  for  him. 


Mr.  Richard  Gorman,  Executive  Secretary  of  the 
Washington  State  Medical  Association,  and  Dr. 
Gerald  Bassett,  representing  the  Medical  School  of 
the  University  of  Washington,  discussed  their  ex- 
perience with  the  program. 

Highlights  of  their  comments  are  summarized 
as  follows: 

Doctor  Smith-. 

The  manpower  problem  is  most  acute  in  the 
rural  area,  and  the  solution  is  more  amenable  there 
. . . However,  there  is  no  reason  why  the  program 
could  not  be  expanded  to  urban  districts. . . In 
Washington  the  University  students  are  covered 
under  a master  insurance  program,  and  as  the 
Medex  trainees  are  students  for  3 months  there  is 
no  legal  problem  . . . Once  in  the  community  they 
work  directly  under  a physician  who  assumes  re- 
sponsibility (and  liability)  for  their  work  ...  In 
selection  of  preceptors  the  initial  qualifications  were 
that  the  physician  was  overworked,  was  limited  in 
his  free  time,  was  willing  to  innovate,  w^as  secure 
in  his  community  through  years  of  service,  and  has 
a desire  to  train  non-physicians,  plus  a willingness 
to  engage  the  services  of  the  trainee  once  he  had 
completed  his  basic  University  program  . . . Appli- 
cants for  training  had  to  be  men  out  of  military 
service,  willing  to  live  in  rural  areas  (and  their 
wives  equally  willing  to  adjust  to  such  areas)  and 
willing  to  remain  in  such  communities  for  a long 
time . . . The  Washington  program  started  with  26 
applicants  who  were  screened  on  how  well  they 
could  wirk  within  limitations  and  continue  an  in- 
terest in  their  work,  with  performance  the  criteria 
...  1 5 were  selected  for  the  first  class  which  com- 
pleted a three  month  course  at  the  University,  and 
then  went  out  under  preceptors  for  an  additional 
12  month  training  (as  employees)  ..  .Trainees  use 
title  MEDEX,  and  wear  a blue  coat  instead  of  the 
physician’s  traditional  white  one.  . . 

Doctor  Sewell-. 

Started  with  two  corpsmen  before  the  Medex 
plan  was  officially  instituted  at  the  University — 
one  man  is  located  about  25  miles  from  physician’s 
main  office  . . . Trainees  were  veteran  corpsmen  and 
are  under  the  complete  supervision  of  Doctor  Sew- 
ell who  checks  their  reports  on  patients  daily,  and 
establishes  what  they  shall  and  shall  not  do  in 
carrying  out  their  assignments  daily  . . . Does  not 
feel  that  a long,  or  involved  formal  educational 
program  is  necessary,  as  the  men  for  the  most  part 
('Continued  on  Page  452) 
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Peripatetics 

By  Robert  V.  Lewis,  ^I.D. 

H.  FREDERICK  STEPHENS,  Chief  of  Oph- 
thalmology at  Rhode  Island  Hospital  recently 
spent  four  weeks  at  the  eye  clinic  which  he 
founded  in  St.  Jude’s  Hospital  on  the  island  of 
St.  Lucia  in  British  West  Indies.  He  attends  the 
clinic  periodically.  For  the  past  two  years  senior 
residents  at  Rhode  Island  Hospital  REID  AP- 
PLEBY and  GEORGE  NOBLE,  have  partici- 
pated in  this  program  in  the  West  Indies. 

H:  * * 

LAWRENCE  A.  SENSEMAN,  presently  visit- 
ing professor  at  the  Christian  iMedical  College  of 
South  India  at  Vellore,  recorded  in  the  recent 
spring  issue  of  the  college’s  newsletter  his  impres- 
sions of  the  excellent  IMental  Health  Center  asso- 
ciated with  this  medical  school. 

^ ^ 

MRS.  HELEN  DE  JONG  has  been  elected  as 
the  Recording  Secretary  of  the  Rhode  Island  Li- 
brary Association.  Helen  recently  returned  from  a 
trip  behind  the  Iron  Curtain. 

i(<  * * 

ALBERT  H.  JACKVONY  of  Cranston  recently 
received  a certificate  commemorating  50  years  of 
service  in  medicine  during  an  alumni  banquet  of 
the  University  of  Maryland  School  of  Medicine 
in  Baltimore.  He  is  a 1920  graduate. 

^ s|c  j|s 

JOSEPH  M.  CHAZAN,  acting  director  of  the 
division  of  renal  disease  at  the  Rhode  Island  Hos- 
pital, was  recently  appointed  by  MILTON  W. 
HAMOLSKY  to  the  post  of  supervisor  of  the 
medical  residency  and  intern  training  programs 
at  the  Rhode  Island  Hospital. 

^ ^ ^ 

ROBERT  V’.  LEWIS  of  Providence  was  in- 
stalled as  president  of  the  Rhode  Island  Chapter 
of  the  Society  of  Internal  Medicine  at  its  recent 
annual  meeting  at  the  Warwick  Country  Club. 
He  succeeds  RAYMOND  E.  MOFEIT  of 
Cranston. 

* * 

IMAURICE  W.  LAUFER,  director  of  the  Emma 
Pendleton  Bradley  Hospital,  has  been  installed 
for  a three-year  term  as  a trustee  of  the  American 
Psychiatric  Association.  Laufer,  chairman  of  the 
Governor’s  Advisory  Commission  on  Mental  Re- 
tardation and  a member  of  the  governor’s  Mental 
Health  Council,  is  a past  chairman  of  the  APA 
section  on  Child  Psychiatry,  a member  of  the  In- 
stitute of  Life  Sciences  at  Brown  University,  and 
an  adjunct  professor  at  Rhode  Island  College. 
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Phy  sicians  and  Methods  of  Birth  Planning 


Doctors  Are  Important  Source  of  Birth 
Control  Knowledge 


By  Peter  J.  Donaldson,  M.A. 

Recently,  the  topic  of  family  planning,  es- 
pecially the  use  of  oral  contraceptives,  has  been 
in  the  news  a great  deal.  One  interesting  question 
raised  by  this  public  discussion  of  birth  planning 
is  Where  do  women  first  learn  about  the  various 
contraceptive  procedures?  In  particular,  one  won- 
ders about  the  role  of  the  physician  in  the  dis- 
semination of  birth  control  information.  Several 
studies  have  shown  that  doctors  do  not  occupy 
a central  role  in  family  planning.  Rainwater'’ 
pointed  out  that  . . it  would  be  incorrect  to 
believe  that  most  couples  now  rely  on  their  phy- 
sicians for  advice  in  choosing  and  using  family 
limitation  methods.”  Bakker  and  Dightman*  re- 
ported that,  among  a limited  sample  of  women, 
doctors  were  considered  as  supplying  the  most 
useful  information  on  contraception  by  fewer  than 
40  per  cent  of  the  respondents.  Palmore'^  has  also 
presented  data  which  indicate  that  only  a modest 
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role  is  played  by  medical  and  quasi-medical  per- 
sonnel in  the  adoption  of  specific  birth  control 
techniques  in  developing  countries. 

It  is  not  surprising  that  doctors  are  not  among 
the  most  important  sources  of  information  on  con- 
traception. Tietze’’  and  his  colleagues  note  that  a 
content  analysis  of  selected  obstetrics-gynecology 
textbooks  shows  that  the  majority  of  books  con- 
tain only  a iminimal  discussion  of  contraception. 
Cornish",  in  an  important  study  on  doctors  and 
family  planning,  concluded  that  ‘‘  . . . doctors 
themselves  are  reluctant  to  provide  help  unless 
it  is  specifically  requested.  About  half  the  doctors 
say  that  they  never  introduce  the  topic  of  family 
limitation  in  situations  in  which  it  is  appropriate 
when  the  patient  herself  does  not  ask  for  it  . . 

Role  of  Physician  Changing 

However,  there  is  reason  to  believe  that  the 
role  of  the  physician  in  family  planning  may  be 
undergoing  some  change.  Two  factors  in  particu- 
lar suggest  that  doctors  may  be  gaining  more 
influence  in  birth  planning.  First,  there  is  a greater 
interest  in  family  planning  on  the  part  of  all  seg- 
ments of  the  population.  Some  of  this  interest  is 
undoubtedly  shared  by  the  medical  profession. 
This  surely  results  in  an  increased  treatment  of 
family  planning  matters  in  medical  schools,  as 
well  as  in  textbooks  and  at  professional  confer- 
ences. In  addition,  the  increased  use  of  the  newer 
(Continued  on  next  page) 
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methods  of  birth  control,  especially  the  oral  con- 
traceptives, no  doubt  means  that  doctors  are  being 
called  U[X)n  more  frequently  than  in  the  past  to 
supply  prescriptions,  information  and  advice  on 
family  planning.  Nevertheless,  little  empirical 
data  exist  on  the  extent  of  the  influence  of  phy- 
sicians on  the  family  planning  practices  of  women 
currently  in  their  reproductive  period. 

The  present  i^aper  attempts  to  fill  this  gap  by 
reporting  on  the  sources  of  family  planning  infor- 
mation among  married  women  in  Rhode  Island. 
Data  for  this  paper  were  collected  during  the 
first  round  of  the  Rhode  Island  Health  Study  car- 
ried out  by  the  Population  Research  Laboratory  of 
Brown  L'niversity.  The  Population  Laboratory 
was  established  to  collect,  analyze,  and  report 
data  on  medical  and  demographic  as{3ects  of  the 
Rhode  Island  population.  Questions  on  fertility 
and  family  planning  were  important  elements  in 
the  research  design. 

Respondents  for  the  survey  were  drawn  from 
a multistage  probability  sample  of  the  state's 
households.  Interviewers  were  in  the  field  between 
October  and  December,  1967.  Completed  inter- 
views are  available  for  1,127  respondents.  This 
represents  a response  rate  of  over  80  per  cent. 
Careful  e.xamination  of  the  interview  schedules 
failed  to  reveal  any  bias  attributable  to  non- 
respondents (Organic  and  Goldstein'*).  In  order  to 
investigate  the  sources  of  information  about  vari- 
ous contraceptive  techniques,  all  of  the  currently 
married,  white,  Protestant  and  Catholic  women 
who  reported  they  could  conceive  were  selected 
for  special  analysis.  This  group  included  226 
women. 

Most  of  the  women  studied  (73  per  cent)  were 
Catholic.  Rhode  Island  has  a large  Catholic  popu- 
lation and  this  fact  was  reflected  in  the  sample. 
Half  of  the  women  in  the  sample  were  graduated 
from  high  school.  Somewhat  less  than  40  per  cent 
had  less  than  a full  12  years  of  formal  education. 
The  remainder  of  the  respondents  attended  col- 
lege for  at  least  a short  time.  The  median  age 
of  the  current  group  of  women  is  32.7.  At  the 
time  of  the  survey  just  over  one-fourth  (26.1  per 
cent)  of  the  women  had  had  two  live  births. 
\\’omen  with  three  or  more  live  births  accounted 
for  45  per  cent  of  the  study  population.  The  re- 
mainder of  the  respondents  (28.6  per  cent)  re- 
ported none  or  one  live  birth  prior  to  the  inter- 
view. 

Use  of  Contraception  Widespread 

The  use  of  contraception  is  widespread  among 


the  women  studied.  Over  80  per  cent  of  the  re- 
spondents have  employed  some  form  of  contra- 
ception during  their  married  lives.  Of  sjjecial 
interest  for  this  report  is  the  method  of  birth 
control  used  most  recently  by  the  women  sur- 
veyed. Approximately  two-thirds  of  the  respond- 
ents indicated  that  they  had  most  recently  used 
a single  means  of  birth  control.  Two  methods 
were  used  by  an  additional  14.6  per  cent.  The 
remainder  of  the  women,  18.5  per  cent,  never 
used  a family  planning  method  before  the  inter- 
view. 

Table  1 presents  data  on  the  methods  of  birth 
control  used  most  recently.  The  pill  was  reported 
as  the  most  recently  used  method  by  the  largest 
proportion  of  women.  Slightly  more  than  a third 
of  the  Protestant  women  and  nearly  20  per  cent 
of  the  Catholics  indicated  they  employed  oral 
contraception  most  recently.  Rhythm  was  the  sec- 
ond most  popular  method  among  the  respondents. 
This  was  due  to  the  large  number  of  Catholic 
wives  who  use  it,  both  alone  and  in  conjunction 
with  other  methods.  The  condom  ranks  third. 
Roughly  equal  percentages  of  the  women  from 
both  religious  groups  report  using  the  condom 
most  recently.  The  large  proportion  of  Catholic 
women  recently  employing  withdrawal  make  it 
the  fourth  most  frequently  used  method.  The 
diaphragm  is  more  widely  reported  than  either 
rhythm  or  withdrawal  among  the  Protestants,  but 
very  few  Catholic  wives  said  they  used  it  most 
recently. 

All  of  those  women  who  used  contraception 
were  asked  the  following  question;  “Now  let  me 
see,  you  told  me  that  you  (presently  or  last) 

use(d) . Where  did  you  first  learn  about 

each  of  these  methods?”  There  were  eight  pre- 
coded  responses  the  interviewer  could  check  as 
well  as  a space  for  ‘’other”  sources  which  were 
then  to  be  specified.  If  a woman  used  two  meth- 

TABLE  I 


Contraceptive  Methods  Used  Most  Recently, 
By  Religion 


Method 

Total 

Protestant 

Catholic 

Pill 

22.6 

34.5 

18.0 

Rhvthni 

20.5 

3.8 

27.0 

Condom 

14.5 

13.4 

15.0 

Withdrawal 

10.8 

5.7 

12.7 

Diaphragm 

4.8 

13.4 

1.5 

Other  Single  Methods 

8.1 

9.6 

7.5 

Rhythm  & Other  Method 

12.1 

8.9 

12.0 

Other  Multiple  Methods 

6.4 

9.6 

5.2 

Total  Users  Xumher 

184 

52 

132 

Per  cent 

100.0 

100.0 

100.0 
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ods,  she  was  asked  where  she  first  learned  of  each 
method.  In  addition,  two  sources,  if  offered,  were 
accepted  and  coded.  This  procedure  creates  some 
confusion  since  it  introduces  a category  which, 
although  it  may  represent  an  important  source 
of  information,  makes  it  impossible  to  discern 
where  the  respondent  “first”  learned  of  a par- 
ticular method.  This  is  especially  true  because  the 
replies  were  not  necessarily  coded  in  the  order 
in  which  they  were  presented  by  the  respondent. 
All  responses  were  coded  in  the  order  in  which 
they  were  listed  on  the  interview  schedule. 

It  is  also  reasonable  to  assume  that  the  an- 
swers are  somewhat  unreliable  because  of  the 
difficulty  in  remembering  where  one  first  learned 
of  a method  of  birth  control.  This  is  especially 
true  when  the  first  knowledge  of  a method  could 
reasonably  precede  its  most  recent  use  by  several 
years.  Some  additional  unreliability  is  also  intro- 
duced by  selective  remembering  and  perhaps  even 
guessing.  Nevertheless,  the  responses  are,  no 
doubt,  reliable  enough  to  be  useful  for  the  simple 
analysis  that  follows. 

Sources  of  Information 

Since  there  is  no  way  of  ascertaining  which 
source  was  considered  primary  by  the  respondents 
who  offered  more  than  a single  source,  all  sources 
are  given  equal  weight.  A judgment  about  the 
relative  importance  of  a particular  source  is  based 
on  the  proportion  of  times  it  is  mentioned,  or  the 
total  number  of  times  the  respondents  mentioned 
it  over  the  total  number  of  times  all  of  the  sources 
were  mentioned  by  the  women  surveyed.  Since  a 
respondent  was  able  to  specify  two  methods  of 
contraception  and  two  sources  of  information  for 
each  method,  the  denominator  used  in  computing 
the  proportion  of  mentions  received  by  a particu- 
lar source  is  greater  than  the  total  number  of 
women  using  contraception.  The  shortcoming  of 
this  procedure  is  that  it  weights  all  the  men- 
tioned sources  equally.  However,  without  a sure 
knowledge  of  which  source  the  respondent  thought 
more  important,  no  alternative  procedure  seems 
acceptable. 

Over  98  per  cent  of  the  respondents  who  had 
used  contraception  provided  information  on  where 
they  first  learned  of  the  method  they  used  most 
recently.  Of  these  women,  approximately  80  per 
cent  said  they  first  heard  of  a method  from  a 
single  source.  The  remainder  reported  that  two 
sources  were  initially  responsible  for  their  knowl- 
edge of  the  method  used  most  recently.  Table  II 


TABLE  II 


Information  Source  for  the  Most  Recently  Used 
Contraceptive  Method 


Source 

Xumber  of  times 
Mentioned 

Percentage 
of  Total 

Faniilv  Doctor 

89 

33.8 

Friends 

49 

18.6 

Spouse 

46 

17.5 

Reading  Material 

31 

11.8 

Minister/Priest 

14 

5.3 

Parents 

14 

5.3 

Family 

14 

5.3 

.■\11  Others 

6 

2.3 

Total 

263 

100.0 

presents  the  total  number  and  the  percentage  of 
total  times  mentioned  for  each  source. 

It  is  clear  from  the  data  that  doctors  play  an 
important  role  in  the  dissemination  of  family  plan- 
ning information.  Of  the  263  sources  mentioned, 
89,  over  30  per  cent,  were  doctors.  The  influence 
of  a woman’s  friends  and  spouse  is  also  apparent. 
Each  of  these  sources  comprises  roughly  18  per 
cent  of  the  total  mentions.  The  three  sources 
together  account  for  over  65  per  cent  of  all  the 
sources  offered  by  the  women  studied.  Reading 
material  was  offered  as  the  source  of  information 
31  times,  making  it  the  fourth  most  widely  cited 
source.  The  three  categories,  minister,  parents, 
and  family,  each  were  mentioned  an  identical 
number  of  times. 

\\’hile  these  data  do  indicate  the  importance  of 
doctors  relative  to  other  sources  of  information, 
it  is  obvious  that  physicians  do  not  enjoy  over- 
whelming influence.  The  majority  of  women  first 
learned  of  the  method  they  used  most  recently 
from  non-medical  sources.  A second  finding  of 
some  note  is  the  rather  meager  number  of  times 
parents  and  family  were  mentioned.  It  seems  clear 
that  these  groups  do  not  function  as  important 
sources  of  contraceptive  information.  Most  likely 
this  is  the  result  of  a hesitation  to  talk  over  mat- 
ters of  a sexual  nature  with  family  intimates. 
While  doctors,  friends,  and  spouse  are  the  most 
important  sources  of  information,  the  influence 
of  the  mass  media  can  be  seen  from  the  large 
number  of  times  reading  material  was  offered  as 
the  place  where  a method  was  first  learned.  The 
role  of  the  mass  media  seems  likely  to  become 
more  prominent  because  of  the  increased  interest 
in  population  problems  on  the  part  of  the  public. 

Although  these  gross  figures  are  informative, 
several  important  questions  remain  unanswered. 

(Continued  on  next  page) 
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Two  of  these  questions  will  be  treated  briefly. 
First,  w'hat  differences  in  the  source  of  informa- 
tion for  the  most  recently  used  contraceptive  exist 
among  women  from  the  various  age,  parity,  edu- 
cational, and  religious  groups?  Second,  where  do 
women  using  the  various  methods  first  learn  of 
them?  That  is,  are  some  sources  more  important 
among  users  of  one  method  than  among  those 
using  another  method?  In  order  to  facilitate  the 
presentation,  the  data  in  the  following  sections 
have  been  condensed  into  fewer  categories.  The 
three  main  sources  of  information,  doctors,  friends, 
and  spouse,  are  included  separately.  All  the  other 
sources  are  combined  into  a single  “other"  cate- 
gory. 

Table  III  presents  data  on  the  source  of  infor- 
mation mentioned  by  women  in  the  various  age, 
education,  parity  and  religious  groups.  The  per- 
centage figures  indicate  the  proportion  of  total 
times  mentioned  for  each  source  b}'  women  in  a 
particular  category.  For  example,  among  the  re- 
spondents under  30  years  old,  the  family  doctor 
was  given  as  the  source  of  information  on  the 
most  recently  used  contraceptive  32  times.  This 
represents  34.6  per  cent  of  the  times  mentioned 
for  all  sources  by  women  under  30.  The  popu- 
larity of  any  source  can  best  be  judged  by  this 
percentage  of  total  times  mentioned. 

Parity 

.Approximately  equal  proportions  of  times  men- 

TABLE  111 

Information  Sources  for  the  Most  Recently  Used 
Contraceptive  by  Age,  Parity.  Education 
and  Religion 

Category  Source  of  Information — Percentage 

of  Total  Times  Mentioned 

Total 

Friends  .All  Other  Times 


Doctor 

Spouse 

Alentionecl 

Age 

Less  than 

30 

34.6 

23.8 

9.7 

31.3 

92 

30-39 

34.6 

16.8 

17.8 

30.7 

101 

40-49 

31.2 

14.2 

26.9 

26.9 

70 

Parity 

0,  1 

39.6 

10.3 

15.5 

34.4 

58 

2.  3 

33.9 

22.3 

16.9 

26.2 

129 

4 plus 

28.8 

18.3 

19.7 

32.8 

76 

Education 

Less  than 
years 

12 

31.1 

15.5 

26.6 

26.6 

90 

12  years 

32.8 

22.1 

12.7 

32.2 

149 

More  than  12 
years 

37.4 

20.8 

12.5 

29.1 

24 

Religion 

Protestant 

35.4 

18.3 

15.7 

30.1 

76 

Catholic 

32.9 

18.5 

18.0 

29.7 

187 

tioned  are  given  for  physicians  by  w-omen  in  all 
age,  parity,  educational,  and  religious  categories. 
Doctors  are  offered  most  frequently  as  the  sup- 
plier of  knowledge  by  all  women  except  those 
who  have  had  four  or  more  live  births.  Among 
the  women  with  the  highest  parity  the  “other” 
category  has  a higher  percentage  of  total  times 
mentioned.  This,  of  course,  does  not  mean  that 
doctors  are  not  cited  most  often  by  these  women. 
Since  the  “other”  category  includes  seven  sources, 
the  greater  percentage  only  means  that  the  higher 
parity  women  become  aware  of  contraceptive 
methods  less  frequently  than  other  women  from 
the  family  doctor.  This  is  not  surprising  since  the 
same  characteristics  associated  with  high  birth 
parity,  notably  low  income  and  education,  are 
associated  with  lack  of  medical  contact. 

Age 

Alore  variation  exists  among  the  remaining  two 
major  sources  of  information,  friends  and  spouse. 
The  percentage  of  times  mentioned  attributed 
to  doctors  remains  relatively  stable  between  those 
under  30  and  those  betw'een  30  and  39;  it  drops 
slightly  among  those  over  40.  The  influence  of 
friends,  on  the  other  hand,  declines  with  each 
higher  age  interval.  Almost  one-fourth  of  the 
sources  mentioned  by  women  under  30  were 
friends.  .Among  women  over  40,  fewer  than  15 
per  cent  of  the  total  times  mentioned  are  at- 
tributed to  friends.  One’s  spouse,  on  the  other 
hand,  gains  in  influence  as  age  increases.  WTiile 
few'er  than  10  per  cent  of  the  mentions  given  by 
w'omen  under  30  indicated  the  spouse  as  the  source 
of  information  for  the  most  recently  used  contra- 
ceptive, over  25  per  cent  of  the  mentions  supplied 
by  the  oldest  women  claimed  that  the  spouse  sup- 
plied knowledge  of  the  latest  method  employed. 
The  decline  in  the  importance  of  friends  and  the 
rise  in  the  influence  of  the  spouse  most  likely  re- 
sults from  a hesitancy  on  the  part  of  older  w'omen 
to  talk  over  intimate  personal  matters  with  their 
friends  (Hill  et  aP).  The  greater  influence  of  the 
husband  probably  does  not  indicate  his  direct  in- 
fluence as  much  as  his  mediation  of  contraceptive 
knowledge  from  other  sources. 

Education 

As  education  increases  the  proiwrtion  of  times 
family  doctors  is  mentioned  also  increases.  This 
is  probably  a sign  of  a tendency  of  the  better 
educated  women  to  seek  out  the  most  competent 
(qualified)  advisers.  Unfortunately  the  number  of 
respondents  in  the  highest  educational  category 
makes  any  statement  about  the  relative  imjx)rt- 
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ance  of  the  other  sources  of  information  almost 
impossible.  The  differences  between  those  with 
less  than  12  years  of  schooling  and  those  who 
were  graduated  from  high  school,  however,  do 
merit  comment.  Those  with  the  least  schooling 
tend  to  mention  the  spouse  more  frequently  than 
friends  and  the  same  as  all  other  sources.  It  is 
also  reasonable  to  suspect  that  the  husband  would 
be  an  influential  source  of  knowledge,  since  pre- 
vious studies  have  indicated  the  importance  of 
male  methods  of  birth  control  among  less  well 
educated  women  (Whelpton  et  al*). 

Those  with  the  lowest  parity  mention  doctors 
as  the  source  of  information  more  often  than 
women  at  any  other  parity  interval.  The  influence 
of  friends  is  especially  small  for  those  with  at 
most  one  live  birth.  A reasonable  explanation  for 
this  is  that  women  with  the  lowest  parity,  al- 
though perhaps  concerned  with  the  spacing  of 
conceptions,  have  as  yet  no  reason  to  be  alarmed 
about  the  need  for  the  most  effective  family  plan- 
ning. Consequently,  they  are  more  inclined  to  talk 
the  matter  over  with  their  doctor  and,  judging 
by  the  size  of  the  “other”  category,  get  informa- 
tion from  a wide  variety  of  additional  sources. 
The  influence  of  the  doctor,  measured  by  the  per- 
centage of  total  times  mentioned,  declines  some- 
what as  the  number  of  live  births  increase.  Spouse 
occupies  a larger  proportion  of  the  total  sources 
at  each  higher  parity  level.  The  influence  of 
friends  exceeds  that  of  the  husband  only  among 
women  with  two  or  three  live  births. 

Religion 

Protestant  women  mentioned  the  doctor  a 
slightly  larger  proportion  of  times  than  Catholic 
wives.  Spouse  is  mentioned  somewhat  less  fre- 
quently by  Protestant  wives.  In  general,  however, 
the  differences  between  the  two  religious  groups 
are  minor. 

Relationship  to  Method  Used 

The  second  area  of  interest  is  the  relationship 
between  methods  used  and  the  source  of  informa- 
tion. The  importance  of  any  source  of  information 
for  the  fertiliity  behavior  of  women  is  the  degree 
to  which  the  procedures  recommended  are  reliable 
means  of  birth  limitation.  Table  IV  presents  data 
on  the  sources  of  information  reported  by  respond- 
ents using  the  various  methods.  Among  those 
women  most  recently  employing  one  of  the  four 
most  popular  contraceptives  the  influence  of  par- 
ticular sources  varies.  Over  35  per  cent  of  the 
sources  given  by  those  using  rhythm  fell  into  the 
doctor  category.  The  role  of  the  doctor  in  the 


TABLE  IV 

Information  Source  for  the  Most  Recently  Used 
Contraceptive  Method  by  the  Most  Recently 
Used  Contraceptive  Method 

Category  Source  of  Information — Percentage 

of  Total  Times  Mentioned 

Friends  .Ml  Other  Total 


Doctor 

Spouse 

Times 

Mentions 

Rhythm 

32.7 

23.1 

1.3 

38.5 

78 

Pill 

49.1 

18.9 

3.8 

28.3 

53 

Condom 

10.9 

21.7 

47.8 

19.7 

46 

Withdrawal 

10.8 

18.9 

48.6 

21.6 

37 

Other 

51.0 

8.2 

6.1 

34.7 

49 

Total 

33.8 

18.6 

17.5 

30.3 

263 

adoption  of  the  rhythm  method  is  most  likely 
not  e.xclusively  that  of  informer.  Rather,  the  per- 
centage of  times  mentioned  for  physicians  is,  no 
doubt,  partly  due  to  the  fact  that  he  is  consulted 
regarding  how  more  efficiently  to  employ  a tech- 
nique already  heard  of.  In  addition,  doctors  who 
serve  a heavily  Catholic  population,  such  as  Rhode 
Island,  are  perhaps  reticent  about  recommending 
birth  control  methods  forbidden  by  the  religion 
of  their  patients.  The  distribution  of  other  sources 
shows  that  information  about  rhythm  comes  from 
a variety  of  these.  Nearly  40  per  cent  of  sources 
mentioned  are  classified  in  the  “other”  category, 
while  23  per  cent  of  the  mentions  were  friends. 
Only  one  respondent  indicated  she  first  heard  of 
the  method  from  her  husband.  This  clearly  indi- 
cates the  exclusion  of  the  male  from  the  com- 
munications network  surrounding  this  technique. 

Another  method  about  which  a husband  infre- 
quently informs  his  wife  is  the  oral  contraceptive. 
Only  two  women  said  they  first  heard  of  the  pill 
from  their  husbands.  The  doctor  is  mentioned 
most  frequently,  almost  half  the  time,  as  the 
source  of  information  about  the  oral  tablets.  This 
clearly  shows  the  importance  of  the  physician  in 
the  distribution  of  information  regarding  this 
method  of  birth  control.  Only  18  per  cent  of  the 
sources  mentioned  were  friends.  IMore  women  do, 
however,  report  first  hearing  of  the  pill  from  a 
variety  of  other  sources. 

The  influence  of  the  husband  does  become  ap- 
parent when  one  looks  at  the  frequency  of  men- 
tions of  various  sources  by  women  using  the 
condom  and  withdrawal.  Here  the  husband  is 
clearly  the  dominant  supplier  of  knowledge.  Ap- 
proximately 48  per  cent  of  the  mentions  given 
by  those  using  the  condom  and  withdrawal  were 
(Concluded  on  Page  462) 
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Evaluation  of  the  Pharyngeal  Flap  Operation  at  the 
Rhode  Island  Hospital 

Operation  Is  UsefuU  But  Several  Factors 
Affect  Results 


By  James  A.  Yates,  M.D. 

Forty-seven  pharyngeal  flap  operations  for 
velopharyngeal  incompetence  have  been  per- 
formed by  the  Plastic  Surgery  Division  of  the 
Rhode  Island  Hospital  between  1955  and  early 
1968.  More  than  one-half  of  these  operations  were 
performed  during  the  period  1967  to  1968.  With 
increasing  numbers  of  speech  problem  referrals 
to  our  Cleft  Palate  Clinic  and  the  initiation  of 
our  cinefluorographic  studies  and  Teflon®  injection 
methods*,  it  was  felt  that  an  evaluation  of  our 
results  to  date  was  indicated.  Studies  involving 
the  use  of  air-flow  and  manometric  methods  sug- 
gested that  these  modes  of  investigation  were  not 
completely  adaptable  to  clinical  use  and  have  not 
therefore  been  used.-'  ^ 

We  had  a general  impression  that  many  of  our 
patients  demonstrated  some  degree  of  postopera- 
tiv'e  improvement  in  their  speech  patterns,  while 
others  suggested  dramatic  results.  We  wished  to 
determine  which  factors  led  to  a better  overall 
end  result  in  terms  of  speech. 

Consideration  was  given  to  the  part  played 
by  speech  therapy,  radiographic  findings,  time 
elapsed  since  operation,  and  age  at  time  of  the 

JAMES  A.  YATES,  M.D.,  Former  Resident  in 
Plastic  Surgery  at  Rhode  Island  Hospital,  Provi- 
dence, Rhode  Island,  and  is  now  a practicing  phy- 
sician in  Harrisburg,  Pennsylvania. 


operation.  iMany  prior  investigators  have  also  at- 
tempted to  correlate  the  completeness  of  the 
closure  of  the  posterior  velopharyngeal  port  with 
more  intelligible  post-operative  speech  ®.  Regard- 
less of  whether  the  newly  created  flap  was  a “dy- 
namic structure  or  acted  simply  as  an  “obturator 
of  living  tissue,”  its  role  combined  with  the  mov- 
able lateral  pharyngeal  walls  could  produce  a more 
competent  valve  mechanism  with  reduced  nasal 
emission  and  more  intelligible  speech.  An  effort 
was  made  in  this  study  to  evaluate  this  mechanism 
also. 

Our  criteria  for  selecting  a patient  for  the 
pharyngeal  flap  operation  in  all  cases  of  velo- 
pharyngeal incompetence  were: 

( 1 ) Those  who  had  demonstrated  a plateau 
in  their  speech  therapy  results  in  terms  of 
improvement 

( 2 ) Those  who  demonstrated  little  or  no  im- 
provement in  their  speech  while  under 
therapy  (Speech  therapy  failures) 

(3)  Those  in  whom  it  was  felt  that  the 
anatomic  factors  indicated  such  a severe 
degree  of  incompetence  that  only  a flap 
operation  would  be  advisable  (Unsuitable 
for  speech  therapy) 

Suspected  velopharyngeal  incompetence  was  in 
most  cases  verified  by  lateral  cephalic  roentgeno- 
(Continued  on  next  page) 
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grams.  In  all  cases  requiring  operation,  there  was 
unsatisfactory  speech  intelligibility. 

METHOD 

Patients  from  1955  to  1968  who  had  undergone 
the  velopharyngeal  flap  operation  for  speech  prob- 
lems related  to  incompetence  were  studied.  In 
three-fourths  of  the  follow-up  group  we  were  for- 
timate  to  have  had  preoperative  voice  recordings, 
usually  performed  one  day  prior  to  operation.  All 
patients,  however,  had  a p>ost-operative  voice  re- 
cording done  during  the  period  of  the  follow-up 
study. 

The  complete  follow-up  evaluation  consisted  of 
an  examination  of  the  jwsterior  pharynx  and  the 
flap  by  members  of  the  plastic  surgery  staff  with 
particular  interest  in: 

( 1 ) the  width  and  clinical  assessment  of  flap 
movement  and, 

( 2 ) ithe  width  and  mobility  of  the  posterior 
pharyngeal  curtains  during  phonation. 

An  otolaryngologist  performed  otoscopic  and 
audiologic  tests.  Voice  recordings  were  performed 
by  a speech  therapist  using  standard  sentence 
lists. 

The  postoperative  recordings  and  the  preopera- 
tive recordings,  where  they  existed,  were  then  in- 
terspersed and  randomized  with  a group  of  normal 
voices  and  auditioned  by  a group  of  listeners. 

Since  our  prime  interest  was  to  provide  the 
patients  with  socially  acceptable  speech  following 
the  flap  operation,  we  did  not  limit  our  post- 
operative evaluation  to  such  specific  factors  as 
hypernasality  or  articulation  defects.  Upon  the 
suggestion  of  our  Speech  and  Hearing  Depart- 
ment, we  designed  a broad  classification  for  eval- 
uation based  on  the  ‘"social  intelligibility  for  the 
age  level.”  To  better  interpret  this  factor  our 
auditioning  group  was  planned  so  as  to  consist 
of  three  trained  speech  therapists  plus  three  other 
individuals  in  whom  speech  and  communication 
had  an  important  role  in  their  daily  activities. 
These  untrained  listeners  consisted  of  a registered 
nurse,  clinical  psychologist,  and  banker.  Each 
voice  was  rated  individually  by  each  listener  on 
a one  to  four  scale  of  intelligibility.  (Table  1.) 
The  only  prefatory  information  available  to  the 
listeners  was  the  age  and  sex  of  the  recorded 
speaker. 

The  resultant  ratings  of  the  listening  group  for 
each  voice  were  then  averaged  and  studied  in 
reference  to 

( 1 ) the  completeness  of  velopharyngeal  valve 
closure  as  noted  on  the  clinical  examina- 
tion 


INTELLIGIBILITY  RATINGS  FOR  AGE  LEVEL 


NUMERICAL 

RATING 

1 

Social  unintelligibility 

2 

Minimal  social  intelligibility 

3 

Moderate  social  intelligibility 

4 

Complete  social  intelligibility 

TABLE  1 


( 2 ) the  amount  of  velopharyngeal  gap  dis- 
tance as  measured  on  lateral  roentgeno- 
grams 

(3)  the  duration  of  speech  therapy  given  post- 
operatively 

(4)  time  elapsed  following  operation,  and 

(5)  age  at  time  of  operation. 

In  addition,  that  group  which  had  both  a pre- 
and  a postoperative  voice  recording  was  compared 
with  itself  to  note  how  many  changed  from  a 
lower  to  higher  rating  or  did  not  change.  The 
possible  effect  of  the  flap  operation  upon  hearing 
problems  was  also  studied. 

To  evaluate  better  the  valve  closure  mechan- 
ism, a ratio  of  flap  width  to  width  of  the  posterior 
pharyngeal  aperature  at  rest  and  on  phonation 
was  used  to  calculate  a “closure  index”.  For  ex- 
ample a 1.0  cm.  flap  in  an  overall  posterior 
pharyngeal  aperature  distance  on  phonation  of  2.0 
cm.  provides  a ratio  of  1. 0/2.0,  or  closure  index 
of  0.50.  Therefore  a larger  flap  or  more  complete 
closure  of  the  pharyngeal  walls  would  provide  a 
higher  index  and  indicate  a more  complete  seal 
of  the  velopharyngeal  port.  Either  a smaller  flap 
of  less  lateral  wall  movement  would  in  turn  lower 
the  index  value. 

GROUP 

The  clinical  records  and  follow-up  evaluations 
on  40  patients  who  underwent  the  pharyngeal  flap 
operation  were  reviewed.  Seven  other  patients 
who  had  had  the  operation  were  unavailable  for 
follow-up  and  are  not  further  included  in  this 
study.  An  additional  operative  patient  had  detach- 
ment of  his  flap  in  the  immediate  postoperative 
period,  for  which  he  refused  secondary  repair, 
and  is  thereby  excluded.  All  patients  were  Cau- 
casian. There  were  17  males  and  22  females  rang- 
ing in  age  from  4 to  36  years.  The  longest  follow- 
up period  from  time  of  operation  was  8^  years 
and  the  shortest  5J/2  weeks.  With  the  exception  of 
two  superiorly  based  flaps,  all  were  interiorly 
(Continued  on  next  page) 
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CLASSIFICATION 


DIAGNOSIS 

NUMBER 

PERCENT 

Repaired  cleft  palate 

22 

55  % 

Short  palate  or 
elongated  pharynx 

10 

25  % 

Submucous  cleft  palate 

4 

10  % 

Palotal  paresis 

4 

10  % 

TOTAL 

40 

100  % 

TABLE  2 

COMPLICATIONS 


TYPE 

NUMBER 

RESULT 

Wound  infection  in  flop 

1 

Cleared  with  ontibiotics 

Loie  partiol  dehiscence 

1 

Required  secondory  repair 

Complete  flop  seporotion 

I 

Refused  secon(Jary  repair 

ProKSysmol  ounculor 

tochycordio 

1 

Improved  on  appropriate 

cordioc  medicottons 

High  post  -op  fever 

1 

Spontoneous  remission 

Gostroenterifis 

1 

Cleored  on  symptomatic 

treotment 

TOTAL 

6 

TABLE  3 


OVERALL  INTELLIGIBILITY  RATINGS  FOR  GROUP 
BY  VOICE  RECORDINGS 


PRE 

- OPERATIVE 

POST -OPERATIVE 

RATING 

NUMBER 

PERCENT 

TOTAL 

NUMBER 

PERCENT 

TOTAL 

1 

7 

25  % 

79  % 

4 

10.2% 

2 

15 

54  % 

14 

35.8% 

3 

6 

21  % 

12 

30.5% 

4 

0 

0 X 

9 

23. 5% 

total 

CASES 

28 

100  y. 

39 

100  % 

* Includes  7 mentol  retards  or  dull  normols 

TABLE  4 


based  and  basically  of  the  Schoeborn-Rosenthal 
type.  We  noted,  as  have  others,  that  with  the 
passage  of  time  there  has  been  little  variation  in 
anatomic  position  or  physiologic  activity  between 
the  differently  based  flaps^’  In  most  instances 
the  resultant  donor  defect  of  the  flap  was  closed 
surgically.  In  all  cases  involving  cleft  palates  the 
flap  operations  were  done  as  secondary  proce- 
dures. 

The  general  clas.sification  of  patients  so  treated 
is  shown  in  Table  2.  It  should  be  pointed  out  that 
nine  patients  were  considered  to  be  either  dull 
normal  or  mentally  deficient  by  psychological 
testing.  In  addition  over  one  half  of  the  operative 
cases  had  previously  undergone  tonsillectomy  and 
adenoidectomy  with  the  e.xpress  purpose  of  ‘'im- 
proving si>eech’’. 

Approximately  60  per  cent  of  the  group  were 
found  to  have  some  form  of  hearing  problem  pre- 
operatively.  The  total  duration  of  speech  therap\- 
varied  from  one  month  to  20  3^ears,  while  that 
given  only  ix)stoperativel3'  ranged  from  one  month 
to  four  years.  Twenty-six  of  the  operations  were 
performed  by  the  house  staff,  while  the  remaining 
cases  were  distributed  between  two  staff  physi- 
cians. No  bleeding  problem  occurred,  and  no 
jmtient  required  tracheostomy.  Those  complica- 
tions which  did  occur  and  their  outcome  are 
shown  in  Table  3 The  average  hospital  stay 
was  6.5  days. 

RESULTS 

When  the  ratings  of  the  two  types  of  listeners 
(professional  speech  therapists  or  untrained 
listeners)  were  averaged  and  compared,  it  was 
noted  that  in  general  the  therapists  tended  to 
score  slightly  lower,  although  this  was  not  a sig- 
nificant difference.  None  of  the  six  listeners  dis- 
agreed by  more  than  one  rating  level  on  any 
patient  and  all  eight  of  the  normal  voices  were 
given  the  best  intelligibility  rating  by  all  listeners. 

A.  Results  for  the  Entire  Group:  The  pre- 
operative ratings  for  those  28  patients  who  had 
preoperative  recordings  are  shown  in  Table  4. 
Seventy-nine  per  cent  scored  in  the  lower  cate- 
gories, while  21  per  cent  were  rated  3,  and  none 
were  in  the  highest  category.  The  postoperative 
ratings  for  the  entire  group  of  39  patients  indicate 
that  54  per  cent  fell  into  the  two  highest  levels. 
Seven  of  the  nine  low  IQ  patients  were  among 
those  who  scored  in  the  two  lowest  groups. 

B.  Comparison  of  the  Preoperative  Recording 
Group:  Considering  only  that  group  of  28  pa- 
tients (Table  5)  who  had  available  both  pre-  and 
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postojiarative  voice  recordings  and  comparing 
their  ratings  before  and  after  the  flap  operation, 
64  per  cent  bettered  their  ratings,  over  10  per 
cent  became  worse,  and  25  per  cent  did  not 
change.  It  is  also  to  be  noted  that  over  half  of 
the  group  who  did  not  change  were  low  IQ  pa- 
tients, as  was  one  of  the  group  which  became 
worse. 

(C.)  Duration  of  Speech  Therapy.  Much  of 
the  speech  therapy  received  prior  to  the  flap 
operation  was  found  to  have  been  given  only 
sporadically.  (Table  6.)  That,  however,  received 
following  the  operation  was  on  a more  controlled 
basis  and  in  most  instances  was  administered  by 
our  Hearing  annd  Speech  Center  personnel  or  in 
training  centers  known  to  them.  For  comparison 
in  this  study,  therefore,  we  have  used  only  that 
therapy  given  in  the  postoperative  period.  When 
the  final  intelligibility  ratings  are  reviewed  in 
terms  of  the  duration  of  postoperative  speech 
therapy,  no  consistent  correlation  was  found. 
.\mong  jmtients  receiving  nine  or  less  months  of 
therapy  there  were  as  many  ix)or  results  (30.8 
per  cent)  as  there  were  good  (30.8  per  cent). 
Similarly,  in  reviewing  the  results  of  patients  who 
had  15  or  more  months  of  therapy,  12.8  per  cent 
fell  into  the  low  ratings  of  one  and  two  while 
7.7  per  cent  were  among  the  better  ratings  three 
and  four. 

(D.)  Time  Elapsed  Since  Surgery.  When 
considering  only  the  amount  of  time  elapsed 
(Table  7)  since  the  o|)eration  while  disregarding 
the  amount  of  speech  therapy,  again  little  direct 
correlation  was  noted.  Among  those  patients  who 
were  less  than  21  months  since  the  operation  30.8 
per  cent  received  low  ratings  while  28.2  per  cent 
had  high  ratings.  For  those  who  were  33  months 
or  longer  from  the  time  of  operation,  10.3  per 
cent  received  low  ratings  and  15.4  per  cent  fell 
into  the  higher  or  better  groups. 

(E.)  Age  at  the  Time  of  Operation'.  Age  at 
time  of  the  operation  (Table  8)  seemed  to  make 
little  difference  in  the  overall  outcome  of  intelli- 
gibility. Those  operated  upon  at  a younger  age 
(less  than  12)  showed  30.8  per  cent  with  the  low- 
est scores  and  38.4  per  cent  in  the  higher.  For 
those  who  were  over  12  years  of  age  at  operation, 
similar  percentages  (15.4  per  cent)  were  in  the 
lower  and  higher  intelligibility  rating  groups. 

F.  Measured  “Gap”  Distances  on  Roentgeno- 
graphic  Studies'.  Using  the  soft  palate  to  poster- 
ior pharyngeal  wall  distance  in  centimeters  upon 
(Continued  on  next  page) 


CHANGE  OF  INTELLIGIBILITY  RATINGS  FROM  PRE  TO  POST -OP. 
BASED  ON  VOICE  RECORDINGS 


DECREASED  FROM 

UNCHANGED  FROM 

INCREASED  FROM 

RATING 

PRE'OP 

LEVEL 

PRE -OP 

LEVEL 

PRE-OP  LEVEL 

NUMBER 

PERCENT 

NUMBER 

PERCENT 

NUMBER 

PERCENT 

3 

10  X 

4 

14.3% 

2 

I 

3.6  % 

4 

14.3% 

1 1 

39.3% 

3 

2 

7.1  % 

0 

0 % 

3 

10.7% 

4 

0 

0 % 

0 

0 % 

TOTAL 

3 

1 0.7  % • 

7 

25.0%** 

le 

64  3% 

* This  combined  group  contains  I low  10  potient 
««■  This  combined  group  contains  4 low  I.  Q.  patients 


TABLE  5 


COMPARISON  OF  DURATION  OF  POST-OP  SPEECH  THERAP'' 
AND  POST-OP,  INTELLIGIBILITY  RATINGS 


RATING 

0-4 

NUMBE 

5-9 

:R  OF  M0^ 

10  - 14 

JTHS 

15  - 19 

20  -24 

1 

1 

1 

0 

0 

2 

2 

4 

6 

1 

2 

1 

TOTAL 

1 a 2 

!2  - 30.8  % 

5 - 12.8  % 

3 

6 

1 

3 

1 

1 

4 

2 

3 

3 

1 

0 

TOTAL 

3 8 4 

12  -30.8  % 

3-7.7  % 

TABLE  6 


POST -OP.  INTELLIGIBILITY  RATINGS  COMPARED  TO 
TIME  ELAPSED  SINCE  SURGERY 


NUMBER  OF  MONTHS 

RATING 

0-10 

11  -21 

22-32 

33-43 

44  or  over 

1 

2 

0 

1 

0 

1 

2 

7 

3 

1 

0 

3 

TOTAL 

1 a 2 

12  -30.8  % 

4 — 1 

0.3  % 

3 

5 

2 

2 

2 

1 

4 

0 

4 

2 

0 

3 

TOTAL 

3 8 4 

1 1 - 28.2  % 

6 - 15  4 % 

TABLE  7 
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phonating  the  ‘‘dah"  sound”,  comparisons  (Table 

9)  were  made  with  the  intelligibility  ratings  made 
on  the  preoperative  voice  recordings.  Thirty-three 
per  cent  of  the  patients  in  the  two  less  intelligible 
groups  had  "gaps”  of  less  than  1.0  cm,  while  45 
per  cent  of  these  lower  rated  patients  had  ‘‘gaps’’ 
of  more  than  1.0  cm.  Based  only  on  ratings  of 
the  preoperative  recordings,  it  was  also  noted 
that  the  more  intelligible  patients  demonstrated 
little  difference  (8.5  per  cent  versus  12.5  per  cent) 
whether  or  not  their  gap  distances  were  greater 
or  less  than  1.0  centimeter.  When  we  compare 
the  post-flap  intelligibility  ratings  with  the  pre- 
operative cephalometric  x-ray  findings  of  gap  dis- 
tances, more  than  twice  as  many  of  the  less  intel- 
ligible groups  (32.2  per  cent)  had  gaps  greater 
than  one  centimeter  as  did  those  with  less  than 
one  centimeter  (12.9  per  cent).  Xo  correlation 
of  gap  distance  and  intelligibility  rating  could  be 


COMPARISON  OF  POST -OP  INTELLIGIBILITY  RATINGS  B 
AGE  AT  TIME  OF  OPERATION 


RATING 

0-5 

AGE  G 

6-11 

ROUPS 

12  - 17 

16  and  over 

1 

0 

3 

0 

1 

2 

2 

7 

0 

5 

TOTAL 

I a 2 

12  - 30.8  % 

6 - 15  4 % 

3 

5 

3 

2 

2 

4 

' 

6 

1 

1 

TOTAL 

3 8 4 

15-38.4  % 

6 -15.4  % 

TABLE  8 


found  when  evaluating  the  more  intelligible 
groups  (29  per  cent  less  than  1.0  cm.  versus  25.9 
per  cent  greater  than  1.0  cm.).  When  correlations 
were  attempted  using  gap  distances  of  greater  or 
less  than  0.6  cm.,  similar  findings  were  obtained. 

(G.)  Index  of  Closure:  Contrar}'  to  our  ex- 
pectations, there  were  as  many  individuals  (Table 

10)  who  were  given  higher  intelligibility  ratings 
and  the  lowest  closure  index  as  there  were  indi- 
viduals with  the  highest  closure  index.  In  addition, 
more  than  twice  as  many  of  the  more  intelligible 
patients  were  in  the  tw'o  lowest  index  groups. 

(H.)  Hearing  Problems  Following  the  Flap 
Operation:  The  degree  and  extent  of  hearing 
problems  associated  with  flap  operation  (Table 

11)  is  difficult  to  assess.  However,  based  on  the 
hearing  problems  noted  in  our  clinical  records, 
supplemented  by  the  otolaryngologic  examination 

(Continued  on  Page  461) 

COMPARISON  OF  POST  - OP.  INTELLIGIBILITY  RATINGS 
WITH  CLOSURE  INDEX 


RATING 

.14  - .27 

INDEX 

.28  -.41 

5ROUPS 

.42  -.55 

.56  - .69 

1 

2 

1 

1 

0 

2 

3 

3 

4 

4 

TOTAL 

1 a 2 

9 - 23.1  % 

9 - 23.1  % 

3 

2 

7 

1 

2 

4 

5 

2 

• 

TOTAL 

3 8 4 

15  - 38.4  X 

6 - 15.4  % 

TABLE  10 


PRE  AND  POST -OP.  INTELLIGIBILITY  RATINGS  COMPARED 
WITH  VELOPHARYNGEAL  GAP  DISTANCES  ON 
LATERAL  STATIC  CEPHALOMETRIC  X-RAYS 


RATING 

PRE -OP 

< 1.0  cm 

ERATIVE 

> 1.0  cm. 

POST  -0 

< 1.0  cm 

PERAT1VE 

> 1.0  cm 

1 

4 

3 

1 

3 

2 

4 

8 

3 

7 

8-33% 

It  - 4 5.9% 

4 -12.9% 

10  -32.2  % 

3 

2 

3 

5 

5 

4 

0 

0 

4 

3 

2 -8  3 % 

3-12  5 % 

9 - 29  % 

8-25  9 % 

total 

24 

3 1 

TABLE  9 


HEARING  PROBLEMS  ASSOCIATED  WITH 
PHARYNGEAL  FLAP  OPERATIONS 


STATUS 

NUMBER 

PERCENT 

Normal  pre  B posf-op 

16 

41  % 

Problems  unchanged 

2 

5.2  % 

Less  problems 

12 

(8  Coses  serous  otitis) 

30.8  % 

More  problems 

9 

(7  Coses  serous  otitis) 

23  % 

TOTAL 

39 

100  % 

TABLE  11 
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Rehabilitation  in  Coronary  Heart  Disease 


The  Benefits  of  Exercise  in  Prevention^ 
Treatment,  and  Rehabilitation  are  Dis- 
cussed 


By  Mohamed  Kakvan,  M.D. 

It  is  generally  accepted  that  over  the  years 
there  has  been  a decrease  in  daily  physical  effort 
in  the  populations  living  under  conditions  of  mod- 
ern western  civilization.  Coincidentally  with  this 
the  overall  incidence  of  coronary  heart  disease 
has  increased.  Equally  accepted  is  the  biological 
principle  of  Roux^  that  body  organs  are  main- 
tained and  developed  by  the  stress  of  function. 
This  principle  also  applies  to  the  heart  of  man. 
Lack  of  physical  activity  leads  to  decreased  func- 
tion and,  therefore,  to  some  degree  of  atrophy 
w'hich  may  lead  to  myocardial  disease.  Conversely, 
physical  activity  by  causing  stress  on  the  myo- 
cardium may  produce  better  myocardial  vasculari- 
zation. This  paper  is  concerned  with  the  use  of 
physical  activity  in  the  treatment  and  rehabilita- 
tion of  patients  with  coronary  heart  disease  and 
myocardial  infarction. 

INTRODUCTION 

Despite  widespread  interest  in  physical  rehabili- 
tation for  cardiac  patients,  there  are  still  no 
standardized  guide-lines  with  which  to  select 
patients,  nor  to  evaluate  the  progress  of  each 
subject.  An  additional  problem  that  must  be 
solved  is  the  degree  of  activity  necessary  for  a 
given  patient  considering  his  prior  state  of  physi- 
cal fitness.  This  aotivitiy  must  be  individualized 

.MOHAMED  KAKVAN,  IM.D.,  The  Miriam  Hos- 
pital {Surgical  Service)  and  Brown  University, 
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if  ma-ximum  effect  is  to  be  obtained. 

Selection  of  patients  in  the  general  physical 
fitness  course  need  not  be  limited  to  those  suffer- 
ing from  angina  pectoris  or  postmyocardial 
infarction,  since  middle  age  men  who  are  asympto- 
matic may  also  benefit  from  physical  training. 

According  to  WrighD  approximately  80  to  85 
per  cent  of  patients  surviving  an  acute  myocardial 
infarction  can  benefit  by  a program  of  physical 
exercise.  Therefore,  the  initial  steps  in  caring  for 
such  a patient  should  include  plans  for  a rehabili- 
tation program.  Hellerstein  and  Goldstone®,  using 
this  method  of  rehabilitation  for  myocardial  in- 
farction patients,  were  able  to  return  76  per  cent 
to  the  same  work  that  they  were  doing  prior  to 
their  illness. 

The  criteria  for  admission  to  a rehabilitation 
program  following  postmyocardial  infarction  are 
as  follows:  1.  interv'al  of  at  least  one  week  fol- 
lowing an  acute  myocardial  infarction;  2.  no 
signs  of  cardiac  shock;  3.  no  anginal  pain  ajt  rest; 
4.  no  untreatable  arrhythmias;  5.  no  intractable 
congestive  heart  failure;  and  6.  motivation  to  re- 
main productive. 

The  high  incidence  of  coronary  heart  disease, 
particularly  in  sedentary-'  ^ males,  makes  the 
average  businessman  annd  the  professional  person 
particularly  prone  to  this  disorder.  Unfortunately, 
this  disease  often  causes  death  and  disability  dur- 
ing the  most  productive  years  of  their  lives.  There- 
(Continued  on  ne.xt  page) 
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lore,  a vigorous  national  program  of  physical  fit- 
ness could  do  much  to  prevent  myocardial  infarc- 
tion in  this  segment  of  the  population  on  whom 
a country  depends  both  for  economic  and  scien- 
tific progress. 

Some  of  the  adverse  effects  of  complete  bed 
rest  following  myocardial  infarction  are  as  follows: 
1.  a general  deconditioning  affecting  both  body 
muscle  mass  and  physiological  processes;  2.  the 
boredom  and  impatience  created  by  the  slow 
passage  of  time  under  these  circumstances;  3.  the 
depression  and  an.xiety  often  resulting  from  en- 
forced bed  rest  which  may  be  interpreted  by  the 
patient  as  indicating  that  he  has  now  become  a 
permanent  cardiac  invalid;  and  4.  the  tensions 
frequently  associated  with  the  transition  from  long 
bed  rest  to  physical  activity,  requiring  close  super- 
vision. 

Since  physical  training  and  rehabilitation  may 
decrease  or  eliminate  these  adverse  effects,  they 
should  be  strongly  considered  in  every  patient 
following  an  acute  myocardial  infarction. 

METHODS  OF  THERAPY  IN  CORONARY 
HEART  DISEASE 

Basically  there  are  three  methods  of  therap\' 
in  coronary  heart  disease:  1.  medical;  2.  surgical; 
and  3.  physical  rehabilitation. 

I'he  first  two  methods  will  be  discussed  briefl\’ 
with  emphasis  on  the  method  of  physical  rehabili- 
tation. 

Medical  Therapy  In  Coronary  Heart  Disease 

The  medical  treatment  of  coronary  heart 
disease  centers  around  the  specific  treatment  of 
the  manifestations,  such  as  heart  failure,  myo- 
cardial infarction,  angina  pectoris,  or  arrhythmias. 

(General  recommendations  from  a medical 
standpoint  include  the  following;  1.  Weight  re- 
duction if  the  patient  is  overweight;  2.  a general 
low-fat  diet,  especially  if  the  patient  exhibits  signs 
of  hypercholesterolemia  (A  low-carbohydrate 
diet,  of  course,  would  be  necessary’  in  those  ex- 
hibiting hypertriglyceridemia  as  in  the  diabetic 
l)atient);  3.  the  use  of  antihypertensive  medica- 
tion in  those  patients  exhibiting  elev'ation  in  the 
diastolic  blood  pressure;  4.  the  avoidance  of 
smoking;  and  5.  the  avoidance  of  emotional  stress, 
with  sedation  as  necessary. 

Surgical  Treatment 

Surgical  therapy  is  most  beneficial  under  the 
following  circumstances: 

1.  Chronic  myocardial  ischemia  with  intract- 
able angina.  In  this  case  the  following  methods 
have  proved  helpful; 


a.  \'ineburg  procedure  as  well  as  other  similar 
methods  of  revascularization  of  the  myocardium. 

b.  Systemic  coronary  anastomoses. 

c.  Coronary  endarterectomy. 

d.  The  use  of  electrical  pacemaker  in  those 
patients  e.xhibiting  complete  heart  block  or  second- 
degree  block  with  bradycardia. 

e.  Repair  of  ventricular  aneur>^sms  to  increase 
cardiac  output. 

2.  The  surgical  treatment  of  complications  of 
acute  myocardial  infarction  may  also  be  indi- 
cated : 

a.  Assisted  circulation  in  patients  with  cardio- 
genic shock. 

b.  Repair  of  a ventricular-septal  defect  pro- 
duced b\'  septal  infarction. 

c.  Repair  or  valv^e  replacement  in  reture  of 
the  chordae  tendineae. 

Physical  Training  and  Rehabilitation  in 
Patients  With  Coronary  InsuflFiciency 

The  following  baseline  studies  should  be  ob- 
tained prior  to  admittance  into  a physical  fitness 
training  program:  A complete  physical  examina- 
tion including  testing  b\-  bicycle  ergometer®, 
treadmill,  or  stairway  walking  to  determine 
changes  in  pulse  rate  and  electrocardiogram.  Addi- 
tional laboratory  studies  should  include  a sedimen- 
tation rate,  serum  cholesterol,  serum  transaminase, 
and  respiratory  function  studies.  Following  the 
initial  baseline  evaluation,  training  should  com- 
mence for  a period  of  four  to  12  weeks,  three  to 
five  times  per  week.  Although  there  are  many 
methods  of  exercise,  one  that  has  been  quite  suc- 
cessful is  the  bicycle  ergometric  exercise,  alter- 
nating three  to  fiv'e  minute  periods  of  cycling  with 
three  to  five  minute  rest  periods  for  a total  of 
30  minutes.  If  the  pulse  rate  increases  beyond 
140  to  150,  the  exercise  should  be  terminated  at 
that  point.  As  soon  as  the  patient  has  become 
sufficiently  trained  in  this  method,  he  is  able  to 
continue  on  his  owm  without  supervision. 

Another  method  which  is  quite  practical  for 
rehabilitation  includes  walking  daily  during  the 
mid-day  break  approximately  1^  to  two  miles. 
This  method  has  been  advocated  by  Doctor  Paul 
Dudley  White’.  The  distance  the  patient  walks 
initially,  of  course,  depends  on  his  coronary  capa- 
city. This  method  is  also  quite  useful  in  preven- 
tive medicine  and  should  certainly  be  avocated 
on  a wide  basis.  A distinguished  physician  in  our 
hospital  who  is  over  85  years  of  age  and  had  re- 
quired nitroglycerin  tablets  for  frequent  angina 
attacks  underwent  a program  of  gradual  increase 
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in  walking  exercise.  During  the  past  year  he  has 
not  required  nitroglycerin  tablets  and  is  virtually 
free  of  angina  pectoris. 

Postmyocardial  Rehabilitation  Methods 

The  initial  treatment  of  the  i)atient  with  an 
acute  myocardial  infarction  should  commence 
while  the  patient  is  still  in  bed  and  centers  around 
the  psychosocial  aspects  of  the  patient’s  ill- 
ness*’’’. 

An  attempt  must  be  made  to  place  the  patient 
both  at  physical  and  psychological  rest.  This  is 
often  difficult  in  a person  who  has  been  active 
and  is  under  ithe  tensions  and  anxieties  of  an  acute 
myocardial  infarction.  Since  many  patients  take 
on  a hopeless  attitude  of  desi>air  with  a feeling  of 
complete  invalidism,  it  is  important  to  stress  early 
in  the  program  of  rehabilitation  that  the  aim  is 
to  rehabilitate  the  patient  completely  so  that  he 
may  return  to  his  usual  occupation  with  only 
minor  limitations. 

An  attempt,  of  course,  must  be  made  to  make 
the  patient  aware  of  any  physical  limitations  that 
may  persist  after  his  period  of  rehabilitation  and 
convalescence. 

Physical  Rehabilitation  During  The 
Hospitalization  For  Myocardial  Infarction 

The  start  of  physical  exercise  may  actually 
commence  as  early  as  the  third  day  after  myo- 
cardial infarction.  A detailed  method  of  exercises 
will  be  outlined  later  in  this  paper.  It  is  very 
important  during  the  early  phases  of  exercise  to 
pay  close  attention  to  the  following  criteria: 

A.  Pulse  Rate'.  The  pulse  must  be  recorded 
three  times  during  each  treatment,  first  before 
starting  the  exercise  period,  at  the  mid  point  of 
the  most  strenuous  part  of  the  activity,  and  after 
a three-minute  rest  period  following  the  activity. 
If  at  any  time  there  is  an  increase  of  more  than 
20  beats  per  minute,  this  should  be  reported  to 
the  physician  in  charge  immediately.  .Any  further 
activity  would  then  be  resumed  only  upon  a phy- 
sician’s recommendation. 

B.  Monitoring  Respirations'.  The  character 
and  rate  of  respiration  should  be  noted  and  any 
unusual  change  reix)rted  to  the  physician  in 
charge.  Any  complaint  of  severe  dyspnea  or  dizzi- 
ness would,  of  course,  also  be  reported  immedi- 
ately. 

C.  Pain'.  Any  angina  type  pain  or  precordial 
oppression  occurring  during  a period  of  activity 
would  necessitate  immediate  discontinuance,  and 
the  fact  w'ould  be  reported  at  once  to  the  physician 
in  charge. 


The  physical  therapist  would  use  discretion  in 
discontinuing  exercise  whenever  any  unusual  sign 
of  symptom  developed. 

A Detailed  Exercise  Program  During  Various 
Phases  of  Rehabilitation  In  Myocardial 
Infarction’^ 

First  Week — The  patient  is  initially  trained  in 
methods  of  relaxation.  Self-feeding  is  then  initi- 
ated. A bedside  commode  may  then  be  used  with 
assistance.  On  the  third  day  physical  therapy 
commences  initially  with  diaphragmatic  breathing 
exercises  followed  by  hand,  elbow,  and  knee  flex- 
ions and  extension  five  to  10  times  per  day. 

Second  Week — Occupational  therapy  com- 
mences in  the  second  week  at  the  bedside  with 
minimal  exertion.  Physical  therapy  includes  exer- 
cises with  the  addition  of  isometric  contractions 
of  the  gluteal  muscles  repeated  10  times  twice  a 
day.  By  the  end  of  the  second  week  active  exer- 
cises of  the  shoulders  are  begun. 

Third  Week — In  the  third  week  the  exercises 
from  the  second  week  are  continued.  In  addition, 
the  patient  is  allowed  to  sit  in  a chair  from  60 
to  90  minutes  twice  a day  and  is  able  to  exercise 
while  sitting  in  a chair. 

Fourth  Week — In  addition  to  the  exercises  as 
mentioned  in  the  third  week,  the  patient  is  al- 
lowed out  of  bed  and  is  able  to  walk  by  the  bed 
five  minutes  twice  a day. 

Fifth  Week — The  patient  is  allowed  bathroom 
privileges  as  well  as  continuing  the  exercises  as 
mentioned  above.  He  is  able  to  wash  himself, 
shave,  and  use  the  toilet  and  shower. 

Sixth  Week — Progressive  walking  increasing 
distances  at  the  discretion  of  the  cardiologist  is 
initiated. 

Seventh  Week — During  this  week  the  patient’s 
tolerance  test  is  completed,  and  he  begins  graded 
increases  in  his  physical  therapy  at  the  recom- 
mendation of  the  cardiologist.  The  e.xercise  toler- 
ance test  is  necessary  to  assess  improvement  in 
the  patient's  condition  and  cardiac  status.  One 
method  of  testing  e.xercise  tolerance  is  described 
l)y  Bruce-’.  Briefly  this  method  entails  walking 
on  a treadmill  at  1.7  miles  per  hour  on  a 10  de- 
gree grade.  The  exercise  testing  must  initially 
take  place  in  the  presence  of  a cardiologist  with 
continued  electrocardiographic  monitoring  by  use 
of  a left  precordial  lead.  The  exercise  must  be  dis- 
continued promptly  whenever  any  of  the  follow- 
ing abnormalities  appear:  1.  any  degree  of  is- 
chemia as  evidence  by  depression  of  the  RST 
(Continued  on  next  i)age) 
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segment;  2.  tachycardia  exceeding  150  per  min- 
ute; 3.  failure  during  exercise  to  increase  systolic 
blood  pressure  by  at  least  10mm  Hg.  above  the 
resting  level:  4.  arrhythmias;  5.  severe  dyspnea; 
and  6.  signs  of  cerebral  hypoxia. 

In  the  event  of  any  of  the  above  abnormalities, 
the  patient  should  be  placed  in  a sitting  position 
with  continuous  electrocardiographic  recording 
until  symptoms  and  abnormalities  have  subsided. 

After  the  initial  exercise  tolerance  test,  the 
patient  is  classified  according  to  the  functional 
and  therapeutic  method  of  the  New  York  Heart 
Association.  Following  the  initial  exercise  toler- 
ance testing,  the  patient  is  instructed  by  his  car- 
diologist as  to  means  of  progressive  exercise  and 
is  also  instructed  not  to  exceed  a given  heart 
rate  during  any  exercise  period. 

Progress  during  the  integrated  exercise  program 
is  documented  by  keeping  records  of  the  pulse 
rate  at  rest,  during  activity,  and  after  each  activ- 
it}-.  These  records,  as  well  as  the  records  of  the 
patient's  exercise  tolerance  testing,  will  become 
a permanent  part  of  the  hospital  chart  of  each 
patient. 

The  cardiologist  in  charge  of  the  patient  can 
then  study  these  records  and  objectively  advise 
whatever  limitations  of  physical  activity  are  nec- 
essary. In  addition,  the  ability  of  the  patient  to 
return  to  his  premyocardial  infarction  employment 
can  be  evaluated". 

Following  discharge  from  the  hospital  the 
patient  is  instructed  to  return  at  monthly  intervals 
to  be  seen  by  the  cardiologist.  At  this  time  the 
patient’s  progress,  adherence  to  the  dietary  and 
exercise  program,  and  current  activities  are  re- 
corded. An  electrocardiogram  is  taken,  and  a 
serum  cholesterol  determination  is  also  obtained. 

In  this  way,  the  patient’s  dietary,  exercise,  and 
employment  situation  can  be  modified  at  monthly 
intervals  if  necessary. 

DISCUSSION 

Evaluating  the  efficacy  of  physical  training  pro- 
grams as  described  above  is,  to  say  the  least,  diffi- 
cult. Many  modes  of  therapy  may  be  started  both 
preceding  annd  during  the  course  of  the  physical 
fitness  program.  For  example,  patients  may  be 
instructed  to  lose  weight,  stop  smoking,  change 
their  stressful  environments,  and  go  on  a reduced 
cholesterol  diet.  In  addition,  patients  with  hyper- 
tension would  of  course  be  treated  with  anti- 
hypertensive drugs  to  bring  their  pressure  under 
control.  Improvement  may  be  linked  to  any  one 


of  the  above  modes  of  therapy.  In  addition,  there 
are  psychological  factors  involved  in  an  exercise 
program  which  may  make  the  patient  try  harder 
annd  improve  subjectively. 

In  spite  of  the  difficulty  in  the  long-term 
studies  that  will  be  necessarj^  to  document  better 
the  beneficial  effects  of  physical  fitness*®,  there 
is  a growing  body  of  material  by  well-known  and 
respected  authors  strongly  suggesting  the  benefits 
of  such  a program**. 

From  a physiological  standpoint,  it  is  known 
that  exercise  can  decrease  myocardial  oxygen  con- 
sumption*®, increase  coronary  blood  supply  by 
forming  a collateral  circulation,  decrease  periph- 
eral resistance*®  thereby  increasing  tissue  perfu- 
sion, cause  a decrease  in  heart  rate*^’  *®’  *^  asso- 
ciated mth  increased  stroke  volume*®’  and 

increase  working  capacity  of  the  heart*®’  Since 
all  of  these  physiological  changes  would  appear  to 
be  beneficial,  it  is  difficult  to  dismiss  the  value 
of  physical  fitness  in  both  treating  and  preventing 
myocardial  infarction. 

CONCLUSIONS 

Accumulating  evidence  strongh’  indicates  the 
benefits  of  physical  fitness  and  training  in  pre- 
venting myocardial  infarction,  treating  coronary 
heart  disease®®,  and  rehabilitating  patients  follow- 
ing acute  myocardial  infarctions. 

The  possible  beneficial  effects  of  such  a pro- 
gram on  the  general  economy  and  progress  of  a 
country  in  which  coronary  heart  disease  is  preva- 
lent should  be  very  strongly  considered.  The 
prompt  implementation  of  such  a national  pro- 
gram seems  desirable. 
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The  Physician’s  Obligation  to  the  Development  of 
Managerial  Skills  in  Health  Care  Facilities 


Broader  Management  Responsibilities  of 
Physicians  in  Current  Health  Care  Sys- 
tem Necessitate  Self-education  in  Man- 
agement Science  and  Active  Participation 
in  Management  Development  Programs 


By  John  S.  Spratt,  Jr.,  M.D. 

In  Maimonides’  intrepretation  of  the  first  aphor- 
ism of  Hippocrates,  it  is  clearly  evident  that  the 
physician  has  always  had  managerial  responsibility.^ 
Medicine  has  always  absorbed  new  sciences  rele- 
vant to  its  goals,  but  modern  management  science 
itself  has  been  late  in  permeating  the  medical  field 
when  compared  to  other  current  human-technolog- 
ical enterprises.  Most  physicians  have  learned  man- 
agement science  sketchily  through  necessity  through 
accidental  on-the-job  association  with  good  manag- 
ers or  through  the  application  of  a few  management 
techniques  acquired  from  a consultant.  Physicians 
as  a group  have  not  utilized  established  manage- 
ment techniques  to  discharge  their  medical  respon- 
sibilities to  society  or  to  individual  patients  as 
effectively  as  might  be  possible. 

This  paper  considers  the  extent  to  which  physi- 
cians might  enhance  their  managerial  skills  and  the 
managerial  skills  of  their  associates  with  existing 
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resources.  The  categories  of  personnel  classified  as 
“managers”  vary  with  the  size  of  a health  care 
facility.  For  the  purposes  of  this  report,  any  pro- 
fessional departmental  head  or  supervisory  em- 
ployee below  the  joint  conference  committee  level 
is  considered  a “middle  manager.”  A member  of 
the  governing  body,  the  chief  of  the  medical  staff 
and  the  administrator,  functioning  as  a joint  con- 
ference committee,  are  regarded  as  the  typical  ex- 
ample of  top  management  representatives  in  a 
health  care  facility.  They  must  stimulate  the  de- 
velopment of  managerial  skills  from  the  institution’s 
existing  resources  to  carry  forward  the  owner’s  ob- 
jectives. The  owners  may  be  nonprofit  trustees, 
government  or  proprietary  agencies.  The  top  man- 
agement representatives  must  establish  the  priorities 
for  resources  utilization  intended  to  meet  the  own- 
er’s objectives  and  supply  the  consumer  public 
needs. 

The  goals  for  any  management  development  pro- 
gram are  to  increase  the  basic  managerial  effective- 
ness and  skills  among  existing  personnel  through 
policy  changes  and  education.  The  objectives  for 
management  should  be  stated  in  a way  amenable 
to  quantitative  assay  to  evaluate  the  need  for  an 
impact  of  the  program.^^  To  do  this,  it  is  desirable 
(Continued  on  next  page) 
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to  decide  upon  parameters  by  which  management 
achievement  can  be  derived  from  a literary  and 
consultative  review  and  preliminary  survey  of  the 
facility  in  question.  All  members  of  the  health  fa- 
cility management  team  should  be  cognizant  of  the 
fact  that  education  and  revision  of  policy  must 
begin  at  the  top.  Otherwise,  frustration  will  be  crea- 
ated  when  better  management  skills  are  introduced 
into  an  environment  that  has  not  been  prepared  for 
change.  This  begins  with  self-education  in  current 
management  techniques.  Management  is  considered 
in  its  broadest  connotation  and  should  be  differen- 
tiated from  basic  business  functions. 

REVIEW  OF  THE  LITERATURE 

in  reading  all  current  management  literature,  one 
prevailing  theme  is  detected.  Certain  basic  manage- 
ment principles  exist  that  are  applicable  to  any 
industry,  including  the  hospital  and  health  care  in- 
dustry.^ **  The  identification  of  these  principles  and 
expression  of  them  in  explicit  measurable  form  is 
the  crux  of  industrial  engineering  and  management 
science.  Industrial  engineering  also  pays  heed  to 
human  factors  and  draws  heavily  on  behavdoral 
sciences  to  avoid  human  frustration  and  to  achieve 
human  satisfaction  among  producers.  Industries  and 
health  care  facilities  not  paying  heed  to  these  prin- 
ciples will  not  stay  competitiv’e  in  the  future  and 
will  be  continuall}'  wasteful  of  available  resources. 

The.se  principles  are  slowly  permeating  health 
care  facilities.  However,  a vast  amount  of  experi- 
ence in  the  beneficial  effect  they  ultimately  will 
have  has  not  yet  fully  accumulated.  For  this  study, 
references  have  been  selected  regarding  the  basic 
principles  of  management  proven  in  other  indus- 
tries and  situations  are  given  with  respect  to  the 
ai)plication  of  managerial  knowledge  within  health 
care  facilities. 

The  literature  on  management  skills  has  become 
vast  since  Machiav^elli  wrote  the  first  analysis  of 
management  objectives  with  insight  into  human 
behav'ior.'^  During  the  past  50  years,  an  exponential 
increase  in  management  literature  probably  has  oc- 
curred. Better  business  methods  are  required  to  re- 
duce costs  or  to  insure  that  moneys  are  spent  with 
the  maximum  degree  of  busine.ss  efficiency.  Man- 
agement by  objective  is  becoming  a fundamental 
ai)proach  to  any  problem.'’  Such  an  approach  results 
in  the  fusion  of  many  objectives  of  individuals  and 
institutions  through  education,  motivation  and  com- 
mon economic  interests.^”'" 

Basically,  management  philosophy  has  evolved 
along  both  authoritarian  and  behavioral  channels. 


The  behavioral  approach  to  management  has  evol- 
ved more  recently  in  dynamic,  often  publicly-owned, 
business  dealing  with  large  numbers  of  people  with- 
in and  without  the  organization.”’’^  The  labor 
union  movement  and  the  demands  of  complex  tech- 
nology have  accelerated  the  introduction  of  better 
approaches  to  management  problems.  Through  sci- 
entific management,  and  understanding  has  devel- 
oped for  the  important  relations  of  human  factors 
to  productivity.  Extensive  studies  by  behavioral 
scientists,  sociologists,  psychologists,  industrial  en- 
gineers and  management  experts  have  made  the  be- 
havioral and  participative  approach  to  management 
much  more  systematic  and  effective.’^  The  use  of 
observations  from  the  behavioral  sciences  seems  to 
be  particularly  imjx)rtant  in  the  management  poli- 
cies of  health  care  facilities.  Any  health  care  fa- 
cility can  be  classified  as  a highl}^  developed  com- 
plex organized  social  system  composed  of  many 
complexly  organized  and  interrelated  groups  of 
people.  These  newer  approaches  require  the  intro- 
duction into  the  managerial  milieu  of  hospitals  and 
other  health  care  institutions  of  work-study-man- 
agement  techniques  made  more  explicit  by  behav- 
ioral sciences  and  engineers  and  proven  in  industry. 

8.9.13-18 

The  process  of  management  development  in  any 
business  has  certain  characteristics  in  common.  The 
rigid  professionalism  in  the  health  care  industry 
makes  management  development  somewhat  more 
difficult,  but  certainly  not  impossible.^’’^’’®'^'*  Top 
management  of  any  health  care  facility  must  ac- 
cept the  fact  that  the  cost  of  such  a development 
program  is  equiv’alent  to  a beneficial  investment  in 
“human  capital. The  measurable  variables 
that  affect  the  development  include  (1)  the  man- 
ager’s ability  to  learn,  (2)  the  attitudes  and  skills 
of  managers,  (3)  the  immediate  associates  whose 
attiutdes  are  affected  by  informal  expectations, 
precedents  and  tradition  and  (4)  the  formal  auth- 
oritv’  system  which  may  bend  slowly  to  accomodate 
newer  management  concepts.  To  be  effective,  de- 
velopment plans  must  take  into  account  many  fac- 
tors in  the  planning  stage  of  a managerial  dev’elop- 
ment  program  so  that  barriers  are  anticipated  and 
circumvented  or  changed  with  the  least  friction  in 
the  final  plan.  These  parameters  w’hich  define  goals 
of  propo.sed  managerial  development  must  be  stated 
in  a way  that  can  be  quantified  by  surveys  before 
and  after  changes  are  introduced 

•22-2(i 

The  management  survey  must  provide  good  data 
on  the  existing  management  personnel — their  edu- 
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cation  background,  job  experience,  continuing  edu- 
cation, chances  for  advancement,  rate  of  retirement 
and  personnel  deficits  in  the  existing  organizational 
struoture.-’**  These  data  are  needed  to  define  the 
existing  and  potential  management  needs  of  the  fa- 
cility. The  development  program,  to  be  realistic, 
must  be  oriented  toward  these  needs.  Where  pos- 
sible, the  program  should  channel  and  develop  in- 
dividuals to  meet  future  needs  based  on  skill  and 
leadership  requirements  created  by  the  health  care 
facilitj^  mission  and  objectives.  The  ideal  conditions 
for  the  development  of  managers  in  business,  as 
stated  by  House, are  adaptable  to  medical  ad- 
ministrative environments,  as  follows: 

Ideal  Conditions  for  Development  of  Managers 

1.  Managers  at  all  levels  in  the  organization 
understand  'the  overall  objectives  of  the  business. 

2.  The  basic  principles,  intentions,  values,  as- 
sumptions and  beliefs  of  top  management  and  each 
manager’s  superior  are  communicated  and  under- 
stood. 

3.  The  particular  functions  or  activities  of  each 
member  of  the  organization  are  clearly  understood 
by  that  member  and  by  those  with  whom  he  deals. 

4.  Responsibility  and  authority  have  been  dele- 
gated to  the  extent  that  each  manager  is  challenged 
by  his  responsibilities  and  has  the  opportunity  to 
make  decisions  and  mistakes  and  to  profit  from 
ihese  mistakes  through  guidance  from  his  superior. 

5.  Control  and  accountability  have  been  estab- 
lished so  that  each  manager  has  adequate  informa- 
tion and  guidance  for  periodical  review  of  both  his 
own  and  his  subordinates’  performances. 

6.  Current  managerial  practices  do  not  conflict 
with  the  intent  or  prescriptions  of  the  management 
development  program. 

7.  Managers  are  willing  to  make  the  necessary 
commitment  to  change,  to  coach  their  subordinates 
and  to  learn  new  skills  themselves. 

8.  The  informal  organization  and  the  personal 
beliefs  and  attitudes  of  nonmanagerial  employees  do 
not  conflict  with  the  objectives  of  the  development 
effort. 

9.  Top  management  has  the  confidence  of  the 
members  of  the  organization,  and  it  is  viewed  as  a 
good  place  to  be  employed. 

10.  The  members  of  the  organization  are  not  ex- 
periencing anxieties  resulting  from  such  factors  as 
punitive  leadership  practices,  role  conflict,  role  am- 
biguity or  excessive  job  pressures. 

The  degree  to  which  actual  conditions  vary  from 
the  above  determines  the  degree  of  need  for  envir- 
onmental change  as  a part  of  the  development 
effort. 


To  analyze  a health  care  facility’s  management 
environment,  it  is  necessary  to  relate  the  manpx)wer 
data  derived  from  the  survey  of  personnel  back- 
grounds to  the  published  policy  structure,  currently 
established  management  practices,  formally  dele- 
gated authority  within  the  institution,  informal 
authority  structure  and  the  available  measurements 
of  performance  and  quality Efforts  to  measure 
performance  and  quality  emphasize  the  need  for  an 
industrial  engineer  as  a consultant  since  this  is  ex- 
actly what  he  is  trained  to  do.  iMost  health  care 
facilities  have  never  had  the  benefit  of  layout  plan- 
ning of  work  effort,  time  motion  studies  of  individ- 
ual employee  performance,  quality  checks  on  the 
performance  of  housekeeping  personnel  and  a vari- 
ety of  other  important  analyses.  The  engineer  needs 
to  reveiw  the  operation  from  top  to  bottom  and  all 
the  personnel  in  it.  He  can  make  a vast  number  of 
suggestions  to  the  management  regarding  changes 
that  need  to  be  made  and  management  skills  that 
need  to  be  taught  in  order  to  make  the  institution 
run  more  efficiently 

The  industrial  engineer  as  an  expert  in  conserving 
human  energy,  must  understand  the  behavioral  in- 
terrelations of  managers,  people  and  work.  He  must 
appreciate  the  importance  of  human  factors.®’’^’^^' 
Human  engineering  combines  the  principles  of 
making  a human  being  a more  efficient  worker  while 
keeping  him  strongly  motiv'ated  and  free  of  dis- 
tractions and  frustrations. 

The  entrj'  into  the  medical  environment  of  an 
engineer  or  any  other  constultant  must  be  prefaced 
by  an  educational  program.  The  program  reassures 
professional  staff,  employees  and  supervisors  that 
any  changes  recommended  by  the  engineer  and  ac- 
cepted by  management  would  be  preceded  by  an 
educational  program.  The  purjx)se  is  to  upgrade 
and  improve  the  employees  and  to  eliminate  pur- 
poseless work  and  drudgery.  It  intends  to  make 
employees  more  productive.  The  institution's  policy 
and  procedure  manual  and  the  attiutdes  of  the 
owners,  the  joint  conference  committee,  the  pro- 
fessional and  supervisory  staffs  will  have  to  be  up- 
dated to  accomodate  the  accepted  ideas  of  the  en- 
gineer or  other  managerial  consultants. 

To  avoid  misunderstanding,  the  educational  pro- 
gram of  a consultant  should  precede  any  action 
with  a statement  of  goals.  He  assures  the  supervi- 
sors that  his  role  is  a staff  role  and  not  a manager- 
ial role.  He  { 1 ) analyzes.  (2)  reviews,  (3)  trains 
and  (4)  follows  up  the  implemented  solutions  to 
determine  of  they  have  achieved  the  desired  man- 
agement objectives.  ( 5 ) He  is  not  a threat  to  any- 
( Continued  on  next  page) 
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one.  (6)  He  can  make  jobs  easier  and  an  institution 
more  efficient  and  competitive  in  the  health  care 
system. 

The  analytical  tools  used  by  the  engineer  include 
work  measurement,  work  simplification,  quality  con- 
trol, performance  evaluation,  human  relations,  ma- 
terials handling,  computers,  systems  analysis,  sta- 
tistics, queing  theory,  linear  programming,  critical 
l^ath  methods,  value  analysis  and  scheduling  theory. 
He  must  design  or  assist  in  the  designing  of  sur- 
veys to  quantitate  job  satisfaction,  attitudes  toward 
work  associates,  interdepartmental  cooperation,  or- 
ganization identification,  attitudes  toward  immedi- 
ate supervisor,  performance  evaluations,  communi- 
cation, administrative  policies,  financial  satisfaction, 
patient  care  and  consumer  demands.  The  data  ac- 
cumulated are  analyzed  and  fed  back  to  manage- 
ment for  use  in  goal  setting,  planning,  policy  and 
procedure  development  and  education.®’^^’^® 

SURVEYS 

The  parameters  discussed  in  the  above  review 
are  the  ones  which  must  be  surveyed  to  permit  the 
development  of  a meaningful  plan  for  managerial 
improvement.  The  following  general  information  is 
the  pattern  frequently  obtained  on  current  health 
care  facilities. 

Typically,  most  health  care  units  are  already  in 
existence  with  an  aging  physical  plant.  The  middle 
management  personnel  within  the  unit  are  often  ten- 
ured employees  who  are  loyal  to  the  institution. 
'Fhey  are  not  always  motivated  to  respond  to  lead- 
ership and  are  resistant  to  change.  Employees  in 
most  levels  below  physicians  and  administrators 
have  a high  school  education  but  limited  college  ex- 
[:)erience.  Their  education  has  been  mostly  on-the- 
job  training  and  on-the-job  experience.  They  have 
learned  to  supervise  lyv  trial  and  error  under  a sys- 
tem with  restrictive  personnel  policies  not  oriented 
toward  employee  development.  Employees  below 
middle  management  level  frequently  have  formed 
unions  that  will  be  strong  enough  to  pressure  for  a 
number  of  management  changes.  These  changes  will 
put  a stress  upon  the  institution’s  financial  resour- 
ces and  management  structure.  Simultaneously,  the 
institution  is  being  pressured  to  provide  more  com- 
prehensive services  to  its  patient  population  in 
order  to  stay  competitive  in  a better  financed  health 
care  system.  Tighter  control  over  operational  mon- 
eys by  various  consumer  groups  is  turning  the  area 
in  which  health  care  facilities  operate  into  a buyer’s 
market.  The  ])ersonal  service  budget,  capital  invest- 
ment, operational  budget,  patient  service  statistics 


and  earnings  are  available  as  basic  parameters,  and 
the  sources  of  stress  enumerated  are  typical  man- 
agement problems. 

PLAN 

After  the  engineer  or  managerial  consultant  has 
surveyed  the  above  areas  and  has  analyzed  the  data 
and  management’s  stated  objectives,  he  will  develop 
a plan  to  improve  all  the  areas  of  operation  he  has 
studied.  Management  must  now  review  and  fully 
understand  this  plan.  If  accepted  and  considered 
feasible,  the  acceptance  should  lead  to  a full  and 
unreserved  commitment  of  management  to  the  plan. 
To  insure  acceptance  by  all  levels  of  management, 
it  should  be  thoroughly  explained  and  all  contin- 
gencies should  be  considered.  All  managers  will  give 
the  plan  much  more  positive  support  if  it  is  under- 
stood and  if  suggested  contingencies  have  been  con- 
sidered. However,  the  final  decision  regarding  its 
implementation  remains  entirely  with  the  top  man- 
agement group  and  the  owners. 

Based  on  the  consultant’s  recommendations,  the 
Ijolicies  and  procedures  of  the  facility  will  need  to 
be  updated.  ^Management  can  set  more  defin’te  goals 
such  as  rearrangement  of  work  functions,  according 
to  the  principles  of  layout  planning.  This  will  re- 
locate related  jobs  for  closer  geographic  proximity. 
Work  simplification  comes  from  the  eliminanon  of 
repetitive  and  nonessential  tasks,  many  of  which 
are  ritualistic  in  their  nature.  The  introduction  of 
quality  control  measures  at  all  levels,  such  as  ran- 
dom checks  on  effectiveness  of  housekeephig,  will 
stimulate  the  pursuit  and  maintenance  of  better 
standards.  Performance  evaluations  and  improved 
communications  from  the  bottom  up  as  well  as  the 
top  down  will  stimulate  better  employee  and  super- 
visor i:>erformance  if  it  is  carried  out  equitably,  sys- 
tematically and  without  bias,  and  if  every  employ- 
ee understands  that  the  performance  evaluations  are 
for  his  own  good  as  well  as  the  good  of  the  institu- 
tion.-  - 

Human  relations  also  will  be  assayed  in  the  in- 
itial survey  to  seek  sources  of  frustration  and  mis- 
understanding and  to  seek  out  the  various  motiva- 
tions for  inferior  and  superior  {performance.  More 
efficiently  planned  materials  handling  can  reduce 
work.  Computers  can  enhance  communications,  in- 
ventory control  and  accounting  abilities  and  can  be 
programmed  to  do  many  more  repetitive  chores  re- 
quiring great  quantitated  memor}-.  A better  sys- 
tems design  should  Improve  the  organizational  re- 
lation of  work  and  people.  The  statistics  required 
before  and  after  the  survey  will  be  of  two  types — 
descriptive  and  analytical.  The  first  is  required  for 
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inventory  and  the  second  for  quality  control,  the 
testing  of  hypotheses  and  decision  making.  Queing 
theory  can  be  used  to  predict  and  partially  control 
the  facility  patient  load.  Linear  programming  and 
critical  path  methods  can  be  used  to  study  the  sig- 
nificant relations  and  sequential  coordination  of 
medical  care  functions  in  all  areas.  Value  analysis 
can  determine  the  economic  worth  of  various  un- 
dertakings. Scheduling  theory  and  queing  theory 
can  be  combined  to  improve  the  production  of  op- 
erational demands  on  facilities,  manpower  and  sup- 
plies. 

Based  on  the  initial  management  survey,  top 
management  must  decide  on  achievable,  quantifiable 
goals  for  improving  institutional  efficiency  and  man- 
agement performance.  These  goals  become  the  ob- 
jectives for  the  plan  of  action. 

IMPLEMENTATION 

Before  the  final  plan  for  management  improve- 
ment is  initiated,  the  health  care  facility’s  written 
policies  and  procedures,  layout  and  internal  man- 
agement organization  must  be  updated  to  conform 
to  the  plan.*’’^’^  Also,  management  must  understand 
and  be  committed  to  the  plan  and  the  updated  pol- 
icies and  procedures.  The  middle  managers  and 
affected  employees  must  be  taught  the  new  ap- 
proaches with  an  institution-wide  educational  pro- 
gram. The  plan  can  be  implemented  with  each 
phase  preceded  by  an  educational  program.  A more 
rapid  implementation  can  be  effected,  depending  on 
the  local  situation,  and  the  resources  management 
can  contribute  to  the  implementation,  but  manage- 
ment commitment  and  staff  education  must  precede 
every  change.  Physicians  respond  to  management 
responsibility  when  the  organization  structure  per- 
mits,^® but  they  would  probably  do  even  better 
when  the  acquisition  of  responsibility  is  coupled 
with  management  training  and  an  improved  man- 
agement system  for  goal  implementation. 

One  example  of  the  intra-institutional  manage- 
ment educational  program  comes  from  a personal 
communication  with  Mr.  H.  H.  Hixson,  the  Hos- 
pital Administrator  for  the  University  of  California 
Medical  Center  in  San  Francisco.-®  Mr.  Hixson 
makes  a systematic  use  of  the  publications  and 
training  aids  available  through  the  American  Man- 
agement Association.  The  educational  program  to 
improve  supervisory  skills  presently  exists  at  three 
levels  in  his  hospital. 

First,  supervisory  employees  are  being  sent  reg- 
ularly to  off-campus  seminars  sponsored  by  univer- 
sities and  professional  associations.  Second,  a pack- 


aged curriculum  has  been  develoj^ed  by  the  person- 
nel department  that  covers  planning,  organizing, 
controlling  and  directing  (management  functions) 
and  decision  making  and  communication  (the  man- 
agement tools).  Enrollment  in  this  curriculum  is 
restricted  to  persons  for  whom  a need  exists.  The 
third  element  is  administered  at  the  departmental 
level.  At  this  level,  inservice  training  programs  are 
geared  to  meet  the  specific  needs  of  departments. 
These  latter  programs  are  intended  primarily  to 
improve  the  technical  competence  of  individuals. 

Two  of  the  most  recently  available  seminars 
were  “Management  of  the  Modern  Hospital  (Or- 
ganization and  Administration),”  The  American 
Management  Association,  New  York,  May  21-23, 
1969  and  “Institute  on  Financial  Management  for 
Hospital  Administrators,”  American  Hospital  As- 
.sociation,  Chicago.  May  19-20,  1969.  Advance  list- 
ings of  seminars  covering  all  management  and  mid- 
dle management  functions  are  available  from  both 
of  these  sponsoring  organizations.  Any  managerial 
development  programs  should  take  maximum  ad- 
vantage of  these  comprehensive,  professionally-pre- 
pared educational  programs.  These  would  be  logical 
seminars  for  the  top  management  team  in  the  hos- 
pital, including  the  physicians. 

In  planning  a development  program,  a compre- 
hensive list  of  reprints  on  specific  management 
problems  is  available  from  The  American  Manage- 
ment Association,  135  West  50th  Street,  New  York 
10020.  A list  of  28  current  brochures  useful  for  a 
health  facility  training  program  is  given  in  Appen- 
dix 1.  Whenever  a management  training  program 
is  being  developed,  the  training  coordinator  should 
obtain  the  most  currently  available  lists  of  bro- 
chures and  other  teaching  aids. 

The  facility  library,  accessible  to  all  professional, 
administrative  and  supervisory  personnel,  should 
contain  a section  with  current  textbooks  on  man- 
agement and  should  subscribe  to  journals  contain- 
ing current  articles  on  hospital  management,  such 
as  Hospitals,  Modern  Hospital,  Hospital  Adminis- 
tration, Medical  Care  Review  and  Hospital  Ab- 
stracts. Regularly  scheduled  journal  clubs  for  joint 
review  and  discussion  of  current  journal  articles  on 
management  problems  should  be  held  by  those  in- 
dividuals containing  management  responsibility 
within  a health  care  facility.  In  fact,  the  facility 
should  invest  in  the  teaching  facilities  requisite  to 
take  advantage  of  all  available  teaching  media  for 
its  employees. 

Education  must  be  an  administratively-supported 
(Continued  on  next  page) 
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activity  in  any  health  care  facility  ^ i**  21 24  2« 

Not  enough  physicians,  hospital  trustees  or  admin- 
istrators appreciate  that  professional  and  nonprofes- 
sional management  education  is  a human  capital 
investment  with  economic  value  as  great  or  greater 
than  other  forms  of  capital  investment.  The  edu- 
cational program  requires  staff,  facilities,  operation- 
al moneys  and  employee  time.  All  these  should  be 
given  to  the  program  through  a planned  commit- 
ment. 

The  impact  that  a completely  new  area  of  engin- 
eering will  ultimately  have  on  professional  activities 
in  medicine  is  yet  to  be  determined.  The  field,  des- 
ignated value  engineering,  is  “defined  as  a system- 
atic effort  directed  at  analyzing  the  functional  re- 
quirements of — systems,  equipment,  facilities,  pro- 
cedures and  supplies  for  the  purpose  of  achieving 
the  essential  functions  at  the  lowest  total  cost,  con- 
sistent with  the  needed  performance  reliability, 
quality  and  maintainability.”-®  Certainly,  it  will 
create  vast  management  changes  that  will  be  di- 
rected from  within  or  from  without  organized  med- 
icine depending  almost  entirely  on  the  acquisition 
and  application  of  managerial  knowledge  by  phy- 
sicians. The  federal  government  is  rapidly  using 
value  engineering  in  all  other  fields  of  resource  al- 
location. It  is  only  natural  to  assume  that  it  will 
turn  to  the  same  techniques  on  the  expenditure  of 
the  medical  dollar. 

RESURVEY 

Once  the  plan  is  implemented,  it  is  out  of  date 
because  it  will  change  the  whole  environment  in 
which  the  original  survey  was  conducted.  For  this 
rea.son,  goals  and  objectives  were  quantified  initially 
whenever  possible  and  resurveys  determine  quanti- 
tatively w’hether  previous  goals  were  met.  The  data 
from  resurveys  constitute  the  basis  for  new  goals 
to  insure  progressive  management  development. 
Each  new'  plan  must  be  succeeded  by  another  sur- 
vey. .\11  management  levels  will  come  to  depend  on 
these  surveys  to  enhance  operational  efficiencies  in 
various  areas  and  to  respond  to  changing  goals.  The 
institutional  education  programs  in  management 
can  be  enriched  by  consultants  and  teaching  aids 
from  the  American  Management  Association  and 
from  the  American  Hospital  Association  and 
published  on  hospital  management  problems  in  vari- 
ous journals  and  books  regularly  uixlated  in  the 
hospital  library  and  hospital-supported  op]X)rtun- 
ities  for  continuing  educational  experiences  on  vari- 
ous managerial  problems.  Continually  providing  the 
insight  requisite  to  change  and  to  adapt  is  a vital 


investment  for  any  health  care  facility.  Lifelong 
continuing  education  coupled  with  management- 
supported  horizontal  and  vertical  advancement  op- 
jwrtunities  will  keep  the  whole  administrative  struc- 
ture of  a health  care  unit  more  fle.xible  and  current. 

CONCLUSION 

Modern  management  philosophy  in  health  care 
facilities  should  follow'  the  examples  of  successful 
business  firms.  Participation,  education  and  ad- 
vancement of  managerial  insight  will  progressively 
modify  the  authoritarian,  professional  guild  ap- 
proach to  health  facility  management.  Self-educa- 
tion in  management  science  by  physicians  should 
be  concentrated  on  the  engineering  and  behavioral 
science  techniques  requisite  to  integrate  people  and 
facilities  to  produce  purposeful  work  with  the  great- 
est possible  economy  and  efficiency.  The  practice 
of  the  philosophy  requires  continuing  research  into 
improving  the  managerial  and  engineering  efficiency 
of  health  care  facilities,  policy  revision  and  educa- 
tion responsive  to  the  mission  of  the  institution  and 
its  peoples.  Physicians  are  the  key  group  in  this 
effort  since  they  are  the  major  goal  setters.  They 
must  receive  education  in  methods  for  setting  goals 
and  in  the  managerial  techniques  requisite  to  do 
their  job  most  effectively.  To  be  convinced  of  this 
need,  take  any  modern  management  textbook  and 
insert  the  word  “clinician"  for  “manager”  and  the 
word  “clinical”  for  “management”  and  see  what 
concepts  are  missing  from  your  working  environ- 
ment. In  managerial  terminology,  physicians  are 
called  upon  to  fill  roles  from  top  management  to 
working  supervisors,  but  only  a small  minority  ever 
have  any  training  in  management  science.  The  ef- 
fective use  of  national  and  local  resources  to  real- 
ize health  care  objectives  makes  the  education  of 
physicians  in  modern  management  science  tech- 
niques a belated  necessity.  Every  nation-state,  in- 
cluding the  United  States,  has  a limited  amount  of 
capital  that  can  be  placed  into  the  health  care  sys- 
tem per  unit  time.  Physicians  have  an  inherent  ob 
ligation  to  insure  that  the  portion  committed  to 
the  health  care  system  is  managed  with  maximum 
effectiveness.  ^laximum  effectiveness  is  dependent 
not  only  on  a high  lev'el  of  professional  competence 
and  the  assumption  of  management  responsibility, 
l)ut  it  also  requires  more  formal  training  in  mod- 
ern management  science  for  physicians. 

APPENDIX  1 

Following  is  a partial  list  of  reprints  currently 
(Continued  on  Page  459) 
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Abortion:  Crime  or  Privilege?* 


“T/i*s  Battle  Is  Probably  Going  To  Be 
Fought  Out  In  The  Courts  Rather  Than 
In  The  Legislature^^ 


By  Jule  M.  Hannaford,  Esquire 

Little  appears  to  be  known  of  the  early  history 
of  abortion.  There  is  some  evidence  that  among 
primitive,  preliterate  tribes  infanticide  frequently 
was  practiced  by  exposing  the  newborn  to  the  ele- 
ments. Presumably,  this  was  done  for  economic 
reasons,  a form  of  population  control  necessitated 
by  a limited  food  supply.  Female  children  were 
the  most  frequent  victims  of  this  practice,  since 
they  had  limited  value  as  hunters  and  warriors. 
Occasionally,  religious  sacrifice  may  have  been 
the  motive.  The  available  methods  of  abortion 
among  these  primitive  people,  if  any,  must  have 
been  extremely  crude.  Presumably,  however,  abor- 
tion would  carry  no  moral  stigma  in  a society  in 
which  infanticide  was  an  accepted  practice. 

The  Greek  philosophers  advocated  limitation  of 
offspring  on  eugenic  grounds.  They  favored  qual- 
ity, not  quantity.  Plato  and  Aristotle  spoke  frankly 
on  the  subject.  Aristotle  is  quoted  as  saying:  “If 
it  should  happen  among  married  people,  that  a 
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woman  who  already  had  the  prescribed  number 
of  children  became  pregnant,  then  before  she  felt 
life,  the  child  should  be  driven  from  her.”  Aris- 
totle further  declared  that  each  woman  who  con- 
ceived after  her  40th  year  should  submit  to  an 
abortion. 

There  is  a passage  in  the  book  of  Exodus  relat- 
ing to  abortion.  According  to  the  Orthodox  Jewish 
interpretation  this  passage  means  that  if  a woman 
loses  her  unborn  child  but  she  herself  survives,  the 
husband  is  entitled  to  civil  remedy  of  damages. 
But  if  harm  follows,  that  is,  if  the  woman  was 
killed,  this  would  be  murder.  But  it  was  apparently 
only  murder  of  the  mother,  in  which  case  pre- 
sumably it  was  irrelevant  that  the  woman  was 
pregnant. 

.About  the  same  time  that  a moral  view  on  abor- 
tion was  developing,  a quasi-medical  view  of  the 
process  of  gestation  was  also  forming.  .Aristotle, 
Hippocrates,  and  Galen  all  formulated  views  on 
how  long  after  conception  the  fetus  “quickened” 
or  became  animated.  It  eventually  became  accepted 
teaching  in  the  middle  ages,  based  on  the  views  of 
those  authorities,  that  a male  fetus  quickened  40 
(Continued  on  Next  Page) 
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days  after  conception  and  a female  fetus  quick- 
ened 80  days  after  conception.  The  difficulties  of 
determining  the  date  of  conception  or  the  impos- 
sibility of  determining  the  sex  of  the  unborn  ap- 
parently did  not  bother  these  authors  at  all.  These 
views  on  the  animation  of  the  fetus  soon  became 
linked  to  the  idea  that  the  soul  entered  the  fetus 
at  the  time  it  quickened.  As  a consequence,  early 
Christian  laws  and  writings  generally  treated  the 
killing  of  a quickened  fetus  as  a serious  crime. 

When  Coke,  one  of  the  famous  English  legal 
scholars  in  the  1600's  wrote  on  the  common  law, 
it  was  accepted  that  the  killing  of  a quickened 
fetus,  with  or  without  the  cooperation  of  the 
mother,  was  a serious  crime.  The  destruction  of 
an  unquickened  fetus  was  a minor  crime,  or  no 
crime  at  all,  depending  upon  which  legal  authority 
you  happen  to  read. 

By  the  early  19th  century,  England  had  de- 
veloped statutes  on  this  subject.  The  first  was 
passed  in  1803,  and  declared  that  the  destruction 
of  a quickened  fetus  was  murder.  Lesser  penalties 
were  set  forth  for  the  destruction  of  an  unquick- 
ened fetus.  By  1837,  the  English  had  changed  the 
law  so  that  all  abortion,  whether  the  fetus  was 
quickened  or  not,  was  declared  a felony,  and  the 
perpetrator  could  be  sentenced  to  lifetime  trans- 
portation beyond  the  seas  or  to  prison  for  3 years 
at  hard  labor. 

The  early  American  statutes  followed  the  com- 
mon law’,  generally  declaring  the  destruction  of  a 
quickened  fetus  to  be  a serious  crime,  with  little 
or  no  penalty  for  destruction  of  an  unquickened 
fetus.  The  revised  statutes  of  the  Territory  of 
Minnesota  for  1851  contain  a provision  declaring 
the  destruction  of  a quickened  fetus  to  be  man- 
slaughter in  the  second  degree,  but  there  was  no 
penalty  for  the  abortion  of  an  unquickened  fetus 
except  that  the  killing  of  any  unborn  child,  quick 
or  not,  resulting  from  an  attack  on  the  mother 
was  declared  to  be  manslaughter. 

The  period  following  the  Civil  War  witnessed 
the  passage  by  many  state  legislatures  of  much 
more  stringent  antiabortion  laws.  Most  current 
abortion  laws  date  from  the  periods  of  the  1870's 
and  the  1880's  and  the  name  most  commonly 
associated  with  this  suppression  of  abortion  is 
.Anthony  Comstock.  Comstock,  a Civil  War  veteran, 
became  active  in  YMCA  w’ork  in  New  York  in  the 
early  1870's.  He  was  a vigorous  crusader  against 
everything  he  considered  to  be  vice,  particularly 
salacious  literature,  but  his  energies  did  not  stop 
there.  .As  a chief  special  agent  for  the  New  York 


Society  for  the  Suppression  of  Yice,  he  campaigned 
for  numerous  causes.  In  particular,  his  efforts  were 
responsible  for  the  Federal  Comstock  .Act  passed 
in  1873.  This  statute  prohibits  the  sale,  in  any 
area  under  federal  jurisdiction,  of  any  obscene 
writing  or  article,  or  any  drug,  medicine,  or  article 
used  for  the  prevention  of  conception  or  for  the 
causing  of  an  unlawful  abortion.  This  law’  and 
Comstock's  campaign  led  many  state  legislatures 
to  enact  the  strict  antiabortion  law  that  we  have 
on  the  books  today.  Also  in  1869,  Pope  Pius  XI 
declared  all  abortion  to  be  an  excommunicatory 
sin.  That  this  decree  should  have  been  promulgated 
at  the  time  .American  legislatures  w’ere  condemning 
abortion  w’as  merely  coincidence,  in  my  opinion, 
because  at  that  time  the  United  States  was  still  | 
primarily  a Protestant  country  and  the  statutes  j 
were  enacted  by  overwhelmingly  Protestant  legis-  ' 
latures.  , 

So  we  have  today,  in  all  states,  law’s  prohibiting  j 
all  abortions,  not  merely  those  involving  a quick- 
ened fetus,  whatever  that  may  be.  They  were  all  j 
adopted  about  100  years  ago,  and  have  for  the 
most  part  not  been  hampered  w’ith  for  over  a 
century.  - 

What  do  these  statutes  say?  The  Alinnesota 
statute  is  typical.  It  makes  abortion  a crime 
except  in  one  situation,  where  abortion  is  necessary  ; 

“to  preserve  the  life  of  the  mother.”  Xow’,  the 
Minnesota  statute  also  adds  another  exception,  I 

where  abortion  is  necessary  to  preserve  “the  life 
of  the  child  w’ith  which  the  woman  is  pregnant.” 

Some  of  the  statutes  go  further,  and  say  that 
abortion  is  permissible  where  it  is  necessary  to 
preserve  the  life  or  the  health  of  the  mother. 
Alinnesota  says  nothing  about  her  health. 

“What  does  “necessary  to  preserve  the  life 
of  the  mother'’  mean?  The  courts  have  not  given 
us  a clear  answer  to  this  question  as  yet.  There 
is  really  only  one  case  dealing  with  this  problem, 
and  this  is  the  case  entitled  Rex  versus  Bourne, 
decided  by  an  English  court  in  1939.  That  case 
dealt  with  a 14-year-old  girl  w’ho  was  the  victim 
of  rape.  .A  physician  performed  an  abortion  on 
her  and  w’as  prosecuted.  In  his  defense  he  testified 
that  he  had  done  it  to  preserve  the  life  of  the 
girl  because  the  girl  might  have  suffered  a mental 
breakdown  if  the  pregnancy  had  continued  to 
term.  Xote  that  the  physician  said  the  girl  might 
have  suffered  a mental  breakdown.  He  did  not 
say  she  w’ould.  On  the  basis  of  this  testimony,  the 
physician  was  acquitted.  Thus,  the  court  in  effect 
held,  as  I see  it,  that  preservation  of  life  and 
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preservation  of  health  are  synonymous.  Whether 
or  not  courts  in  Minnesota  will  follow  such  a 
liberal  view  (liberal  from  the  point  of  view  of 
a physician  trying  to  defend  himself,  not  liberal 
in  terms  of  whether  or  not  an  abortion  is  justified) 
is  uncertain.  We  have  no  guidelines  except  this 
one  case.  We  do  not  really  know  what  “necessary 
to  preserve  the  life  of  the  m.other”  means. 

Now  let  me  point  out  one  other  difficulty  with 
these  statutes  from  the  point  of  view  of  a physi- 
cian; the  Minnesota  statute  is  typical  of  this 
problem.  It  has  to  do  with  the  so-called  morning- 
after  pill.  The  Minnesota  statute  reads  “Every 
person  who  with  intent  thereby  to  produce  the 
miscarriage  of  a woman  prescribes,  supplies,  or 
administers  to  a woman  any  medicine,  drug,  or 
substance,  shall  be  guilty  of  abortion.”  A man 
as  learned  as  the  former  Dean  of  the  University 
of  Minnesota  Law  School,  Dean  Persig,  has  flatly 
stated  that  in  his  view  nobody  can  prescribe  the 
morning-after  pill  in  ^Minnesota  without  violating 
this  statute.  I think  the  uncertain  meaning  of 
“necessary  to  preserve  the  life  of  the  mother”  and 
the  probability  that  prescribing  the  morning-after 
pill  constitutes  a violation  of  the  statute,  clearly 
indicate  that  some  changes  in  the  statutes  are 
required,  in  order  to  allow  the  medical  profession 
to  know  what  they  can  do,  and  to  permit  them 
to  continue  to  do  what  they  have  been  doing  in 
the  limited  number  of  cases  where  they  have 
been  performing  abortions.  This  was  the  position 
that  the  Minnesota  State  Medical  Association  took 
at  its  House  of  Delegates  meeting  a year  ago  last 
spring,  when  the  committee  under  the  leadership 
of  Dr.  Swenson  of  Duluth  brought  in  a report 
which  was  approved  by  the  House  of  Delegates. 
This  report  pointed  out  the  difficulties  with  the 
current  Minnesota  law,  suggested  that  changes 
should  be  made,  and  suggested  a statute  which 
would  have  permitted  abortion  in  any  situation 
where  it  was  medically  justified. 

A bill  along  these  lines  was  introduced  into  the 
session  of  the  ^Minnesota  Legislature  which  con- 
vened in  1969.  But  nothing  was  passed. 

The  foregoing  serves  to  }X)int  out  some  of  the 
problems  of  the  current  statutes  dealing  with 
abortion  from  a legal  point  of  view.  What  is  going 
on  to  change  them?  There  has  been  agitation 
for  change  for  the  last  10  to  15  years.  In  1959 
the  American  Law  Institute,  a national  organization 
which  studies  the  laws  of  the  country  and  then 
proposes  changes,  recommended  a change  in  abor- 
tion laws.  Basically,  it  would  have  permitted 
abortion  in  several  situations  not  permissible  today 


under  the  laws  in  most  states.  It  makes  it  clear 
that  an  abortion  is  permissible  if  necessary  to 
preserve  not  only  the  life  but  also  the  health  of 
a woman,  and  it  defines  health  to  include  mental 
health.  It  permits  abortion  when  pregnancy  results 
from  rape  or  incest,  and  it  permits  abortion  when 
there  is  substantial  risk  of  a defective  child  being 
born.  Several  states  in  the  past  few  years  have 
passed  statutes  patterned  to  a considerable  extent 
upon  the  ALI  proposal.  Among  the  states  that 
have  acted  so  far  are  Colorado,  California,  North 
Carolina,  and  Maryland. 

But  in  the  last  year,  the  battle  has  switched 
from  the  legislature  to  the  courts.  Last  September, 
the  California  Supreme  Court  decided  a case  known 
as  People  versus  Belous.  Dr.  Belous,  who  was 
involved  in  that  case  and  who  was  convicted  in 
the  lower  courts  for  aiding  and  abetting  an 
abortion,  was  board  certified  in  obstetrics  and 
gynecology  and  the  head  of  that  department  in 
his  hospital.  But  he  was  also  an  active  advocate 
of  abortion  reform.  An  unmarried  girl  learned  of 
his  activities  in  the  abortion  reform  field,  and 
went  to  see  him.  She  told  him  that  unless  he  did 
something  for  her,  she  was  going  to  Tijuana  to 
get  an  abortion.  Dr.  Belous  happened  to  know 
a IMexican  physician  who  had  moved  to  Los 
.\ngeles,  but  was  unlicensed  in  California  and  was 
performing  abortions  there,  and  sent  this  girl  to 
see  him.  Dr.  Belous  tried  to  defend  himself  by 
saying  that  he  had  done  this  because  it  was 
necessary  to  preserve  the  life  of  the  girl,  since 
otherwise  she  would  have  gone  to  Tijuana,  where 
conditions  are  terrible,  and  where  she  might  have 
died.  The  lower  court  convicted  Dr.  Belous  for 
aiding  and  abetting  an  abortion.  On  appeal,  the 
Supreme  Court  of  California  held  unequivocally 
that  the  California  statute  on  abortion  was  un- 
constitutional and  void.  It  held  so  on  three  grounds, 
as  follows. 

First;  The  California  court  held  that  the  phrase 
“necessary  to  preserve  the  mother’s  life”  is  not  a 
precise  phrase,  and  the  statute  is  unconstitutional 
because  it  failed  to  set  up  a prohibition  that  can 
clearly  be  understood  by  everybody.  There  is  a 
doctrine  in  the  criminal  law  that  no  criminal  law 
will  be  enforced  unless  it  is  clear  enough  so  that 
you  and  I can  understand  what  we  are  prohibited 
from  doing,  and  what  we  will  be  punished  for 
doing.  The  court  held  that  the  phrase  “necessary 
to  preserve  the  life  of  the  mother”  is  not  such  a 
phrase,  because  nobody  knows  what  it  means: 

(Continued  on  Next  Page) 


.abortion:  crime  or  privilege? 


441 


therefore  the  prohibition  is  not  valid,  because  it 
is  too  unclear. 

The  court  had  a second  ground  for  holding  this 
law  unconstitutional.  It  said,  based  upon  the 
United  States  Supreme  Court  holding  in  the 
Connecticut  case  involving  dissemination  of  con- 
traceptive devices,  a woman  has  a right  of  privacy 
in  matters  related  to  sex,  and  this  includes  the 
right  to  choose  whether  or  not  she  will  bear 
children.  The  court  held  that  this  is  a right  that 
each  woman  has  and  it  is  to  be  protected  by  the 
Constitution.  The  court  further  held  that  this  right 
of  the  woman  takes  precedence  over  any  interest 
the  state  may  have  in  the  unborn  fetus.  To  protect 
this  right  the  court  held  that  the  law  was  uncon- 
situtional. 

The  third  ground  that  the  court  had  for  holding 
the  law  unconstitutional  was  this;  It  stated  that 
the  law  delegates  to  the  physician  the  duty  to 
decide  whether  an  abortion  is  necessary  to  preserve 
the  life  of  the  woman.  If  the  physician’s  decision 
is  wrong,  he  is  guilty  of  a felony,  said  the  court. 
Therefore,  the  physician  has  a direct  personal 
Interest  in  deciding  whether  or  not  the  woman 
is  entitled  to  an  abortion  and  his  interests  are 
going  to  impel  him  to  decide  that  the  woman  is 
not  entitled  to  an  abortion,  because  it  is  too  risky 
for  him  to  decide  that  she  is  entitled  to  an  abortion. 
So  he  court  held  that  delegating  this  decision- 
making power  to  a physician  who  is  directly 
involved  is  unconstitutional.  Those  are  the  three 
grounds  that  the  California  Supreme  Court  used 
to  hold  the  California  abortion  statute  unconstitu- 
tional. Now,  the  statute  that  the  court  held  uncon- 
stitutional was  the  old  California  statute,  and 
not  the  one  which  was  adopted  in  1967.  So,  I do 
not  know  what  the  situation  is  with  respect  to 
the  1967  California  statute,  which  liberalized  the 
old  alx)rtion  law  to  some  extent. 

In  November  1969  there  was  a second  case 
along  these  lines.  It  is  known  as  U.S.  versus  Vuitch, 
and  it  arose  in  the  District  of  Columbia.  There, 
too.  a doctor  was  being  prosecuted  for  abortion. 
The  case  has  been  decided  only  at  the  District 
Court  level;  it  has  not  gone  up  on  apjieal,  so  it 
is  not  yet  finished,  but  it  was  decided  by  Judge 
Cesell.  He  happens  to  be  the  son  of  the  famous 
Dr.  Gesell  from  Yale.  Judge  Gesell  had  no  difficulty 
in  finding  the  District  of  Columbia  antiabortion 
statute  unconstitutional.  He  held  that  the  lack 
of  necessary  precision  in  this  criminal  statute 
made  it  unconstitutional.  He  said.  ‘‘The  jury’s 
acceptance  or  nonacceptance  of  an  individual  doc- 
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tor's  interpretation  of  the  ambivalent  and  uncertain 
w'ord  ‘health’  should  not  determine  whether  he 
stands  convicted  of  a felony,  facing  10  years  in 
prison.  His  professional  judgment  made  in  good 
faith  should  not  be  challenged."’  Here,  too,  he 
held  the  law  unconstitutional  because  of  the 
uncertainty  as  to  its  meaning.  He  also  held  that 
a woman  has  a right  to  privacy  which  is  entitled 
to  constitutional  protection.  He  did  not  take  the 
third  position  that  the  California  court  had  taken 
that  you  could  not  delegate  this  decision-making 
to  somebody  who  has  an  interest  in  the  outcome 
of  the  decision. 

It  seems  clear  to  me  that  this  battle  is  probably 
going  to  be  fought  out  in  the  courts  rather  than 
in  the  legislature  because  with  these  two  decisions 
in  favor  of  the  abortion  reform  group,  I think  they 
have  a big  advantage  and  they  are  going  to  take 
the  issue  to  court.  The  .American  Civil  Liberties 
Union  has  said  that  they  are  going  to  do  so.  A 
case  may  be  brought  in  ^Minnesota  before  long. 
There  already  is  a case  pending  in  New  York, 
but  it  has  not  been  decided.  How  these  cases  are 
going  to  be  decided,  what  the  law  is  going  to  be, 
I do  not  know.  The  issue  seems  to  me  to  be  the 
rights  of  a woman  versus  the  rights  of  a fetus. 
^^’hich  wfill  become  supreme  in  the  law  and  made 
supreme  by  the  courts,  I do  not  know.  But  I think 
we  are  going  to  have  an  interesting  legal  battle 
on  our  hands  in  the  next  4 to  5 years  on  this  issue 
of  abortion. 


ONE  SENTENCE  ESSAY 
OLD  AGE 

I am  just  as  good  a man  as  I ever  was — for  one 
hour  a day. 

. . . R.  \V.  Gerard  (physiologist) 
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THE  AMA  AND  THE  HIMLER  REPORT 


At  its  recent  annual  convention  the  House  of 
Delegates  of  the  A]MA  deliberated  over  and  de- 
bated the  report  of  its  Committee  on  Planning 
and  Development.  Chairman  of  the  committee  was 
Doctor  George  Himler  of  New  York.  A thoughtful 
minority  report  was  submitted  by  Doctor  John  H. 
Budd  of  Cleveland.  Comments  and  suggested 
amendments  and  modifications  were  submitted  by 
several  state  societies,  including  an  excellent  cri- 
tique from  Rhode  Island.  The  main  report  with 
commentaries  was  parceled  out  to  several  reference 
committees  of  the  House. 

Press  reports  of  what  then  transpired  vary  all 
across  the  board.  The  New  York  Times  stated: 
“These  actions  are  signs  the  AMA  is  awakening 
to  the  real  scope  and  urgency  of  the  country’s 
health  care  crisis  and  the  role  it  should  play.  The 
American  Medical  Association  ...  is  showing  in- 
creasing evidence  that  it  is  moving  from  its  far 
right  political  position  . . . .”  The  Chicago  Daily 
News  commented:  “The  public  should  welcome 
the  signs  that  the  is  beginning  to  return  to 

the  current  of  history,  to  see  the  medical  needs 
of  the  nation,  and  to  respond  to  them.”  ^ledical 
Tribune,  however,  wrote:  “The  American  Medical 
Association  has  backed  off  from  a full  endorse- 
ment of  the  recommendations  ....  But  in  the 
process  of  rewriting  the  recommendations  to  tone 
them  down  . . . almost  inadvertently  may  have 
assembled  a more  sweeping  policy  of  social  respon- 
sibility in  medicine  than  they  have  ever  stated 
before.”  Finally  Medical  World  News  reported: 
“With  a quiet  knife,  the  House  of  Delegates 
gutted  the  Himler  Report.” 


Certain  observations  are  in  order.  In  the  first 
place  the  House  is  a highly  sophisticated,  alert, 
and  knowledgeable  body.  It  rarely  does  anything 
inadvertently,  and  practically  never  when  acting 
on  a matter  as  important  as  the  Himler  Report. 
It  most  certainly  did  not  “with  a quiet  knife”  gut 
the  Himler  Report.  Among  other  significant  ac- 
tions a permanent  Council  on  Planning  and 
Development,  to  consist  of  equal  numbers  of  nomi- 
ees  of  the  House  and  of  the  Board  of  Trustees 
with  a single  nominee  from  the  Student  AM.\  was 
established.  Yarious  resolutions  were  either 
adopted  or  referred  to  the  Board  or  the  Council 
for  implementation  or  further  study. 

There  is  no  doubt  that  some  of  the  cynical  com- 
ments missed  the  point  entirely.  The  .AiMA  has 
undertaken  the  momentous  task  of  changing  di- 
rection and  altering  its  image  and  its  effectiveness. 
The  need  to  play  a constructive  and  significant 
role  in  the  future  of  medical  care  was  a dominant 
motive.  There  was  recognition  of  the  fact  that 
much  further  study  and  organizational  work  must 
be  done.  The  structure  to  accomplish  this  was  set 
up.  Reasonable  care  and  caution  in  effecting  the.se 
mechanisms  are  highly  desirable. 

The  Chicago  Sun  Times  summarized  these  ac- 
tions accurately:  “The  A^MA,  long  considered  in- 
different toward  social  problems,  is  responding 
to  20th  Century  needs.  Its  new  attitude  is  im- 
portant and  salutory.  The  nation  needs  the  minis- 
tration of  physicians  who  are  wisely  concerned 
with  the  ills  of  the  body  politic.” 


MANAGEMENT  SERVICE  AND  HOSPITALS 


We  have  in  the  past  commented  editorially  upon 
the  need  for  utilizing  modern  management  tech- 
niques in  hospital  administration.  Published  else- 
where in  this  issue  is  a paper  by  Doctor  John  S. 
Spratt  Jr.  of  Ellis  Fischel  State  Cancer  Hospital  of 


Columbia,  ^Missouri  in  which  the  author  outlines 
a plan  by  which  these  new  techniques  may  be  in- 
troduced. We  believe  that  this  report  is  worthy  of 
careful  study. 
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EPIDEMIC 


While  browsing  through  the  obituaries  of  a re- 
cent issue  of  the  Journal  of  the  American  ^ledical 
Association,  we  were  struck  by  a strange  coinci- 
dence— the  death  of  four  physicians  by  gunshot 
wounds.  Of  the  four,  two  were  listed  as  self-in- 
flicted, one  as  accidental,  and  one  unclassified. 
Three  were  described  as  gunshot  wounds  and  one  as 
caused  by  a bullet. 

The  ages  of  the  four  physicians  were  33,  35,  55, 
and  79.  Their  current  residences  were  in  New 


Jersey,  West  \’irginia,  Iowa,  and  California.  One 
was  a board  certified  psychiatrist  and  former  teach- 
er; no  specialty  was  listed  for  the  others.  The  psy- 
chiatrist (“self-inflicted  bullet  wound”)  was  a 
veteran  of  World  War  II. 

From  this  small  number  of  cases  no  valid  or 
significant  conclusions  can  be  drawn.  May  we  not, 
however,  ruminate  upon  its  meaning  in  these  tur- 
bulent times? 


GLUCAGON  AS  A CARDIOTONIC  AGENT 


Glucagon,  a pancreatic  hormone,  has  had  in  the 
jiast  a somewhat  obscure  role  in  human  physiology 
and  none  at  all  in  therapeutics.  A standard  system 
of  surgery  comments:  “This  is  a hyperglycemic 
agent  presumably  secreted  by  the  alpha  cells  of 
the  pancreas.  At  the  present  time  there  are  no 
known  surgical  lesions  associated  with  abnormali- 
ties of  glucagon  secretion.”  Some  sort  of  feedback 
mechanism,  such  as  the  parathormone-thyrocalci- 
tonin  interplay,  has  been  postulated.  Recent  stud- 
ies, however,  have  revealed  other  unexpected  prop- 
erties. 

Studies  from  Dragstedt’s  group^  indicated  that 
glucagon  has  the  ability  to  inhibit  gastric  secretion, 
and  suggest  the  possible  role  of  endogenous  glu- 
cagon as  a second-phase  gastric  inhibitory  factor. 
A report  from  Sweden^  reveals  that  glucagon  given 
intraportally  has  the  ability  to  inhibit  both  jejunal 
and  colonic  motility.  Taken  together,  these  reports 
imply  a quite  general  effect  on  the  physiology  of 
the  gastrointestinal  tract. 

That  glucagon  may  also  participate  significantly 
in  calcium  metabolism  is  indicated  by  studies^ 
purporting  to  demonstrate  a hypocalcemic  poten- 
tial. Thus  both  the  hypocalcemia  of  acute  pan- 
creatitis and  the  coexistence  of  hyperparathyroid- 
ism and  pancreatitis  may  result  from  glucagon 
overproduction. 

Recent  reports  from  the  Peter  Bent  Brigham 
HospitaP  in  Boston  now  point  to  an  entirely  new 
role  for  glucagon  as  a cardiotonic  substance. 
Studies  in  both  patients  and  dogs  during  cardiac 
catheterization  demonstrated  an  increase  in  coro- 
nary blood  flow  and  in  myocardial  oxygen  con- 
sumption. Since  the  arteriovenous  oxygen  differen- 
tial was  not  affected,  it  w'as  believed  that  glucagon 
is  a secondary  coronary  dilator.  While  the  chrono- 
tropic and  ionotropic  effects  were  only  half  as 
great  in  man  as  in  the  dog,  it  was  believed  that 


the  effect  was  nevertheless  significant. 

Sonnenblick^  from  the  same  clinic  reports  that 
glucagon,  administered  in  larger  than  physiological 
doses,  stimulates  the  vigor  of  cardiac  contraction, 
increases  the  heart  rate  and  A-V  conduction,  and 
decreases  peripheral  resistance — and  without  sig- 
nificant risk  of  producing  arrhythmia.  It  appears 
to  have  value  in  the  treatment  of  cardiogenic 
shock  following  myocardial  infection  and  in  restor- 
ing ventricular  function  in  acute  heart  failure, 
particularly  after  open  heart  surgery.  In  chronic 
heart  failure  it  has  shown  some  ability  to  produce 
diuresis  and  weight  loss. 

The  author  believes  that  glucagon  will  probably 
prove  of  value  in  a number  of  heart  problems, 
but  its  chief  contribution  to  date  has  been  in 
acute  heart  failure.  It  may  well  be  the  prototype 
of  a new  class  of  cardiotonic  agents.  Since  the  con- 
firmation of  its  polypeptide  structure  by  its  syn- 
thesis in  1968,  variations  in  chemical  makeup  are 
not  feasible.  While  glucagon  at  present  can  be 
considered  only  an  adjunct  to  standard  cardiac 
therapy,  Sonnenblick  concludes:  “On  the  basis 
of  what  we  know,  it  seems  likely  that  it  will  in  the 
future  be  used  routinely  by  clinicians.” 
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Malignant  Lymphoma  in  Saudi  Arabia 
Forty-three  cases  of  malignant  lymphoma  in 
Saudi  Arabs  were  reviewed.  Seventy-nine  percent 
showed  evidence  of  intra-abdominal  disease  when 
first  seen,  and  42  percent  presented  with  primary 
abdominal  disease.  Jejunal,  ileal,  and  mesenteric 
lymph  node  involvement  was  the  most  frequent 
manifestation  of  primary  abdominal  disease.  The 
high  frequency  of  primary  abdominal  lymphoma 
in  Saudi  Arabs  is  comparable  to  that  found  in 
Israel  among  Arabs  and  Sephardic  Jews,  and  sug- 
gests a common  environmental  or  ethnic  factor 
which  modified  the  expression  of  malignant  lym- 
phomas in  Semitic  populations. 

. . . Gelpi,  A.  P.:  Cancer  25:  892,  April  1970 

Carcinoma  of  the  Lung  in  Iceland 
For  the  period  1960  through  1964,  the  annual 
incidence  of  carcinoma  of  the  lung  per  100,000 
Icelandic  inhabitants  averaged  13.6  males  and  7.8 
females.  This  incidence  seems  to  be  increasing 
and  can  be  correlated  with  the  rise  in  cigarette 
consumption.  Histologic  classification  of  all  opera- 
tive patients  revealed  that  the  occurrence  of  un- 
differentiated and  oat  cell  carcinoma  averaged 
68.1  per  cent,  while  the  occurrence  of  squamous 
cell  carcinoma  averaged  only  19.8  per  cent, 
adenocarcinoma  7.8  per  cent,  and  alveolar  carci- 
noma 4.3  per  cent.  These  statistics  differed 
markedly  from  the  reports  from  other  countries, 
which  usually  indicate  that  the  squamous  cell 
carcinoma  is  the  most  common  neoplastic  lung 
lesion,  and  the  undifferentiated  carcinoma  more 
uncommon. 

The  operability  rate  for  carcinoma  of  the  lung 
was  64.1  per  cent  and  the  resectability  rate  was 
42.9  per  cent.  The  ratio  of  pneumonectomy  to 
lobectomy  was  three  to  one.  Prognosis  was  most 
favorable  for  patients  with  squamous  cell  carci- 
noma of  the  lung,  yielding  a 70  per  cent  survival 
rate  three  to  seven  years  after  operation.  The  sur- 
vival of  patients  with  adenocarcinoma  averaged 
three  to  seven  months,  with  undifferentiated  car- 
cinoma nine  to  27  months,  and  with  alveolar  car- 
cinoma five  to  30  months. 

. . . Thorarinson  H.:  Scand.  J.  Thorac.  Cardiov. 
Surg.  3:31,  1969 

Etiology  of  Kuru  Clarified 
Kuru,  a fatal  progressive  neurological  disease 


occurring  in  the  stone-age  cannibalistic  New 
Guineans  of  the  Fore  ethnic  group,  was  first 
brought  to  the  attention  of  the  medical  world 
around  1957.  Usually  fatal  about  six  to  nine 
months  from  the  onset,  kuru  has  produced  more 
deaths  in  the  villages  of  New  Guinea  than  any 
other  disease.  At  last  the  etiologlc  agent  of  kuru 
has  been  isolated  in  chimpanzees  inoculated  with 
brain  tissue  from  infected  human  beings.  The 
virus  is  serially  transmittable  in  chimpanzees  and 
also  induces  the  disease  in  spider  monkeys.  Thus 
kuru  should  be  considered  an  encephalopathy,  one 
more  in  the  group  of  virus-induced  sub-acute 
spongiform  encephalopathies. 

. . . Am.  J.  Tropical  Medicine,  Jan.  1970 

Primitive  Life  Keeps  Tribesmen's  Hearts  Strong 

This  is  the  report  of  a study  of  New  Guinea 
natives  who  rarel\-  suffer  from  coronary  heart 
disease. 

In  tests  on  777  natives  over  the  age  of  15 
years,  only  two  subjects  gave  a history  compatible 
with  the  diagnosis  of  angina  pectoris,  and  no  one 
showed  evidence  of  peripheral  vascular  disease  or 
previous  cerebrovascular  accident.  Electrocardio- 
grams revealed  that  none  of  the  subjects  tested 
had  large  Q waves,  and  the  overall  incidence  of 
abnormal  Q waves  was  rare. 

These  tests  were  conducted  in  the  Western 
Highlands  of  New  Guinea  among  the  scattered 
hamlets  located  at  an  altitude  of  8,000  feet. 

Since  game  is  scarce  and  land  plentiful,  the 
natives  cultivate  sweet  potatoes  as  their  major 
food  source.  Consequently,  90  per  cent  of  their 
daily  caloric  intake  consists  of  carbohydrates. 
Protein  accounts  for  only  3 per  cent  and  the  re- 
mainder, fat. 

The  high  projjortion  of  carbohydrates  probably 
explains  why  the  natives’  triglyceride  levels  re- 
mained consistently  above  those  found  in  studies 
done  in  the  United  States  and  Australia. 

Serum  cholesterol,  however,  averaged  175 
mg  100  ml  in  both  men  and  women.  Fasting 
blood  glucose  levels  stayed  low  throughout  life, 
and  the  researchers  could  not  find  a single  case 
of  diabetes  mellitus.  Blood  pressure  in  the  New 
Guineans  did  not  rise  with  age,  nor  was  there 
evidence  of  essential  hypertension. 

^lembers  of  the  clan  api^eared  to  be  adequately 
(Continued  on  Next  Page) 
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nourished  and  seemed  more  physicallj’  fit  than 
Australians.  At  20  years  of  age,  the  natives’  body 
weights  were  close  to  the  “ideal"  of  European 
standards.  As  they  age,  however,  Xew  Guineans 
lose  weight.  The  average  Xew  Guinean  is  only 
80  per  cent  of  his  “ideal"  at  age  60. 

The  authors  predict  considerable  changes  in 
the  clan’s  way  of  life.  This  group  of  people  first 
met  Eurojieans  only  20  years  ago.  Following  the 
recent  introduction  of  a cash  crop  (pyrethrum) 
and  discover}-  of  nearby  mineral  deix)sits,  they 
will  probably  evolve  from  an  agricultural  society 
to  a more  urbanized  group. 

. . . Goldrick,  R.  B.,  and  Sinnett,  P.F.,  reported 
at  second  International  Symposium  on  Athero- 
sclerosis (Jama.  Dec.  1,  1969) 

Multiple  Sclerosis  in  Immigrant  and  Native 
Populations  of  Israel 

The  prevalence  of  multiple  sclerosis  (MS)  in- 
creases with  increasing  geographic  latitude.  In 
Israel,  the  disease  is  five  times  more  prevalent 
among  immigrants  from  Europe  than  among  im- 
migrants from  the  more  southerly  Afro-Asian 
countries.  However,  native  Israelis  of  either  Euro- 
pean or  Afro-Asian  origin  have  the  same  preva- 
lence rates.  These  findings  lend  further  support 
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to  the  hyixithesis  that  environmental  factors  play 
a role  in  the  etiology  of  MS. 

. . . Leibourtz,  U.  and  Kahama  E.:  Lancet 
2:1319.  Dec.  20.  1969 

Peripheral  Subresponsiveness  to  Human 
Growth  Hormone  in  African  Pygmies 
The  .\frican  pygmies,  an  ethnic  group  charac- 
terized by  proportionate  shortness  of  stature, 
attain  normal  plasma  concentrations  of  human 
growth  hormone  (HGH)  following  arginine  in- 
fusion and  insulin-induced  hypoglycemia.  Their 
plasma  insulin  and  gluco.se  responses  to  these 
stimuli,  however,  are  similar  to  those  of  HGH- 
deficient  dwarfs.  The  administration  of  exogenous 
HGH  to  normal  and  HGH-deficient  individuals 
provokes  three  characteristic  responses:  a rise  in 
plasma  free  fatty  acid  concentration,  an  increase 
in  the  jilasma  insulin  response  to  arginine  infusion 
and  glucose  ingestion,  and  a fall  in  the  serum 
urea  nitrogen  concentration.  HGH  administration 
to  19  pygmies  failed  to  induce  any  of  these  re- 
sponses. Sulfation  factor  activity  in  the  pygmies, 
however,  did  not  differ  from  that  found  in  normal 
controls.  These  observations  indicate  that  the 
pt  gmies  have  end-organ  subresponsiveness  to  the 
metabolic  effects  of  HGH. 

. . . Rimoin  ,D.  L.:  X>w  Eng.  J.  Med.  281: 
1383,  Dec.  18,  1969 

Blood  Pressure  in  Scottish  Island  Community 
Multiphasic  screening  was  applied  to  a popula- 
tion sample  (83  per  cent  response  rate)  of  the 
Hebridean  Island  of  Tiree  and  to  industrial  iwpu- 
lation  samples  from  mainland  rural  (Clackman- 
nan) and  urban  (Glasgow)  areas.  Investigations 
included  a seated  blood  pressure  measurement  by 
one  of  three  similarly  trained  observers,  a six 
standard-limb-lead  ECG,  and  a i>osteroanterior  70 
mm  chest  x-ray.  Tiree  men  and  women  above  the 
age  of  30  had  significantly  higher  systolic  and 
diastolic  blood  pressures  than  had  the  mainland 
samples,  who  had  similar  levels.  The  width  of 
the  radiological  image  of  the  heart  was  also  sig- 
nificantly greater  in  the  island  sample.  There  were 
no  apparent  differences  between  the  samples  in 
ECG  evidence  of  ischemic  heart  disease  as  meas- 
ured by  ^Minnesota  coding  summaries.  The  reasons 
for  the  higher  blood  pressure  levels  in  Tiree  are 
unknown. 

. . . Hawthorn,  M.,  et  al.:  Posit.  Med.  J. 
4:651,  Dec.  13,  1969 
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Cyclic  Incidence  of  Ulcer  and  Complications 
in  the  Negro 

An  especially  important  example  of  the  cyclic 
nature  of  ulcer  disease  is  the  apparent  change  in 
ulcer  incidence  that  can  be  traced  in  the  African 
Negro.  Physicians  in  equatorial,  most  of  eastern, 
and  southern  Africa  have  concluded  that  duodenal 
ulcer  is  rare  in  the  native  population.  Bergsma 
reported  the  ulcer  rate  in  Ethiopia  to  be  extremely 
low.  V'int  found  among  1,800  autopsies  studied  in 
Nairobi,  East  Africa,  only  one  gastric  ulcer  scar 
and  no  craters  in  stomach  or  duodenum,  which 
was  most  remarkable.  Eagle  and  Glllman  found 
ulcer  to  be  extremely  rare  among  South  African 
Bantus.  Reporting  from  the  University  of  Cape 
Town,  South  Africa,  Marks  and  his  colleagues 
stated  that  ulcer  is  extremely  uncommon  in  the 
Bantu,  especially  among  women.  During  the  pre- 
vious year  the  authors  had  encountered  only  three 
Bantu  patients,  all  men,  with  ulcer  proven  by 
roentgenograms.  During  the  previous  nine  years, 
only  three  Bantu  patients,  all  men,  had  come  to 
operation  for  ulcer  at  the  teaching  hospital  of  the 
University  of  Cai^e  Town.  These  observations  are 
in  marked  contrast  to  the  high  rate  of  ulcer  among 
Caucasian  immigrants  to  Africa. 

But  the  science  of  disease  distribution  is  never 
a simple  one,  and  one  should  note  a recent  essay 
by  Burkitt  on  diseases  currently  encountered  along 
the  course  of  the  Nile.  Remarkable  variation  in 
disease  incidence  was  reported  from  area  to  area 
along  this  great  river.  In  regard  to  ulcer  incidence, 
Burkitt  stated,  “Never  have  I seen  such  a high 
proix>rtion  of  major  surgery  devoted  to  the  cure 
of  peptic  ulcer  as  in  Burundi  . . . The  ulcer  inci- 
dence here  must  be  unusually  high  ...  As  in 
other  parts  of  East  Africa,  it  is  the  duodenum 
rather  than  the  stomach  that  is  almost  invariably 
involved.” 

It  is  most  unfortunate  that  specific  serial  data 
on  ulcer  incidence  among  American  Negroes  are 
not  available  for  the  slavery  period  and  the  last 
hundred  years.  Apparently  experiences  from  those 
times  that  might  help  clarify  the  dynamics  of 
ulcer  incidence  were  not  recorded.  The  assump- 
tion among  medical  historians  has  been  that  dys- 
peptic problems  were  rare  among  the  slaves,  for 
they  were  not  recorded,  in  spite  of  a great  many 
reports  of  consumption,  childhood  infectious 
diseases,  and  infectious  diarrhea. 

It  can  properly  be  assumed  that  during  the 
|)ast  hundred  years  in  this  country  the  incidence 
of  ulcer  among  Negroes  has  been  increasing  rap- 


idly, for  today  the  expected  incidence  among 
.\merican  Negroes  is  the  same  as  it  is  for  the 
-American  Caucasian.  Personal  data  collected  from 
1950  to  1966  from  5,300  general  hospital  patients 
with  organic  gastroenterologic  disease  suggest,  in 
fact,  that  Negroes  currently  may  be  slightly  more 
susceptible  to  chronic  gastric  ulcer  than  Cau- 
casians. Of  all  the  patients  in  the  study,  8.4  per 
cent  were  Negroes,  while  the  per  cent  of  Negroes 
among  the  chronic  gastric  ulcer  patients  was  9.9; 
among  the  duodenal  ulcer  patients  it  was  8.6; 
and  among  the  patients  without  ulcer  disease,  it 
was  8.2.  In  their  autopsy  study  published  in  1938, 
Portis  and  Jaffe  found  the  prev'alence  of  gastro- 
duodenal ulcer  to  be  5.23  i^er  cent  among  Cau- 
casians and  3.5  per  cent  among  Negroes. 

. . . Palmer,  E.  D.:  Surg.,  Gynee.,  Obstet., 
April  1970 

Tropical  Sprue  in  Expatriates  From  the 
Tropics  Living  in  the  United  States 

The  results  of  clinical,  laboratory,  and  thera- 
peutic observations  conducted  over  a seven-year 
period  in  40  expatriates  from  the  tropics  who  pre- 
sented in  New  York  City  with  overt  tropical  sprue 
are  described.  Thirty-five  had  megaloblastic  ane- 
mia which  was  secondary  to  combined  deficiency 
of  folate  and  vitamin  B12  in  25  and  to  deficiency 
of  only  one  of  these  vitamins  in  the  other  ten. 
Treatment  with  pharmacologic  doses  of  folic  acid 
or  vitamin  B12  produced  clinical  remission  in  18 
of  21  patients.  Fifty  asymptomatic  expatriates 
from  the  West  Indies  were  surveyed  for  abnor- 
malities of  intestinal  function.  Jejunal  morphology- 
was  abnormal  in  two  patients  with  xylose  mal- 
absorption who  were  biopsied,  and  normal  in  11 
others.  Intestinal  abnormalities  in  most  asympto- 
matic expatriates  appear  to  revert  to  normal  with- 
out therapy  after  a relatively  short  period  of  resi- 
dency in  a temperate  climate;  however,  in  some 
expatriates,  a few  of  whom  are  asymptomatic  at 
the  time  of  arrival,  the  intestinal  lesion  appar- 
ently persists  to  result  in  the  occurrence  of  overt 
tropical  sprue  after  months  or  years  of  residency- 
in  a temperate  climate. 

. . . Klipstein,  F.  and  Falaiye.  J.  M.:  Medi- 
cine 48:475,  Nov.  1969 


ONE  SENTENCE  ESSAY 
If  y-ou  steal  from  one  author,  it  is  plagiarism; 
if  you  steal  from  tw-o,  it  is  research.  ..  .Anon. 


August  1970 
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DERMAQUIZ 

Conducted  by  FRANCESCO  RONCHESE,  M.D. 


At  left,  the  top  of  a woman’s  scalp  with  an  area 
hairless,  swollen,  crusted,  oozing,  one  week  after  a 
beautifying  operation. 


At  right,  the  same  area  one  year  later,  a clean 
smooth  hairless  area. 

Answer  on  page  462 


Wherever  you  go, 
forget  your  telephone 
calls.  We  ll  take  them 
for  you,  day  or  night. 


MEDICAL  BUREAU 

of  the 

Providence  Medical  Association 
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The  Commonwealth  Fund 


NEW  YORK,  March  23— A $300,000  grant  to 
help  Harvard  University  launch  an  experimental 
program  to  provide  insured  medical  and  hospital 
care  for  more  than  30,000  Boston  residents  was 
announced  today  by  the  Commonwealth  Fund  of 
New  York. 

The  Fund  three  years  ago  gave  the  Harvard 
Medical  School  a grant  to  plan  the  new  program, 
which  is  designed  to  advance  the  development  of 
prepaid  group  practice  systems  of  medical  care. 
This  second  and  latest  appropriation  is  toward 
the  costs  of  sustaining  the  experiment  until  the 
number  of  subscribers  enrolled  in  the  prepaid  pro- 
gram, known  as  the  Harvard  Community  Health 
Plan,  reaches  the  financial  break-even  point. 

In  explaining  the  grant,  Quigg  Newton,  Presi- 
dent of  the  Fund,  stated:  “The  Commonwealth 
Fund  is  hopefull  that  the  Harvard  ^ledical  School 
experiment  will  demonstrate  that  complete  health 
care  coverage  can  be  provided  at  a reasonable 
cost  if  existing  arrangements  for  group  health 
insurance  are  tied  to  first-rate  group  medical  prac- 
tices. 

“There  is  mounting  evidence  that  such  systems 
of  prepaid  medical  and  hospital  services  must  be- 
come the  primary  framework  for  health  care  in 
this  country  if  we  are  ever  to  meet  the  health 
needs  of  our  growing  population,  as  well  as  stop 
the  ruinous  inflationary  spiral  of  medical  and  hos- 
pital costs. 

“By  eventually  using  the  Harvard  Plan  as  a 
training  and  research  base  to  help  other  medical 
schools  and  institutions  establish  similar  programs 
elsewhere  in  the  country,  this  program  has  great 
potential  for  measurably  advancing  the  introduc- 
tion of  prepaid  group  practice  into  the  mainstream 
of  American  medical  care.” 

For  a fixed  monthly  premium,  a subscriber  can 
enroll  his  entire  family  in  the  Harvard  Plan,  re- 
ceiving all  medical  care  through  one  of  two  groups 
of  physicians  practicing  in  the  same  health  clinic 
in  downtown  Boston.  Subscriber  families  are  cov- 
ered round  the  clock  by  the  doctors,  who  make 
house  calls  and  arrange  home  nursing  care  when 
necessary.  Four  Harvard-affiliated  hospitals — 
Peter  Bent  Brigham,  Beth  Israel,  Children’s,  and 
Women’s — -provide  all  hospital  services. 

A number  of  commercial  carriers  and  the  Massa- 
chusetts Blue  Cross  organization  are  cooperating 
to  offer  the  Harvard  Plan  as  an  alternative  form 
of  coverage  to  their  group  health  policyholders. 
Negotiations  are  also  under  way  to  include  a sub- 


stantiial  number  of  indigent  families  in  the  Plan, 
with  the  state  paying  a fixed  premium  for  each 
enrolled  family. 

The  Harvard  Plan  began  initial  operations  this 
past  October,  and  the  Fund’s  grant  is  payable  as 
soon  as  the  remainder  of  the  interim  financing 
needed  to  sustain  the  program  through  its  first 
phase  of  operation  is  secured. 

The  enrollment  drive  for  the  subscribers  to  be 
served  by  the  Plan’s  first  two  group  practices  will 
be  accompanied  by  exploratory  planning  for  later 
phases,  including  the  establishment  of  additional 
group  practices  elsewhere  in  the  Boston  area, 
which  would  be  backed  up  by  community  hos- 
pitals. In  moving  toward  this  stage  of  operations. 
Harvard  will  be  developing  a pattern  for  a re- 
gional health  delivery  system  built  on  incentives 
for  effective  financial  and  quality  controls. 

Insurance  companies,  non-profit  plans,  and  gov- 
ernment agencies  which  finance  and  administer 
health  services  are  following  the  Ha  vard  experi- 
ment with  interest,  since  the  principles  and  in- 
centives it  embodies  for  cost  control  and  for  qual- 
ity of  service  are  largely  lacking  in  the  nation’s 
present  health-delivery  arrangements.  A similar 
experiment  has  been  launched  with  Fund  help  by 
the  Johns  Hopkins  School  of  Medicine  in  the 
new  city  of  Columbia,  Maryland. 

In  general,  the  potential  economies  of  group 
health  programs  stem  from  the  predictability  of 
the  need  for  medical  and  hospital  services  by  large 
numbers  of  people.  By  serving  large  defined  popu- 
lations, such  programs  can  provide  the  right  num- 
ber of  doctors,  nurses,  hospital  beds,  laboratory 
facilities,  and  the  array  of  other  resources  re- 
quired to  meet  the  predicted  need.  As  a result 
of  this  efficiency,  costs  can  be  held  to  a minimum. 
Moreover,  because  the  costs  are  computed  in  ad- 
vance, they  can  be  apportioned  equally  among 
the  subscribers  in  the  form  of  prepaid  premiums. 

In  addition,  because  all  those  who  derive  their 
incomes  from  the  health  program,  including  the 
doctors,  rely  upon  the  ability  of  the  plan  to  sat- 
isfy subscribers  year  after  year,  there  is  strong 
incentive  to  provide  high  quality  care  at  the  low- 
est possible  cost. 

This  cost-quality  incentive  usually  gets  trans- 
lated into  a health  care  program  geared  to  keep 
subscribers  healthy,  emphasizing  the  prevention 
of  disease  and  the  correction  of  medical  problems 
that  can  be  taken  care  of  before  hospitalization, 
surgery,  and  other  expensive  services  are  required. 
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A COMPARISON  OF  NATIONj 

I 

plan  purpose  how  implemented  method  of  FINANCJ 


American 

Medical 

.Association 

“Medicredit” 

To  encourage  all  persons  to 
be  protected  against  expense 
of  illness.  Uses  private  insur- 
ance carriers  stating  that 
competitive  system  provides 
incentives  for  lowering  costs, 
innovations  in  delivery  of 
care,  and  maintenance  of 
quality. 

Taxpayer  may  purchase  “qual- 
ified” insurance  policy  and 
takes  credit  (based  on  his 
ta.x  liability)  on  tax  return 
for  part  of  premium  cost ; or, 
if  in  lower  30%  income  group, 
receives  certificate  good  for 
full  cost  of  premium. 

Income  tax  credit  rar 
10%  of  premium  cost  to 
depending  on  family  tax 
bility : lower  30%  of  ta> 
ers  to  receive  certificate 
ering  100%  premium  cost 

Ta.x  Credit 

Bills  of 

Fulton  (H.R. 

9835)  and 

Fannin 
(.S.  2705) 

To  make  it  possible  for  every 
citizen  to  obtain  comprehen- 
sive medical  and  hospitaliza- 
tion insurance  of  his  choice 
on  a guaranteed  renewable 
basis. 

Provides  for  voluntary  health 
insurance  coverage  for  all 
persons,  with  the  federal  gov- 
ernment’s financial  participa- 
tion based  on  the  taxpayer’s 
income.  Ta.xpayer  takes  cred- 
it on  his  tax  return  or  re- 
ceives insurance  premium  cer- 
tificate. 

Income  tax  credits  base) 
taxpayer’s  adjusted  grosk 
come,  credit  ranging  i 
25%  (over  $10,000  incom 
100%  (under  $2,500  inc<| 
Ma.ximum  federal  contj 
tion  $400  per  family.  1 

Congressman 

Durward 

HalF 

To  provide  a two  part  pro- 
gram : first,  to  do  away  with 
Aledicaid;  second,  (at  later 
date)  to  provide  protection 
against  catastrophic  illness. 

Part  1 : Federal  government 
to  pay  cost  of  health  insur- 
ance policy  for  “Medicaid” 
individual.  Part  II : Establish- 
es a federal  pool  of  general 
revenue  funds  to  cover  “cat- 
astrophic” illness  of  all  per- 
sons. 

\ 

Part  I ; Federal,  through 
ment  of  cost  of  insui 
certificate;  Part  II: 
federal  general  revenues.] 

1 

“Committee  of 

100” — Walter 
Reuther* 

To  provide  a national  health 
insurance  plan  which  would 
restructure  the  delivery  sys- 
tem and  paj'  for  all  personal 
health  care,  including  hospit- 
al. medical,  and  dental. 

Administered  by  HEW,  with 
Advisor}'  Council  including 
representatives  of  consumers 
and  providers ; would  absorb 
Medicare,  Medicaid,  and 

many  other  collateral  pro- 
grams. 

Contributions  from  em 
ers,  employees,  and  sel 
ployed,  and  from  genera 
revenues : also  provisio 
permit  employer  to  as 
employee’s  payment,  i 
mated:  two-thirds,  empl 
employee;  one  third,  fe| 

Rockefeller- 

Javits* 

To  provide  for  a compulsory^ 
system  of  insurance  against 
the  costs  of  basic  health  serv- 
ices. 

Establishes  a Health  Benefits 
Commission  to  implement 
program ; requires  employers 
to  maintain  insurance  or  oth- 
er program  covering  health 
needs  of  employees ; covers 
unemployed  through  “pool’’ 
funds. 

Employer-employee  con| 
tions  ; for  indigent : froir) 
eral,  state  and  local  con  i 
tions  to  pool. 

Senator 

Edward 

Kennedy* 

To  bring  high  quality  medical 
care  to  all  persons,  b\'  1975. 

Implemented  in  stages.  1971 : 
Include  coverage  for  all  in- 
fants, preschool  children,  and 
adolescents  in  elementary  and 
secondary  schools ; ne.xt  4 
years  expand  at  rate  of  10 
year  age  group  per  year. 

Through  federal  gt| 

treasury  revenues,  with  li 
cient  guarantees  to  avoil 
vagaries  of  the  appropri 
process. 

AFL-CIO* 

To  provide  a system  of  uni- 
versal health  care  coverage 
for  all  persons. 

.\  federal  program  allowing 
providers  (physicians’  to  prac- 
tice in  the  system  on  a full 
or  part  time  basis,  or  of  re- 
maining out  of  system. 

Tripartite  basis:  1/3,  en) 
cr ; 1/3,  employee:  1/3,! 
eral  revenues. 

^■\dequate  details  not  available;  material  presented  is  taken  from  speeches,  news  releases,  etc. 


LTH  INSURANCE  PLANS 


T.  PARTICIPATION 

WHO  IS  INCLUDED 

BENEFITS  INCLUDED 

ANNUAL  COST 

ral  financing  through  tax 
ts  and  “certificates"; 

approval  of  insurance 
any  and  plan ; and  in- 
ident  Health  Insurance 
iory  Board  sets  guide- 

■All  persons  under  65, 
except  military.  Elder- 
ly’s cost  of  Part  B, 
Medicare  plan  also  in- 
cluded. 

Basic ; All  M.D.  and  osteo- 
pathic services  plus  60  days 
h o s p i t al  ; Supplemental : 

drugs,  other  personal  health 
services.  For  over  65  person: 
the  Part  B,  Medicare  pro- 
gram. 

Estimated  $10.2  billion 
total,  less  savings  of 
Federal  share  of  Title 
19  ($2.6  billion);  Net 
federal  cost  $7.6  billion. 

-al  financing  through  tax 
;s  and  insurance  pre- 
certificates. State  ap- 
1 of  insurance  company 
)lan. 

.\11  persons. 

-As  ma}'  be  offered  by  indi- 
vidual insurance  company; 
also,  for  over  65  persons,  the 
Part  B,  Medicare  program. 

Xot  stated. 

•al : financing  and  set- 
)f  policy  minimum  bene- 
State : approves  insur- 
carriers,  including  Blues. 

Part  I : Title  19  recipi- 
ent. Part  II : All  others 
when  faced  with  catas- 
trophic illness. 

Part  I : Basic  coverage  as  de- 
fined by  Congress  (about  85% 
of  health  care  expenses) ; 
Part  II:  catastrophic  health 
care  expenses. 

Part  I : $3.5  billion ; 

Part  II : Xot  stated. 

up  broad  federal  involve- 
in  the  whole  structure 
alth  care  delivery;  pro- 
for  federal  standards 
ire  and  federal  licensure 
oviders. 

All  persons. 

All  diagnostic,  medical  and 
surgical  care  hospitalization ; 
dental;  nursing  home;  home 
health  services;  drugs  ,appli- 
ances,  hearing  aids,  eyeglas- 
ses; other  health  services. 

Estimated  at  $40  billion 
annuall}-. 

federal  financing;  fed- 
ippointed  commission  to 
le  for  benefits  and  to 
ll  costs ; involves  state 

1 planning  agencies. 

All  persons : eventually 
to  replace  Medicare 
and  Medicaid. 

90-day  hospital  services  on  a 
semi-private  room  basis ; out- 
patient hospital  services ; 

home  health  care ; physician 
services. 

Xot  stated. 

jal  financing. 

1 

1971 : Preschool  and 

school  children ; broad- 
ened each  of  next  four 
years  at  rate  of  10  year 
age  group  per  year ; 
eventually  included  en- 
tire population 

As  comprehensive  as  possible. 

Xot  stated. 

^d  management  and  con- 
1 somewhat  similar  to 
j|ire. 

.\11  persons. 

Hospitalization  ; all  physician 
services  ; extended  care  ; cus- 
todial care ; home  health  serv- 
ices ; eye  examinations ; pre- 
scription drugs. 

Xot  stated. 

Prepared  by:  Legislative  Department 

American  Medical  Association 
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MEDEX 

(Continued  from  Page  416) 
have  had  long  training  with  the  militar\',  and  the 
ph\-sician  working  directly  mth  the  trainee  can 
determine  the  extent  of  his  activities  . . . 

Doctor  Bassett: 

The  curriculum  was  based  primarily  on  sugges- 
tions received  from  preceptors  plus  the  background 
training  given  by  the  Armed  Services  to  corptsmen 
. . . text  books  and  heavy  reading  are  out — “see 
and  do”  approach  emphasized,  thus  developing  a 
practical  program  rather  than  a theoretical  one  . . . 
Trainees  given  every  incentive  to  read  and  utilize 
audio-visual  materials,  and  physicians  volunteer 
not  only  to  lecture  to  the  trainees,  but  also  to  meet 
with  them  informally  and  discuss  problems  of  med- 
ical practice  . . . The  potential  corpsman  pool  is 
100,000  nationally  with  approximately  30,000  mov- 
ing out  of  service  each  year,  of  whom  25  per  cent 
might  be  eligible  to  become  ^NIEDEX  trainees  . . . 
It  is  not  felt  that  the  program  should  be  a hospital 
based  one  now,  as  identity  with  hospital  programs, 
nurses,  etc.  is  different  from  day  to  day  private 
practice . . . Agreed  upon  salary  currently  for 
MEDEX  trainees  in  Washington  state  is  in  an 
$8,000  to  $12,000  range ...  The  Department  of 
Health,  Education  and  Welfare  is  currently  plan- 
ning a three  month  intensive  training  program  for 
corpsmen  about  to  leave  military  service  . . . The 
University  of  Washington  will  have  a class  of 
over  200  enrolled  for  its  training  program  next  fall 
. . . The  University  curriculum  for  the  MEDEX 
trainees  covers  such  subjects  as  the  taking  of  a 
medical  history,  making  a physical  examination, 
chronic  disease  problems,  well  child  care,  assisting 
in  surgery  in  the  recovery  room,  a knowledge  of 
sports  medicine  (to  aid  with  secondary  high  school 
athletic  programs),  assistance  in  orthopedics  (casts, 
etc.)  use  of  physio-therapy  equipment,  specialist 
counsel  from  University  medical  school  specialists, 
and  ethical  considerations. 

il/r.  Gorman: 

Early  experience  with  MEDEX  indicates  that 
separate  licensure  should  be  avoided  in  favor  of 
finding  a way  to  include  the  functions  of  ^lEDEX 
within  the  Practice  Acts  of  M.D.’s  (and  probably 
D.O.’s)  ...  Medical  malpractice  coverage  for 
MEDEX  is  included  in  the  blanket  policies  that 
cover  all  of  the  persons  in  medical  training  at  the 
University  of  Wa.shington  Medical  School  ...  The 


state  medical  society  is  looking  for  ways  and  means 
to  clarify  the  status  of  MEDEX  when  their  15 
month  training  period  is  over,  and  may  seek  an 
enabling  clause  in  the  medical  licensure  act  per- 
mitting the  functioning  of  “trained  Medical  assist- 
ants'’ with  functions  to  be  unlimited  as  far  as  the 
statutes  are  concerned,  but  limited  in  other  ways 
under  the  direction  and  supervision  fo  a duly 
licensed  ^I.D.  or  a duly  licensed  D.O.  . . .The  pre- 
ceptor-physicians in  the  ^lEDEX  program  are 
being  audited  both  medically  and  financially  to  be 
certain  that  the  functions  being  performed  by  the 
MEDEX  are  consistent  with  good  quality  stand- 
ards of  care  and  to  assure  that  the  preceptor  is  not 
e.xploiting  the  ^lEDEX  or  making  an  undue  profit 
from  their  efforts  . . . MEDEX  are  invited  to  at- 
tend county  medical  society  meetings,  and  the 
relationships  between  hospital  administrators,  staffs, 
etc.  with  ^lEDEX  personnel  has  been  excellent . . . 
public  acceptance  is  exceptionallly  good  . . . ^lED- 
EX  must  have  strong  administrative  and  opera- 
tional direction  from  organized  medicine  . . . The 
various  faculties  of  medical  schools  have  evidenced 
a surprising  willingness  to  cooperate  with  the 
^lEDEX  program,  and  the  project  is  providing 
a new  learning  experience  for  members  of  the 
faculties  and  for  practicing  physicians,  thus 
producing  more  productive  thinking  with  respect 
to  medical  school  curricula. 

John  E.  Farrell,  Sc.D. 

Rhode  Island  ^ledical  Society 
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rhere  s a soup 


for  almost  every  patient  and  diet 
...for  every  meal  ^ . 

and,  it's  made  by  VCUnpual 


Sf 


PROTEIN  CONTENT/  7 oz.  Serving* 


Green  Pea  with  Ham  (Frozen)  7.6 


Hot  Dog  Bean  8.4 

Pepper  Pot  6.1 

Split  Pea  with  Ham  10.2 

Vegetable  Beef  5.0 


Vegetable  with  Beef  (Frozen)  5.4 


When  protein  is  the  focal  point  in  your  patients’ 
special  diets,  Campbell’s  Soups  can  be  a convenient 
supplementary  source  of  that  essential  nutrient. 


* From  “Nutritive  Composition  of  Campbell’s  Products” 
which  gives  values  of  important  nutritive  constituents  of  all 
Campbell’s  Products.  For  your  copy,  write  to  Campbell  Soup 
Company,  Dept.  365,  Camden,  New  Jersey  08101. 


Bean  with  Bacon 
Beef 

Chicken  Broth 
Chicken  'N  Dumplings 
Chili  Beef 
Green  Pea 


6.8 

8.0 

5.5 

5.8 
6.2 

6.9 


Flagyl 


brand  of 

metronidazole 


Cures  Trichomoniasis  in 
Both  Women  and  Men 


About  half  of  all  husbands  of  in- 
fected women  harbor  Trichomonas 
vaginalis.^ 

Few  of  these  men  have  symptoms. 
Even  so,  all  are  capable  of  perpetuat- 
ing the  infection  and  rendering  treat- 
ment of  a woman  alone  futile. 

Only  a systemically  active  medica- 
tion like  Flagyl  is  capable  of  reach- 


ing the  hidden  reservoirs  of  infection 
in  the  genitourinary  tracts  of  both 
men  and  women. 

Only  Flagyl  has  been  able  to 
achieve  rates  of  cure  consistently 
above  90  per  cent  and  often  up  to 
100  per  cent  in  trichomonal  infec- 
tions in  both  men  and  women. 


Indications:  For  the  treatment  of  trichomo- 
niasis in  both  male  and  female  patients  and 
the  sexual  partners  of  patients  with  a recur- 
rence of  the  infection  provided  trichomonads 
have  been  demonstrated  by  wet  smear  or 
culture. 

Contraindications:  Evidence  of  or  a history 
of  blood  dyscrasia,  active  organic  disease  of 
the  central  nervous  system  and  the  first  tri- 
mester of  pregnancy. 

Warnings:  Use  with  discretion  during  the  sec- 
ond and  third  trimesters  of  pregnancy  and 
restrict  to  patients  not  cured  by  topical  mea- 
sures. Flagyl  (metronidazole)  is  secreted  in 
the  breast  milk  of  nursing  mothers.  It  is  not 
known  whether  this  can  be  injurious  to  the 
newborn. 

Precautions:  Mild  leukopenia  has  been  re- 
ported during  Flagyl  use;  total  and  differen- 
tial leukocyte  counts  are  recommended 
before  and  after  treatment  with  the  drug, 
especially  if  a second  course  is  necessary. 
Avoid  alcoholic  beverages  during  Flagyl  ther- 
apy because  abdominal  cramps,  vomiting  and 
flushing  may  occur.  Discontinue  Flagyl 
promptly  if  abnormal  neurologic  signs  occur. 
There  is  no  accepted  proof  that  Flagyl  is  ef- 
fective against  other  organisms  and  it  should 
not  be  used  in  the  treatment  of  other  condi- 
tions. Exacerbation  of  moniliasis  may  occur. 
Adverse  Reactions:  Nausea,  headache,  ano- 
rexia, vomiting,  diarrhea,  epigastric  distress, 
abdominal  cramping,  constipation,  a metallic, 
sharp  and  unpleasant  taste,  furry  or  sore 
tongue,  glossitis  and  stomatitis  possibly  asso- 
ciated with  a sudden  overgrowth  of  Monilia, 
exacerbation  of  vaginal  moniliasis,  an  occa- 
sional reversible  moderate  leukopenia,  dizzi- 
ness, vertigo,  drowsiness,  incoordination  and 
ataxia,  numbness  or  paresthesia  of  an  extrem- 
ity, fleeting  joint  pains,  confusion,  irritability, 
depression,  insomnia,  mild  erythematous 


eruptions,  “weakness,”  urticaria,  flushing,  dry- 
ness of  the  mouth,  vagina  or  vulva,  vaginal 
burning,  pruritus,  dysuria,  cystitis,  a sense  of 
pelvic  pressure,  dyspareunia,  fever,  polyuria, 
incontinence,  decrease  of  libido,  nasal  con- 
gestion, proctitis,  pyuria  and  darkened  urine 
have  occurred  in  patients  receiving  the  drug. 
Patients  receiving  Flagyl  may  experience  ab- 
dominal distress,  nausea,  vomiting  or  head- 
ache if  alcoholic  beverages  are  consumed. 
The  taste  of  alcoholic  beverages  may  also  be 
modified. 

Dosage  and  Administration:  In  the  Female. 
One  250-mg.  tablet  orally  three  times  daily 
for  ten  days.  Courses  may  be  repeated  if  re- 
quired in  especially  stubborn  cases;  in  such 
patients  an  interval  of  four  to  six  weeks  be- 
tween courses  and  total  and  differential  leu- 
kocyte counts  before,  during  and  after 
treatment  are  recommended.  Vaginal  inserts 
of  500  mg.  are  available  for  use,  particularly 
in  stubborn  cases.  When  the  vaginal  inserts 
are  used  one  500-mg.  insert  is  placed  high 
in  the  vaginal  vault  each  day  for  ten  days 
and  the  oral  dosage  is  reduced  to  two  250-mg. 
tablets  daily  during  the  ten-day  course  of 
treatment.  Do  not  use  the  vaginal  inserts  as 
the  sole  form  of  therapy.  In  the  Male.  Pre- 
scribe Flagyl  only  when  trichomonads  arc 
demonstrated  in  the  urogenital  tract,  one 
250-mg.  tablet  two  times  daily  for  ten  days. 
Flagyl  should  be  taken  by  both  partners  over 
the  same  ten-day  period  when  it  is  prescribed 
for  the  male  in  conjunction  with  the  treat- 
ment of  his  female  partner. 

Dosage  Forms:  Oral  tablets  . . . 250  mg. 

Vaginal  inserts  . . 500  mg. 

*References  available  on  request. 


SEARLE 


P.  O.  Box  5110 
Chicago,  Illinois  60680 


942 


Research  in  the  Service  of  Medicine 


Results  on  skin  are  final  proof  of  any  topical  antibiotic’s  effectiveness 


JUDGE  ANTIBIOTICIOINTMENTS  HERE 


No  in  vitro  test  can  duplicate  a clinical  situation  on  living  skin.  ‘Neosporin’  (polymyxin  B 
— bacitracin  — neomycin)  Ointment  has  consistently  proven  its  effectiveness  in  thousands  of 
cases  of  bacterial  skin  infection.  The  spectra  of  the  three  antibiotics  overlap  in  such  a way 
as  to  provide  bactericidal  action  against  most  pathogenic  bacteria  likely  to  be  found  topically. 
Diffusion  of  the  antibiotics  from  the  special  petrolatum  base  is  rapid  since  they  are  insoluble 
in  the  petrolatum,  but  readily  soluble  in  tissue  fluids.  The  Ointment  is  bland  and  nonirritating. 

Caution:  As  with  other  antibiotic  preparations,  prolonged  use  may  result  in  overgrowth  of  nonsuscep- 
tible  organisms  and/or  fungi.  Appropriate  measures  should  be  taken  if  this  occurs.  Articles  in  the 
currerit  medical  literature  indicate  an  increase  in  the  prevalence  of  persons  allergic  to  neomycin. 
The  possibility  of  such  a reaction  should  be  borne  in  mind. 

Contraindications:  This  product  is  contraindicated  in  those  individuals  who  have  shown  hyper- 
sensitivity to  any  of  its  components. 

Supplied:  Tubes  of  1 oz.,  Vz  oz.  with  applicator  tip,  and  Vs  oz.  with  ophthalmic  tip. 

Complete  literature  available  on  request  from  Professional  Services  Dept.  PML. 

'NEOSPORIN' 

brand 


POLYMYXIN  B-BACITRACIN-NEOMYCIN 

OINTMENT 


BURROUGHS  WELLCOME  & CO.  (U.S.A.)  INC.,  Tuckahoe,  N.Y. 


AMA  HOUSE  OF  DELEGATES 
MEETING 

(Continued  from  Page  413) 

A final  resolved  was  deleted  from  the  reference 
committee  report  and  referred  to  the  board  for 
further  study.  This  resolve  read  “That  the  Amer- 
ican iVIedical  Association  will  consider  no  physician 
who  adheres  to  the  above  and  who  is  otherwise 
qualified,  to  be  in  violation  of  the  policies  of  the 
AMA  as  long  as  his  practice  conforms  to  the 
applicable  state  or  federal  laws.”  This  deletion 
followed  debate  which  maintained  that  a legislative 
act  does  not  carry  with  it  ethical  approval. 

PLANNING  AND  DEVELOPMENT  REPORT 

The  voluminous  planning  and  development  com- 
mittee report  was  allocated  piece  meal  to  the  seven 
reference  committees,  and  many  substitutions  were 
made  to  the  report.  You  will  recall  that  Rhode 
Island  was  one  of  the  four  states  that  made  an 
exhaustive  review  of  the  report  and  submitted  its 
opinions  which  were  carried  in  the  official  hand- 
book of  the  AMA  House  of  Delegates. 

We  urged  amendment  of  section  2 that  the 
.\MA  recognize  alternate  methods  of  delivering 
health  service  . . . 

The  House  concurred  by  recording  the  recom- 
mendation to  read  that  “the  AMA  recognize  the 
need  for  multiple  methods  . . . etc.  . . . 

In  the  same  section  we  recommended  amend- 
ment that  among  the  incentives  to  attract  the 
most  highly  qualified  candidates  to  the  field  of 
medicine  maximum  professional  independence  (in- 
stead of  minimal  regimentation)  and  freedom  of 
choice  for  both  physicians  and  patients. 

The  House  concurred  but  recorded  the  recom- 
mendation that  the  A^IA  “simultaneously  make 
every  effort  to  maintain  and  create  incentives  in 
medical  practice.  Among  these  incentives  are  a 
multiplicity  of  practical  options,  maximum  pro- 
fessional independence,  and  freedom  of  choice  for 
both  physician  and  patients.” 

Rhode  Island  urged  that  recommendation  8 be 
changed  to  provide  that  the  AMA  take  a positive 
stand,  and  remain  objective  in  evaluating  the 
respective  merits  of  private  solo  practice,  groups 
practice,  etc. 

The  AMA  House  concurred,  and  restated  the 
recommendation  that  the  AMA  advocates  factual 
investigation  and  objective  experimentation  in  new 
methods  of  delivery  of  health  care,  while  still 
maintaining  faith  and  trust  in  the  private  practice 
of  medicine  and  pride  in  its  accomplishments.” 


PROFESSIONAL  LIABILITY  INSURANCE 

Two  progress  reports  of  the  board  of  trustees 
on  the  subject  of  professional  liability  insurance 
were  received  and  approved.  In  the  main  the 
reports  reviewed  the  Association’s  activities  and 
program  in  the  fields  of  sponsorship  of  a liability 
insurance  program,  remedial  state  legislation,  and 
patient-safety  programs.  A National  Congress  on 
Patient  Safety  is  to  be  sponsored  jointly  with 
the  American  Hospital  Association. 

Efforts  are  to  be  developed  toward  a professional 
liability  insurance  plan  for  members  under  the 
joint  sponsorship  with  state  medical  associations. 

The  matter  of  endorsement  of  joint  screening 
panels  composed  of  physicians  and  attorneys  estab- 
lished to  make  a pretrial  evaluation  of  professional 
liability  claims  came  in  for  discussion.  The  House 
voted  that  it 

“approves  of  the  establi.shment  of  medical  society 
professional  liability  committees,  composed  of 
physician  members,  to  evaluate  and  assist  in 
the  defense  of  liability  claims  against  physician 
members,  but  it  does  not  approve  or  disapprove 
of  joint  screening  panels  of  physicians  and  at- 
torneys or  any  other  specific  procedure  for 
screening  liability  claims  prior  to  trial.  Since 
there  are  differences  of  opinion  as  to  the  opti- 
mum procedures  for  minimizing  unjustified 
claims  against  physicians,  it  is  the  position  of 
the  House  of  Delegates  that  each  constituent 
state  medical  society  can  best  evaluate  these 
procedures  for  the  purpose  of  determining 
which,  if  any,  would  be  most  beneficial  for  its 
members  under  the  conditions  existing  in  its 
state.” 

All  states  were  also  urged  to  keep  the  .\MA 
informed  annually  on  such  programs. 

UNIFICATION  OF  INTERNSHIP  AND 
RESIDENCY  YEARS 

The  House  approved  of  the  two  recommendations 
in  the  report  from  the  Board  of  Trustees,  as  fol- 
lows: 

1.  After  July  1,  1971,  a new  internship  pro- 
gram will  be  approved  only  when  the  new  appli- 
cation contains  convincing  evidence  that  the 
internship  and  the  related  residency  years  will 
be  organized  and  conducted  as  a unified  and 
coordinated  whole. 

2.  After  July  1,  1975,  no  internship  program 
will  be  approved  which  is  not  integrated  with 
residency  training  to  form  a unified  program 
of  graduate  medical  education. 

(Continued  on  Next  Pafre) 
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Malpractice 
protection 
is  serious 
business! 


Talk  only  to  the  experts! 


^nd  let  them  speak  for  you.  By  all 

means,  discuss  your  treatment  with  your 
patients  during  treatment.  But  should  a 
patient’s  lawyer  want  to  speak  to  you 
about  your  treatment,  don’t  put  yourself 
at  a disadvantage.  Let  lawyers  talk  to 
lawyers.  Refer  him  to  the  legal  counsel 
for  your  professional  liability  insurance 
company. 

And  when  it  comes  to  malpractice  liabil- 
ity insurance,  talk  to  the  Man  from 
Starkweather  & Shepley.  As  a leading 
agency  for  the  St.  Paul  Insurance  Com- 
pany, he  can  provide  you  coverage  up  to 
$1  million.  In  fact,  he  can  provide  you 
with  a total  insurance  program  covering 
all  your  professional  and  personal  needs. 

Yes,  talk  to  your  patients  about  medicine, 
let  the  Man  from  S & S talk  to  you  about 
insurance  and  let  the  insurance  company 
lawyers  talk  about  law. 


Contact  Gardner  C.  Borden,  C.P.C.U. 

Starkweather  & Shepley,  Inc. 

155  South  Main  Street 
Providence,  R.  I.  421-6900 

■ I ONE  SOURCE /TOTAL  INSURANCE 

559-9 


UNIVERSAL  HEALTH  INSURANCE  PROPOSALS 
Three  proposals  were  referred  to  the  Board  of 
Trustees  for  study,  with  endorsement  of  two  in 
principle — one  for  a voluntary  universally  available 
health  benefits  program,  and  one  for  universal 
health  insurance.  The  House  also  adopted  a reso- 
lution asking  that  spokesmen  for  the  AMA  express 
vigorous  opposition  to  government  controlled  Na- 
tional Health  Service  programs. 

PAYMENT  OF  PHYSICIANS'  FEES 
Actions  taken  included  the  following — 

1.  Conditions  under  which  government  funds 
might  be  used  by  the  various  associations  or 
groups  representing  the  medical  profession  to 
engage  in  medical  services  research  and  demon- 
stration activities  were  approved. 

2.  The  Board  was  asked  to  study  the  legal 
implications  in  particular  of  mechanisms  for 
negotiating  professional  fees  and  other  conditions 
under  which  physicians  render  their  services. 

3.  The  House  reaffirms  its  support  of  the 
“usual,  customary  or  reasonable”  fee  concept, 
and  opposition  to  setting  of  fees  under  proposed 
Medicare  amendments. 

4.  State  medical  associations  were  urged  to 
establish  departments  of  economic  research, 
development  and  planning,  to  work  with  the 
AMA  in  collecting  such  data,  and  to  designate 
representatives  to  deal  energetically  with  third 
party  agencies  and  programs,  utilizing  the  con- 
cept of  usual,  customary,  or  reasonable  charges. 

5.  Third  parties  were  urged  in  communica- 
tions with  beneficiaries  to  eliminate  routine  use 
of  the  term  “reasonable”  or  its  opposite,  to  avoid 
an\’  other  terminology  which,  by  its  usual  mean- 
ing, makes  adverse  implications  about  the  phy- 
sician or  his  fee,  and  to  substitute  terms  such 
as  “reimbursable  p>ortion”  or  other  suitable 
terminology  not  conveying  moral  or  ethical 
connotations. 

PHYSICIANS  AND  HOSPITALS 

Among  actions  taken  were — 

1.  resolution  that  the  AMA  request  the 
Joint  commission  on  Accreditation  of  Hospitals 
to  specify  that  a Joint  Conference  Committee 
include,  where  feasible,  adequate  representation 
from  community-based  physicians  elected  by 

the  medical  staff. 

2.  That  the  AMA  reaffirm  its  position  that 
general  practitioners  should  have  the  opportunity 
to  practice  medicine  as  active  staff  members  in 


454 


Rhode  Island  Medical  Journal 


hospitals  and  should  be  granted  privileges  com- 
mensurate with  their  training  and  demonstrated 
abilities,  and  also,  that  the  Joint  Commission 
on  Accreditation  of  Hospitals,  and  specialty 
societies,  be  urged  to  motivate  hospitals  and 
their  medical  staffs  to  utilize  the  potentials  of 
general  practitioners  to  their  fullest  extent. 

3.  That  the  AMA  suggest  that  medical  staffs 
consider  revising  their  respective  hospital  medical 
constitutions  and  bylaws  to  differentiate  clearly 
between  medical  and  administrative  duties. 

4.  That  the  AiMA  members  of  the  JCAH 
board  of  commissioners  seek  revision  regarding 
interpretation  on  clinical  departments  of  family 
practice  to  read: 

“A  department  of  family  and  general  practice 
may  be  established  when  feasible.  When  such 
a department  is  created,  it  should  be  treated 
in  the  same  manner  as  any  other  clinical  depart- 
ment within  the  medical  staff  structure.” 

DRUGS 

Two  resolutions  were  adopted  and  wide  dis- 
semination of  them  to  state  associations  was  urged. 
These  resolutions  request  that  the  AMA  resist 
repeal  or  modification  of  existing  anti-substitution 
laws,  and  vigorously  to  support  the  prerogatives 
of  the  physicians  to  designate  the  drug  of  choice 
for  his  patient. 

The  Board  of  Trustees  was  asked  to  oppose 
the  withdrawal  of  drugs  from  the  market  by  the 
federal  Food  and  Drug  Administration  on  the 
basis  of  recommendations  made  by  drug  efficacy 
review  panels  without  consulting  clinical  prac- 
titioners. 

A resolution  was  adopted  criticizing  the  Food 
and  Drug  Administration  for  premature  new  re- 
leases regarding  allegedly  ineffective  and  harmful 
drugs  prior  to  informing  the  medical  profession. 

The  AMA  was  commended  for  its  opposition  to 
the  proposed  FDA  policy  statement  pertaining  to 
package  inserts  for  hormonal  contraceptives  di- 
rected to  the  patients  and  urges  continuing  oppo- 
sition to  the  implementation  of  the  proposed  policy 
or  any  requirement  that  a package  insert  be 
directed  to  a patient  when  a drug  is  prescribed. 

CONSUMER  FORUM 

For  the  first  time  in  its  history,  the  House 
appointed  a special  reference  committee  to  hold 
a public  forum,  at  which  individuals  and  repre- 
sentatives of  groups  could  present  their  views  of 
medical  and  health  care.  The  committee  heard 
(Contimied  on  Xext  Pajre) 


RELIEVE 

BACK 
PROBLEMS 


SUPPORT  for 
WOMEN 

Modal  4a3 

Cet  relief  from  postural  itrain  and 
iiiuiiy  back  conditions  with  a high 
degree  of  comfort  Three  sets  of  ad- 
justment straps  permit  "form-fit”  con- 
trol to  suit  individual  needs.  Elastic 
insets  allow  free  movement  for  the 
wearer.  "Cushioned  for  Comfort”  this 
fine  Freeman  garment  features  downy 
soft  Dacron-Pima  Cotton.  Easy  to 
wash  and  dry.  Cushioned  stays. 


ORTHOPEDIC  SERVICES 
OF  R.  I. 

340  Broad  St.,  Providence,  R.  I.  02907 
EL  1-0800 


COMPLETE  LINE  OF  ORTHOPEDIC 
APPLIANCES  - SURGICAL  SUPPORTS 
HOME  TRACTION 
WALKERS  - CRUTCHES  - CANES 


Certified  Male  and  Female  Fitters 


♦ ♦ 


House  Calls  Upon  Request 


♦ ♦ ♦ 

Ernest  Hill  — Certified  Orthotist 
James  P.  Casperson  — Orthotist 
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IF  MARY  SO-AND-SO 
HAS  COCKLEBURRS 
ON  HER  COCCYX. 

WE  COULDN'T  CARE  LESS 


But  we'll  guard  her  right  to 
have  them  confidentially.  What  we 
do  care  about  is  typing  Mary's  re- 
port fast  and  accurately— spelling 
out  her  problem  with  the  right 
spelling. 

There's  a lot  to  be  said  for  let- 
ting us  type  all  your  reports.  You 
employ  us  just  long  enough  to  do 
your  paperwork  and  not  a minute 
more.  Moreover,  we're  always  on 
tap  when  you  want  us— day  or 
night. 

You  never  have  to  report  or 
pay  for  unemployment  or  social 
security  deductions  for  us.  And,  we 
work  from  tapes,  discs,  or  anything 
which  gives  us  the  message. 

Try  us.  No  contract  necessary 
and  no  minimum.  So  what  can  you 
lose. 


96' 


TRANSCRIPTION  SERVICE  INC. 

961  CRANSTON  ST..  CRANSTON,  R.  I.  02920 

944-8063 


three  hours  of  testimony  on  the  opening  day  of 
the  convention.  From  its  report,  the  House 
adopted  the  following  recommendations: 

“That  consideration  be  given  by  the  Board  of 
Trustees  to  the  creation  of  a multi-ethnic  advisory 
committee  on  health  care  problems  of  minority 
groups. 

‘■That  the  House  of  Delegates  reaffirm  its  policy 
of  encouraging  physicians,  as  well  as  paramedical 
personnel,  to  continue  to  provide  compassionate 
and  sympathetic  care  to  all  patients. 

‘‘That  the  House  of  Delegates  reaffirm  Resolu- 
tion 62,  Annual  Convention  1969,  which  states  in 
part:  ‘It  is  a basic  right  of  every  citizen  to  have 
available  to  him  adequate  health  care’  . . . and 
that  ‘the  medical  profession,  using  all  means  at 
its  disposal,  should  endeavor  to  make  good  medical 
care  available  to  each  person.’ 

“That  the  AM.A  Advisory  Committee  on  Health 
Care  of  the  American  People  be  invited  to  partici- 
pate in  reference  committee  hearings”  of  this  type 
if  they  are  held  in  the  future.  Consideration  of 
having  such  an  open  forum  at  each  AM.\  conven- 
tion was  referred  to  the  Board  of  Trustees. 

NURSES  AND  OTHER  ALLIES 

The  following  AM.^  position  statement  on  nurs- 
ing was  adopted: 

“The  American  ^ledical  Association  recognizes 
the  need  for,  and  will  support  efforts  to  increase, 
the  number  of  nurses;  recognizes  the  need  for,  and 
will  facilitate  the  expansion  of,  the  role  of  the 
nurse  in  providing  patient  care;  encourages  and 
supports  all  levels  of  nurse  education;  will  promote 
and  influence  the  development  of  a hospital  nurs- 
ing service,  similar  to  a medical  care  service, 
under  the  leadership  of  a chief  of  professional 
service,  aimed  at  increased  involvement  in  direct 
medical  care  of  the  patient;  supports  the  concept 
of  the  physician-led  health  team;  and  will  seek 
constructive  collaboration  with  the  total  nursing 
community.” 

The  House  also  resolved  that  “the  .American 
Aledical  .Association  undertake  a thorough  investi- 
gation of  a methed  to  bring  allied  professions  into 
a collaborative  relationship  with  the  .AAI.A  such 
as  the  establishment  of  a new  class  of  member- 
ship;” and  “that  consideration  be  given  to  pre- 
paring ‘essentials’  for  those  categories. 

HOSPITALS 

The  House  resolved  that  “the  terms  ‘negative,’ 
‘within  normal  limits,’  and  ‘normal’  be  approved 
(Continued  on  Page  457) 
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(diethylpropion  hydrochloride) 

works  on  the  appetite 
not  on  the 'nerves’ 


When  girth  gets  out  of  control,  TEPANIL  con  provide  sound 
support  for  the  weight  control  program  you  recommend. 
ATEPANIL  reduces  the  appetite— patients  enjoy  food  but  eat 
less.  Weight  loss  is  significant— gradual— yet  there  is  a rela- 
tively low  incidence  of  CNS  stimulation. 

rontraindications:  Concurrently  with  MAO  Inhibitors,  In  patients  hypersensitive  to 
his  drug;  in  emotionolfy  unstable  patients  susceptible  to  drug  obuse. 

/Vorning:  Although  generally  safer  then  the  omphetomines,  use  with  great  coution  in 
Morlents  with  severe  hypertension  or  severe  cordiovoscular  disease.  Do  not  use  dur- 
ing first  trimester  of  pregnancy  unless  potential  benefits  outweigh  potentloi  risks, 
adverse  Reactions:  Roreiy  severe  enough  to  require  discontinuation  of  theropy,  un- 
i'>leosanf  symptoms  with  diethylpropion  hydrochloride  have  been  reported  to  occur 
relatively  low  incidence.  As  is  characteristic  of  sympathomimetic  agents.  It  may 
j'ccoslonolly  couse  CNS  effects  such  as  insomnio,  nervousness,  dizziness,  anxiety. 


ond  jitteriness.  In  controst,  CNS  depression  has  been  reported.  In  a few  epileptics 
an  increase  in  convulsive  episodes  has  been  reported.  Sympathomimetic  cardio- 
voscuiar  effects  reported  Include  ones  such  as  tochycardia,  precordial  pain, 
orrhythmio,  palpitation,  and  increased  blood  pressure.  One  published  report 
described  T*wave  changes  In  the  ECG  of  a healthy  young  mole  after  Ingestion  of 
diethylpropion  hydrochloride;  this  was  an  isolated  experience,  which  has  not  been 
reported  by  others.  A/fergic  phenomeno  reported  include  such  conditions  os  rash, 
urticaria,  ecchymosls,  ond  erythema.  Gostrointest/nof  effects  such  as  diarrhea, 
constipation,  nauseo,  vomiting,  and  obdominal  discomfort  have  been  reported. 
Specific  reports  on  the  hemotopoietic  system  Include  two  each  of  bone  marrow 
depression,  agranulocytosis,  and  leukopenia.  A vorlety  of  miscellaneous  odverse 
reactions  have  been  reported  by  physicians.  These  Include  complaints  such  as  dry 
mouth,  headache,  dyspnea,  menstrual  upset,  hair  loss,  muscle  pain,  decreased 
libido,  dysuria,  and  polyuria. 

Convenience  of  two  dosage  forms:  TEPANIL  Ten-tob  tablets:  One  75  mg.  tablet 
daily,  swallowed  whole.  In  midmorning  (10  a.m.);  TEPANIL:  One  25  mg.  toblet  three 
times  doily,  one  hour  before  meols.  If  desired,  on  additional  tablet  may  be  given  In 
midevening  to  overcome  night  hunger.  Use  in  children  under  12  years  of  age  Is  not 
recommended.  , t-oo6a  / 1/70  / us.  patent  no.  s.oot.sio 

THE  NATIONAL  DRUG  COMPANY 

DIVISION  OF  RICHARDSON-MERRELL  INC. 

PHILADELPHIA,  PENNSYLVANIA  19144 


M 


Painful 
night  leg 
cramps 


unwelcome  bedfellow  tor  any  patient- 
including  those  with  arthritis,  diabetes  ar  PVD 


One  thing  patients  can  sleep  without, 
particularly  patients  with  chronic  disease  con- 
ditions such  as  arthritis,  diabetes  or  PVD,  is 
painful  night  leg  cramps.  Although  seldom  the 
presenting  complaint,  night  leg  cramps  can  tie 
your  patients  up  in  painful  knots.  Now,  just  one 
tablet  of  QUINAMM  at  bedtime  can  usually 
bring  an  end  to  shattered  sleep  and  needless 
suffering.  Your  patients  will  sleep  restfully— 
gratefully— with  QUINAMM,  specific  therapy  to 
prevent  painful  night  leg  cramps. 


Prescribing  Information —Composition:  Each  white,  beveled,  com- 
pressed tablet  contains:  Quinine  sulfate,  260  mg.,  Aminophylline,  195 
mg.  Indications:  For  the  prevention  and  treatment  of  nocturnol  and 
recumbency  leg  muscle  cramps,  including  those  associated  with  ar- 
thritis, diabetes,  varicose  veins,  thrombophlebitis,  arteriosclerosis  ond 
static  foot  deformities.  Contraindications:  QUINAMM  is  contraindi- 
cated in  pregnancy  because  of  its  quinine  content.  Precautions/ Ad- 
verse Reactions:  Aminophylline  may  produce  Intestinal  cramps  In 
some  instances,  and  quinine  may  produce  symptoms  of  cinchonism, 
such  as  tinnitus,  dizziness,  and  gastrointestinal  disturbonce.  Discon- 
tinue use  if  ringing  in  the  ears,  deafness,  skin  rash,  or  visual  distur- 
bances occur.  Dosage:  One  tablet  upon  retiring.  Where  necessary, 
dosage  may  be  Increased  to  one  tablet  following  the  evening  meal 
and  one  tablet  upon  retiring.  Supplied:  Bottles  of  100  and  500  tablets. 

THE  NATIONAL  DRUG  COMPANY 

DIVISION  OF  RICHARDSON-MERRELL  INC 

PHILADELPHIA,  PENNSYLVANIA  19144 
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. (quinine  sulfate  260  mg.,  aminophylline  195  mg.) 


Specific  therapy  for  night  leg  cramps 


AMA  HOUSE  OF  DELEGATES 
MEETING 

’ (Coiitiiuted  from  Page  456) 

by  the  JCAH  as  acceptable  designations  for  use 
in  hospital  charts.”  , 

It  also  resoh'ed: 

That  the  AMA  request  the  JCAH  to  specify 
that  a Joint  Conference  Committee  “include,  where 
feasible,  adequate  representation  from  community- 
based  physicians  elected  by  the  medical  staff.” 

That  the  AMA  reaffirm  its  position  that  “general 
practitioners  should  have  the  opportunity  to  prac- 
tice medicine  as  active  staff  members  in  hospitals 
and  should  be  granted  privileges  commensurate 
with  their  training  and  demonstrated  abilities.” 

And  that  the  AMA  suggest  that  “medical  staffs 
consider  revising  their  respective  hospital  medical 
constitutions  and  bylaws  to  differentiate  clearly 
between  medical  and  administrative  duties.” 

HEALTH  MANPOWER 

That  the  AMA,  through  its  Council  on  Health 
Manpower,  in  conjunction  with  county  and  state 
medical  societies  and  other  professional,  education, 
and  lay  associations,  continue  to  explore  and 
develop  expedients  to  overcome  health  manpower 
shortages. 

That  the  Association,  in  its  future  declarations 
and  activities  directed  toward  the  alleviation  of 
shortages  in  health  services  and  personnel,  under- 
score the  fact  that  these  shortages  are  not  due 
merely  to  an  insufficient  number  of  health  pro- 
fessionals across-the-board,  and  emphasize  that 
maldistribution  of  practitioners  geographically,  by 
profession,  and  by  specialty  is  an  equally  important 
factor  in  depriving  communities  of  an  adequate 
supply  and  spectrum  of  health  services. 

That  the  Association  publicize  the  reasons  for 
the  maldistribution,  as  outlined  in  this  section, 
and  stress  that  the  voluntary  correction  of  these 
deficiencies  requires  public  cooperation  and  com- 
munity action  in  addition  to  the  measures  taken 
by  the  health  professions. 

That  an  appropriate  Committee  of  the  AMA 
immediately  begin  to  formulate  a policy  on  physi- 
cians’ assistants,  particularly  with  regard  to  their 
responsibilities,  limitations  on  their  services,  and 
supervision  of  their  services  by  qualified  physi- 
cians. 

That  the  AMA  reaffirm  the  principle  that  the 
basic  responsibility  for  the  medical  care  of  patients 
lies  with  their  physicians  of  record  and  that  that 
(Cfjiitinued  on  Next  Pa^e) 


INTERESTED  IN 
TAX  EXEMPT  INCOME 

NOW  NOW  NOW 

7% 

E.xempt  from  Federal  Income  Tax.  Wouldn’t 
you  like  some  tax  free  income?  Municipal 
bonds  rated  AA  and  A give  a to  7% 

yield  today.  You  can  have  a table  that 
shows  in  your  tax  bracket  what  to  7% 

is  equiv'alent  to  in  a non-exempt  investment 
or  savings  plan.  These  yields  are  yours  to 
have  for  the  next  25  years  if  you  Lake  ad- 
vantage of  these  current  high  returns. 


Kindly  send  me  selective  information  on 
Fixed  Income  Tax  Exempt  investments 
with  614*% -7%  yield. 

WILKES  & CO. 

P.O.  BOX  766 
WARWICK,  R.  I.  02888 

NAME  

ADDRESS  


HEALTH  HAVENS 

NURSING  HOiAIE 


A Participating  Extended  Care  Facility 
'n  Federol  Med'co''e 


Registered  Professional  Nurses  On  All  Shifts 
Dietician  Physiotherapist 

Organized  But  Open  Medical  Staff 
Ethically  Managed 

100  Wampanoag  Trail  East  Providence 
Tel.  438-4275 

JCAH  Accredited 
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responsibility  cannot  be  legally  or  morally  dele- 
gated. 

That  the  .\MA  approve  in  principle  certification 
of  educational  programs  for  physicians’  assistants 
but  oppose  licensing  of  these  individuals  by  any 
state  agency. 

That  the  .\ssociation’s  Law  Division  upon  re- 
quest assist  the  state  medical  societies  in  identify- 
ing and  avoiding  any  legal  hazards  that  may 
accompany  the  employment  of  physicians’  assist- 
ants. 

MISCELLANEOUS 

That  the  reiterate  its  support  of  sound, 

e.xisting  mechanisms,  such  as  public  grievance  and 
adjudication  committees,  and  utilization  and  peer 
review  committees,  which  state  and  county  medical 
societies  have  found  to  be  most  appropriate  and 
effective  for  the  consideration  of  fees  and  the 
costs  of  medical  and  related  care. 

Endorse  the  principle  of  voluntary,  life-long 
l>ost-graduate  study  for  all  physicians  and  continue 
and  accelerate  the  development  of  programs  and 
incentives  for  such  study. 

That  the  encourage  and  assist  all  state 

medical  associations  to  devise  programs  for  volun- 


Disability 

Death 

DEPRESSION 

Devaluation 


Insurance 


We've  been  buying  insurance  against  loss 
from  the  above  listed  hazards  for  our 
clients  all  through  the  rising  tide  of 

inflation. 


NOW,  we  have  a special  message. 

BUY  DEPRESSION  INSURANCE,  NOW  - 

Even  if  the  current  market  slide  should 
turn  out  to  be  temporary,  you'll  be  hap- 
pier and  more  secure. 

If  you  want  DEVALUATION  insurance,  we 
can  buy  it  for  you  cheaper,  now,  than  it 
has  been  for  many  years! 


Nuf  sed? 


Fourdee  Planning  Corporation 
Fourdee  Agency,  Inc. 

R.  A.  Derosier  Agency 

54  Custom  House  Street 
Providence,  Rhode  Island 
Tel:  - 831-4833 


tary  post-graduate  study  designed  to  maintain 
medical  education  at  the  optimum  level  with  the 
primary  objective  of  assisting  the  physician  in 
rendering  professional  services  to  his  patients. 
These  programs  of  post-graduate  study  should  be 
mindful  of  the  many  demands  on  the  time  of  the 
busy  physician,  and  his  responsibilities  to  his 
patients  and  his  practice,  and  should  be  least 
disruptive  to  the  provision  of  medical  services. 

That  the  Association  obtain  information  from 
each  state  medical  society  as  to  whether  special 
requirements  have  been  imposed  on  physicians 
who  render  services  to  patients  under  the  provi- 
sions of  tax-supported  programs  and  obtain  the 
specifics  of  what  those  requirements  are. 

iNIindful  of  its  obligation  to  protect  public 
health,  the  House  called  on  each  state  society  ‘‘to 
take  whatever  steps  are  necessary  to  inform  state 
legislators  about  the  health  hazards  posed  by  the 
cult  of  chiropractic.”  It  also  encouraged  medical 
schools  ‘‘to  include  specific  information  in  their 
curricula  regarding  the  nature  of  the  health  hazard 
to  individuals  . . . posed  by  quackery  in  general 
and  the  unscientific  cult  of  chiropractic  in  par- 
ticular.” 

The  House  directed  the  .AiMA  to  make  a detailed 
and  comprehensive  study  and  analysis  of  the 
methods  and  requirements  for  reporting  infant 
mortality  statistics  ‘ by  those  nations  that  are 
alleged  to  have  a lower  rate  of  infant  mortality 
than  that  of  the  L’nited  States.” 

Delegates  resolved  that  the  AAIA  continue  its 
efforts  “to  alert  the  American  people  ...  to  the 
ever  increasing  health  hazards  of  environmental 
pollution  and  to  the  urgent  need  for  expanded 
research  and  effective  control  measures;”  and  that 
the  .AAI.A  “further  extend  and  intensify  its  present 
activities  in  pollution  control  and  improvement 
of  environmental  health.” 

The  House  supported  the  Board’s  plan  to  estab- 
lish a wholly  owned,  separate  subsidiarj^  corpora- 
tion to  engage  in  publication  and  possibly  other 
related  activities  now  carried  on  by  the  AAIA 
in  order  to  gain  various  economies,  lower  costs 
and  better  administrative  and  accounting  pro- 
cedures. 

Delegates  adopted  a Board  proposal  to  under- 
take a “Communications  Program  for  the  1970’s,” 
consisting  of  television  documentaries,  educational 
advertising,  media  relations  and  other  related  ac- 
tivities “to  improve  public  understanding  and 
opinion  of  the  profession.” 
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ell,  Dr.  Cunningham!  I was  just  telling  Herbert 
hould  talk  to  you  about  my  allergy, 
rst  my  nose  starts  to  tickle  and. . .” 

know  the  rest  of  the  story.  Sneezing.  Watery  eyes, 
nose.  And  for  prompt  relief  of  these  symptoms, 
s Novahistine®  LP.  These  continuous-release  tablets 
a vasoconstrictor-antihistamine  formulation  that 
s working  in  minutes,  then  continues  to  provide 
for  hours.  Even  when  nasal  congestion  is  due  to 
ted  allergic  episodes,  two  Novahistine  LP  tablets, 

maleate.) 

THE  DOW  CHEMICAL  COMPANY  Rx  Pharmaceuticals  Indianapolis 


morning  and  evening,  let  most  patients  breathe  freely  all 
day  and  all  night.  Use  with  caution  in  individuals  with 
severe  hypertension,  diabe-  I*,*  4.*  ® 

tes  mellitus,  hyperthyroid-  INOVEnlStlllG 
ism  or  urinary  retention.  T TJ 

JuX  c 


Caution  ambulatory  patients 


decongestant 


that  drowsiness  may  result.  (Each  tablet  contains  25  mg.  of  phenylephrine 

hydrochloride  and  4 mq.  of  chlorpheniramine 


TROCINATE 


Brand  THIPHENAMIL  HCl 

400  mg./lOO  mg.  S/C  tablets 


Trocinate  relaxes  all  smooth  muscles.  Its  direct  action  (muscu- 
lotropic)  does  not  involve  the  autonomic  nervous  system  and  it  is 
not  mydriatic.  It  is  metabolized  by  the  body  and  eliminated  in  the 
urine  as  harmless  degradation  products.  Trocinate  has  a remark- 
able history  of  freedom  from  side-effects. 

When  a pure  direct-acting  smooth  muscle  relaxant  is  indicated, 
Trocinate  is  the  drug  of  choice. 


NOTE:  The  high  therapeutic  index 
of  Trocinate  permits  its  administra- 
tion in  dosage  sufficient  to  relieve 
smooth  muscle  spasm  promptly. 
400  mg.  dosage  usually  creates  a 
therapeutic  blood  level.  In  reducing 
dosage  after  relief,  lengthening  the 
time  between  dosage  rather  than  lessen- 
ir^  the  recommended  dose  ir preferable. 
The  prompt  direct  action  allows  a 
consciousness  of  the  first  suggestion  of 
return  of  symptom  ...  a guide  to  dose 
spacing  and  to  determining  when  treat- 
ment is  complete.  A prescription  for 
twelve  or  sixteen  400  mg.  tablets  will 
usually  correct  spasm  and  leave  a few 
tablets  for  a reserve. 


DIARRHEA  (functional)  . . . the  first  400  mg. 
tablet  usually  relieves  the  discomfort  of  diarrhea  so 
promptly  that  it  ceases  to  be  a bother. 
DIVERTICULITIS-MUCOUS  COLITIS 
...  the  accompanying  discomforts  can  be  relieved  by 
this  direct  smooth  muscle  relaxant. 

BLADDER  SPASM  . . . relaxation  is  immediate. 
One  or  two  tablets  condition  the  bladder  for  cystoscopy 
in  one  hour. 


SPASTIC  URETER  ...  the  specific  relaxing  effect 
of  Trocinate  on  the  spastic  ureter  has  been  proven  by 
animal  studies  and  affirmed  clinically.  {J.  Urol. 
73:487-93) 


PRESCRIBING  INFORMATION 


WARNING:  Do  not  give  in  advanced  kidney  or  liver  disease. 
PRECAUTIONS:  Trocinate  relaxes  all  smooth  muscles.  Large 
dosage  or  prolonged  usage  may  cause  feeling  of  weakness  or  can 
theoretically  precipitate  gall-bladder  colic,  due  to  relaxing  the 
vascular  and  duct  systems.  Caution  should  be  observed  in  patients 
with  urinary  bladder  obstruction.  DOSAGE:  400  mg.  May  be 
repeated  in  4 hours.  After  relief,  lengthen  the  dose  frequency, 
(see  side  note) 


WILLIAM  P.  POYTHRESS  & CO. 
RICHMOND,  VIRGINIA  23217 


MANAGERIAL  SKILLS  IN  HEALTH 
CARE  FACILITIES 

(Continued  from  Page  438) 
available  from  The  American  Management  Associ- 
ation, Inc.  on  principles  of  management  perform- 
ance and  development: 

1.  Appraisal  Interviewing:  Flexibility  Is  The 
Key. 

2.  Counseling  Executives  After  Merit  Rating 
or  Evaluation. 

3.  Do  You  Know  How  to  Listen? 

4.  The  “Effective”  Executive:  What  Qualities 
Make  the  Difference. 

5.  Employee  Selection:  Don’t  Overshoot  the 
iMark. 

6.  An  Experiment  in  Management — Putting 
I'heory  Y to  the  Test. 

7.  For  Improved  Work  Performance:  Accen- 
tuate the  Positive. 

8.  Getting  Ready  for  Appraisal;  The  Interview, 
and  Special  Situations. 

9.  Goal-Setting  Makes  Y'our  Job  Easier. 

10.  The  Good  Foreman — As  His  Men  See  Him. 

11.  Ground  Rules  for  Appraisal  Interviewers. 

12.  A Guide  to  Successful  Conference  Leader- 
ship. 

13.  How  Much  Should  You  Delegate? 

14.  The  Human  Side  of  Enterprise. 

15.  Introducing  the  New  Employee:  How  to 
Convey  the  Right  “First  Impression.” 

16.  Joint  Venture:  The  Boss  and  His  Secretary 
as  a Business  Team. 

17.  Letter  to  an  Aspiring  V.P. 

18.  Leveling  with  Others  on  the  Job. 

19.  ^Management  by  Objective:  Some  Principles 
for  Making  it  Work. 

20.  The  Management  of  Motivation:  A Com- 
pany-wide Program. 

21.  Management  the  Simple  Way. 

22.  Performance  Appraisal  and  Executive  Mor- 
ale. 

23.  The  Seven  Deadly  Sins  of  Supervision. 

24.  Universals  in  ^Management  Planning  and 
Controlling. 

25.  What  Makes  a Good  Manager? 

26.  What  to  Do  About  Performance  Appraisal 

27.  What  to  Do  When  Salesmen  Run  Out  of 
Steam. 

28.  Why  Workers  Say  “I  Quit.” 

In  addition.  The  American  Management  Associ- 
ation publishes  an  excellent  group  of  textbooks,  the 
most  relevant  being  Gantt  on  Management,  Guide- 
lines for  Today’s  Executive,  edited  by  A.W.  Rathe. 
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PHARYNGEAL  FLAP  OPERATION 

(Continued  from  Page  428) 
during  the  follow-up  study,  some  trends  could  be 
established.  Overall,  77  per  cent  of  the  patients 
either  were  unaffected  by  the  flap  operation  or 
else  showed  improvement  of  prior  problems.  As 
found  by  other  investigators,  the  most  frequently 
related  problem  either  pre-  or  postoperatively  has 
been  serous  otitis  media. 

CONCLUSIONS 

Although  our  patient  population  was  not  large, 
we  have  noted  rather  encouraging  results.  iMore 
than  one-half  of  the  patients  treated  by  the 
pharyngeal  flap  operation  have  reached  the  higher 
postoperative  intelligibility  ratings.  IMore  impor- 
tant, however,  is  the  fact  that  we  have  been  able 
to  improve  the  speech  patterns  in  over  64  per 
cent  of  the  treated  patients.  The  individual  fac- 
tors of  speech  therapy,  age  at  the  time  of  opera- 
tion, degree  of  valve  mechanism  closure,  and  time 
elapsed  since  surgery  do  not  seem  to  have  any 
relationship  with  the  iX)stoperative  speech  intelli- 
gibility results  obtained.  The  findings  relative  to 
age  at  the  time  of  operation  do  differ  with  the 
results  noted  in  other  studies  wherein  better  re- 
sults in  terms  of  speech  were  obtained  in  those 
who  underwent  the  flap  operation  at  an  earlier 
age 

The  radiographic  gap  distances  may  have  some 
relationship  to  the  pre-  and  postoperative  intelli- 
gibility ratings  in  that  those  patients  with  gaps 
greater  than  1.0  centimeter  show  the  poorest  rat- 
ings. A better  rating,  however,  cannot  be  predicted 
for  patients  with  gaps  of  less  than  1.0  centimeter. 

We  had  also  anticipated  some  correlation  be- 
tween the  higher  indices  of  closure,  indicating 
more  complete  valve  closure,  and  the  higher  intel- 
ligibility ratings.  This  was  not  borne  out  by  this 
study.  One  reason  for  this  may  lie  in  the  fact 
that  our  basis  for  evaluation  was  not  simply  nasal 
emission,  but  rather  the  more  broad  and  general 
requirement  of  social  intelligibility.  Our  results 
are  in  keeping  with  several  recent  studies  which 
also  suggest  that  the  completeness  of  velopharyn- 
geal closure  does  not  of  itself  guarantee  a better 
speech  result 

Though  it  is  true  that  some  of  our  poorest  re- 
sults did  occur  with  the  low  IQ  patients,  it  should 
be  noted  that  almost  half  of  those  patients  did 
nonetheless  improve,  although  perhaps  not  to  the 


levels  attained  by  their  more  intelligent  counter- 
parts. 

Hearing  problems  did  not  seem  to  be  made 
worse  by  the  flap  operation  and  may  in  fact  have 
improved  in  some  instances. 

Interval  examinations  and  evaluations  were  not 
performed  in  this  study,  but  it  would  seem  that 
such  would  be  of  valuable  assistance  for  future 
comparisons.  We  would  particularly  be  interested 
in  the  course  taken  by  the  so-called  “no  change’’ 
group. 

SUMMARY 

group  of  39  patients  with  poor  speech  pat- 
terns believed  to  be  due  to  velopharyngeal  incom- 
petence were  studied  by  means  of  rated  pre-  and 
postpharyngeal  flap  voice  recordings.  Factors  such 
as  age,  speech  therapy,  time  elapsed  since  opera- 
tion, x-ray  “gap”  distances,  and  the  degree  of 
velopharyngeal  port  closure  were  compared  with 
these  ratings  of  intelligibility.  In  general  no  sig- 
nificant correlations  were  found  for  any  of  the 
factors  studied  except  perhaps  the  larger  “gap’’ 
distances.  Twenty-eight  of  the  group  had  both 
pre-  and  postoperative  voice  recordings  and  were 
studied  in  terms  of  the  degree  of  improvement 
following  the  operation. 

Though  it  did  not  appear  that  any  individual 
factors  were  directly  related  to  the  final  outcome 
of  the  speech  patterns,  it  was  felt  that  their  inter- 
play as  a group  probably  was  of  significance.  It 
may  also  be  that  factors  not  included  in  this  study 
have  an  effect  on  the  speech  results  obtained  fol- 
lowing the  operation.  It  is  hoped  that  our  current 
cinefluorographic  inv^estigations  will  better  demon- 
strate the  soft  palate  and  its  related  pharyngeal 
kinesiology,  and  its  relationship  to  phonation  and 
speech. 

(Continued  on  Next  Page) 
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DERMAQUIZ  ANSWER 

(See  Page  448) 

Left,  Acute  dermatitits  venenata  with  total  loss  of 
hair  from  spilled  permanent  fluid. 

Right,  The  same  area,  one  year  later,  a sequela  of 
the  chemical  burn,  which  produced  a permanent  epil- 
ation. 


PHYSICIANS  AND  METHODS  OF 
BIRTH  PLANNING 

(Concluded  from  Page  423) 
the  spouse.  Among  users  of  both  methods,  doctors 
accounted  for  only  about  one-tenth  of  the  sources 
mentioned.  These  two  methods  are  the  most  popu- 
lar male  methods  and  it  is  clear  that  among  the 
women  in  the  present  sample  the  male  provides 
information  about  these  methods  almost  as  fre- 
quently as  all  other  sources  combined. 

The  wide  variety  of  other  methods  are  first 
heard  about  primarily  from  the  family  doctor. 
Over  50  per  cent  of  the  sources  reported  for 
methods  other  than  those  listed  were  for  the  doc- 
tor. The  second  most  frequently  mentioned  cate- 
gory was  the  ^‘other”  group. 

Summary 

Data  on  the  sources  of  information  for  contra- 
ceptive methods  have  been  presented.  Two  im- 
portant conclusions  can  be  drawn  from  this  analy- 
sis. First,  doctors  are  important  distributors  of 
knowledge  about  birth  control.  Second,  doctors 
are  not  equally  important  in  the  adoption  of  all 
means  of  birth  planning.  Among  those  using  the 
more  traditional  methods,  such  as  the  condom 
and  withdrawal,  the  spouse  is  the  more  important 
source  of  knowledge.  Doctors,  however,  are  very 
important  in  informing  women  of  the  oral  con- 
traceptives. It  seems  reasonable  to  suggest  that 
if  more  women  continue  to  employ  this  method 
the  influence  of  the  doctor  will  grow. 
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When  disease  is  mled  out 
and  psyehie  tension  is  implicated 
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helps  relax  the  patient 
and  relieve  his  somatie  symptoms 

Before  prescribing,  please  consult  complete  product 
information,  a summary  of  which  follows: 
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plaints which  are  c*' '.comitants  of  emotional  factors; 
psychoneurctic  stales  manifested  by  tension,  anxiety, 
apprehension,  fatigue,  depressive  symptoms  or  agita- 
tion; acute  agitation,  tremor,  delirium  tremens  and 
hallucinosis  due  to  acute  alcohol  withdrawal;  adjunc- 
tively  in  skeletal  muscle  spasm  due  to  reflex  spasm  to 
local  pathology,  spasticity  caused  by  upper  motor 
neuron  disorders,  athetosis,  stiff-man  syndrome,  con- 
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tion; abrupt  wii'idrawal  may  be  associated  with  tem- 
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alcohol  and  other  CNS  depressants.  Withdrawal 
symptoms  have  oi  curred  following  abnipt  diseon- 
tinuance.  Keep  ad  iction-prone  individuals  under 
careful  surveillar  ee  because  of  their  predisposition  to 
habituation  and  dependence.  In  pregnancy,  lactation 


or  women  of  childbearing  age,  weigh  potential  benefit 
against  possible  hazard. 

Precautions:  If  combined  with  other  psychotropics  or 
anticonvulsants,  consider  carefully  pharmacology  of 
agents  employed.  Usual  precautions  indicated  in  pa- 
tients severely  depressed,  or  with  latent  depression, 
or  with  suicidal  tendencies.  Observe  usual  precau- 
tions in  impaired  renal  or  hepatic  function.  Limit 
dosage  to  smallest  effective  amount  in  elderly  and 
debilitated  to  preclude  ataxia  or  oversedation. 

Side  Effects:  Drowsiness,  confusion,  diplopia,  hypo- 
tension, changes  in  libido,  nausea,  fatigue,  depression, 
dysarthria,  jaundice,  skin  rash,  ataxia,  constipation, 
headache,  incontinence,  changes  in  salivation,  slurred 
speech,  tremor,  vertigo,  urinary  retention,  blurred 
vision.  Paradoxical  reactions  such  as  acute  hyperexcited 
states,  anxiety,  hallucinations,  increased  muscle  spas- 
ticity, insomnia,  rage,  sleep  disturbances,  stimulation, 
have  been  reported;  should  these  occur,  discontinue 
drug.  Isolated  reports  of  neutropenia,  jaundice;  peri- 
odic blood  counts  and  liver  function  tests  advisable 
during  long-term  therapy. 


^ Roche 

LABORATORIES 


Division  of  HofFmann-La  Roche  Inc. 
Nutley,  New  Jeney  07110 
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Achrocidin®  Tablets  and  Syrup 

Tetracycline  HCl— Antihistamine— Analgesic  Compound 

Each  tablet  contains:  ACHROMYCIN®  Tetracycline  HCl  125  mg.;  Phenacetin  120  mg.;  Caffeine  30  mg.;  Salicylamide  150  mg.;  Chlorothen  Citrate  25  mg. 


ACHROCIDIN  Tetracycline  HCl— Antihistamine— Analgesic  Compound  Tablets  and  Syrup  are  recommended  for  the  treafm  t - 
of  tetracycline-sensitive  bacterial  infection  which  may  complicate  vasomotor  rhinitis,  sinusitis  and  other  allergic  diseases  of  : < 
upper  respiratory  tract,  and  for  the  concomitant  symptomatic  relief  of  headache  and  nasal  congestion.  For  children  and  eldec - 
patients  you  may  prefer  caffeine-free  ACHROCIDIN  Syrup.  Each  5 cc  contains:  ACHROMYCIN  Tetracycline  equivaleni) 
Tetracycline  HCl  125  mg.;  Phenacetin  120  mg.;  Salicylamide  150  mg.;  Ascorbic  Acid  (C)  25  mg.;  Pyrilamine  Maleate  15  r. 


Contraindications:  Hypersensitivity  to  any 
component. 

Warning:  In  renal  impairment,  since  liver  tox- 
icity is  possible,  lower  doses  are  indicated;  dur- 
ing prolonged  therapy  consider  serum  level 
determinations.  Photodynamic  reaction  to  sun- 
light may  occur  in  hypersensitive  persons. 
Photosensitive  individuals  should  avoid  expo- 
sure; discontinue  treatment  if  skin  discomfort 
occurs. 

Precautions:  Drowsiness,  anorexia,  slight  gas- 
tiic  distress  can  occur.  In  excessive  drowsi- 
ness, consider  longer  dosage  intervals.  Persons 


on  full  dosage  should  not  operate  vehicles. 
Nonsusceptible  organisms  may  overgrow;  treat 
superinfection  appropriately.  Treat  beta- 
hemolytic  streptococcal  infections  at  least  10 
days  to  help  prevent  rheumatic  fever  or  acute 
glomerulonephritis.  Tetracycline  may  form  a 
stable  calcium  complex  in  bone-forming  tissue 
and  may  cause  dental  staining  during  tooth 
development  (last  half  of  pregnancy,  neonatal 
period,  infancy,  early  childhood). 

Adverse  Reactions:  Gasiroiniesiinal— anorexia, 
nausea,  vomiting,  diarrhea,  stomatitis,  glossi- 
tis, enterocolitis,  pruritus  ani.  5/c/n— maculo- 


papular  and  erythematous  rashes;  exfolia ; 
dermatitis;  photosensitivity;  onycholysis,  I 
discoloration.  ATdney— dose-related  rise  i 
BUN.  Hypersensitivity  reactions— nrwa  . 
angioneurotic  edema,  anaphylaxis.  Intracra  I 
—bulging  fontanels  in  young  infants.  Tee  - 
yellow-brown  staining;  enamel  hypopla-. 
B/ooJ— anemia,  thrombocytopenic  purpi. 
neutropenia,  eosinophilia.  L/ver— cholestasb: 
high  dosage. 

Upon  adverse  reaction,  stop  medication  <' 
treat  appropriately. 
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BSP®  DISPOSABLE  UNIT 

HW&D  BRAND  OF  SODIUM  SULFOBROMOPHTHALEIN  INJECTION,  USP 

(50  mg.  per  ml.) 


BROMSULPHALEIN®  IN  A STERILE,  DISPOSABLE,  ECONOMICAL  UNIT 


The  Bromsulphalein  test  is  a 
convenient,  sensitive,  reliable  test  of 
liver  function. 

The  precalibrated  syringe  contained 
in  the  BSP  Disposable  Unit  makes 
weight  calculations  unnecessary, 
providing  proper  dosage  regardless  of 
patient-weight.  Each  unit  contains 
complete  directions  for  use,  precautions 
and  contraindications. 


S 


HYNSON, 
WESTCOTT  & 
DUNNING,  INC. 


The  all-inclusive  BSP  Disposable  Unit 
provides  economic  unit  dispensing. 

Complete  literature  available  on 
request. 


Baltimore,  Maryland  21201 
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Corticosteroid  therapy 
week  after  week. 

then  antibiotic 
therapy  last  week. 

and  monilial 
overgrowth  this  week. 


For  many  patients  on  long-term  corticosteroid 
therapy,  the  addition  of  oral  antibiotic  therapy 
may  trigger  monilial  overgrowth  in  the  intestine. 
When  you  anticipate  such  a problem,  take 
action  with  DECLOSTATIN  300.  It  combines  the 
broad-spectrum  potency  of  demethylchlortetra- 
cycline  with  the  antifungal  effectiveness  of 
nystatin -it  helps  avoid  monilial  take-over. 
Experience  has  shown  DECLOSTATIN  to  be 
highly  useful  for  many  women  patients;  indi- 
vidual culture  studies  will  show  exactly  where 
this  usefulness  may  best  be  applied. 

it  doesn’t  let  monilia  begin 
where  bacteria  end. 

Declostatirr'300 


Demethylchlortetracycline  HCI  300  mg  and  Nystatin 
500,000  units  Capsule-Shaped  Tablets  Lederle 


Effectiveness:  Because  its  antibacterial  component  is 
DECLOMYCINS  Demethylchlortetracycline,  DECLOSTATIN  should 
be  equally  or  more  effective  therapeutically  than  other  tetracyclines 
in  infections  caused  by  tetracycline- sensitive  organisms  The 
antifungal  component,  nystatin,  protects  against  superinfection  by 
antibiotic-resistant  fungal  overgrowth  (particularly  monilia)  in  the 

intestinal  tract. 

Contraindication:  History  of  hypersensitivity  to  demethylchlortetra- 

cycline  or  nystatin. 

Warning:  In  renal  impairment,  usual  doses  may  lead  to  excessive 
accumulation  and  liver  toxicity.  Under  such  conditions,  lower  than 
usual  doses  are  indicated  and,  if  therapy  is  prolonged,  serum  level 
determinations  may  be  advisable  A photodynamic  reaction  to 
natural  or  artificial  sunlight  has  been  observed.  Small  amounts  of 
drug  and  short  exposure  may  produce  an  exaggerated  sunburn 
reaction  which  may  range  from  erythema  to  severe  skin  mani- 
festations In  a smaller  proportion,  photoallergic  reactions  have 
been  reported  Patients  should  avoid  direct  exposure  to  sunlight 
and  discontinue  drug  at  the  first  evidence  of  skin  discomfort. 
Necessary  subsequent  courses  of  treatment  with  tetracyclines 
should  be  carefully  observed. 

Precautions:  Overgrowth  of  nonsusceptible  organisms  may  occur. 
Constant  observation  is  essential.  If  new  infections  appear, 
appropriate  measures  should  be  taken.  In  infants,  increased 


intracranial  pressure  with  bulging  fontanels  has  been  observed. 
All  signs  and  symptoms  have  disappeared  rapidly  upon  cessation 
of  treatment. 

Side  Effects.' Gastrointestinal  system -anorexia,  nausea,  vomiting, 
diarrhea,  stomatitis,  glossitis,  enterocolitis,  pruritus  ani.  Skin  — 
maculopapular  and  erythematous  rashes;  a rare  case  of  exfoliative 
dermatitis  has  been  reported.  Photosensitivity;  onycholysis  and 
discoloration  of  the  nails  (rare).  Kidney  — rise  in  BUN.  apparently 
dose-related.  Transient,  reversible,  nephrogenic  diabetes  insipidus 
with  excessive  thirst  and  polyuria  (rare).  Hypersensitivity  reactions 
— urticaria,  angioneurotic  edema,  anaphylaxis.  Teeth  — dental 
staining  (yellow-brown)  in  children  of  mothers  given  this  drug 
during  the  latter  half  of  pregnancy,  and  in  children  given  the  drug 
during  the  neonatal  period,  infancy  and  early  childhood.  Enamel 
hypoplasia  has  been  seen  in  a few  children.  If  adverse  reaction  or 
idiosyncrasy  occurs,  discontinue  medication  and  institute  appro- 
priate therapy.  Demethylchlortetracycline  may  form  a stable 
calcium  complex  in  any  bone-forming  tissue  with  no  serious 
harmful  effects  reported  thus  far  in  humans. 

Average  Adult  Daily  Dosage:  One  tablet  b i d.  Should  be  given 
1 hour  before  or  2 hours  after  meals,  since  absorption  is  impaired 
by  the  concomitant  administration  of  high  calcium  content 
drugs,  foods  and  some  dairy  products.  Treatment  of  streptococcal 
infections  should  continue  for  10  days,  even  though  symptoms 
have  subsided. 
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The  Washington  Scene 

A Summary  Report  Prepared  by  the 
Washington  Office  of  the  American 
Medical  Association 

An  American  Medical  Association  proposal  for 
peer  review  for  the  medicare  and  medicaid  pro- 
"rams  drew  favorable  reaction  from  members  of 
the  Senate  Finance  Committee. 

Peer  review  was  one  part  of  a three-point  pro- 
gram which  Dr.  Gerald  D.  Dorman,  the  outgoing 
president  of  the  AMA,  offered  in  testimony  at  a 
Senate  Finance  Committee  hearing  on  medicare 
and  medicaid. 

Doctor  Dorman  and  Dr.  Julius  W.  Hill,  presi- 
dent of  the  National  Medical  Association,  testi- 
fied together.  They  jointly  urged  on  behalf  of 
their  organizations  that  Congress  replace  medicaid 
with  a national  health  insurance  program  subsi- 
dized by  the  federal  government. 

The  AMA  health  insurance  proposal,  which 
initially  was  approved  by  the  AMA  House  of 
Delegates  in  1968,  was  similar  to  the  plan  Presi- 
dent Nixon  included  recently  in  his  proposed  re- 
vised new  national  welfare  program.  He  said  he 
would  send  such  legislation  to  Congress  early  next 
year. 

Congress  is  not  expected  to  take  up  this  year 
jrroposals  for  national  health  insurance.  But  re- 
action to  the  peer  review  proposal  was  highly 
encouraging,  and  prospects  for  Congressional  ap- 
proval this  year  appeared  good.  Sen.  Wallace  h'. 
Bennett  (R.,  Utah),  a finance  committee  mem- 
ber, directed  the  committee's  staff  to  work  with 
.AMA  staff  representatives  in  drafting  such  legisla- 
tion as  an  amendment  to  a bill  revising  medicare 
and  medicaid. 

The  presidents  of  the  AAIA,  with  223,000  mem- 
bers, and  the  predominantly  Negro  NAI.A  gave 
assurances  at  the  finance  committee  hearing  of 
the  medical  profession’s  cooperation  in  solving 
the  nation’s  health  care  problems.  It  was  the  first 
time  that  spokesmen  for  the  two  leading  medical 
associations  had  testified  together  before  a Con- 
gre.ssional  committee. 

Doctor  Dorman  said  "the  medical  profession 
hopes  to  see  the  nation  pursue”  the  three-point 


program  in  efforts  to  provide  quality  health  care 
for  everyone  as  economically  as  possible. 

Doctor  Hill  said  the  insurance  plan  would  work 
better  than  medicaid  in  the  ghettoes.  He  also  de- 
fended physicians  against  accusations  that  they 
have  been  profiteering  under  medicaid  and  medi- 
care. 

The  first  two  parts  of  the  AMA  program  com- 
prised the  association’s  “medicredit”  health  insur- 
ance plan.  The  third,  peer  review,  ‘‘is  a way  to 
assure  both  scientific  quality  and  economic  reason- 
ablene.ss  in  the  medical  and  health  care  people 
get,”  Doctor  Dorman  said. 

‘‘Our  first  program  would  meet  the  problems 
of  the  Title  XIX  medicaid  program,”  Doctor 
Dorman  said.  ‘‘Under  our  plan,  each  low  income 
person  or  family  would  receive  a certificate  for 
the  purchase  of  a qualified  and  comprehensive 
health  insurance  plan.  The  protection  would  be 
theirs  without  expense  or  contribution  since  the 
cost  of  the  program  would  be  borne  entirely  by 
the  federal  government. 

■‘The  second  offers  tax  credits,  on  a sliding 
scale  based  on  the  tax  liability  of  a family,  for 
the  purcha.se  of  qualified  health  benefits  coverage. 
For  those  with  moderate  or  higher  levels  of  in- 
come, the  program  would  provide  cash  incentives, 
through  income  tax  credits,  to  encourage  them  to 
protect  themselves  against  major  health  care 
costs. 

(Contiiuiecl  on  Page  470) 

John  M.  Chenault,  AI.D.,  President  of  the 
.\AI.A-ERF,  has  announced  that  the  Woman’s 
Auxiliary  to  the  Rhode  Island  Medical  So- 
ciety has  been  given  an  Honorable  ^Mention 
as  the  runner-up  au.xiliary  in  the  category  of 
the  largest  percent  of  increase  in  AMA-ERF 
contributions  in  the  Eastern  Region  for  the 
1969-1970  National  Au.xiliary  project  for  the 
.American  Aledical  Association  Education  and 
Research  Foundation.  The  Auxiliary's  percent 
of  increase  was  79.12  per  cent. 
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Menrium  treats 
the  menopausal 
symptoms 

that  bother  him 


l^rgRoche 

L^ilfec^i  laboratories 

Oiwls*oo  of  Hoffmann-La  Roche  Inc. 
Nut>e/.  NeM  Jersey  07U0 


His  wife  has  a lot  of  different 
menopausal  symptoms,  but  only  a few 
really  irritate  him.  Her  hot  flashes,  her 
vertigo,  her  palpitations — that’s  her 
problem.  What  really  bothers  him  is 
her  nervousness,  her  irritability  and 
her  excessive  anxiety,  often  expressed 
by  endless  “book-shuffling,  chain- 
smoking, reading-lamp”  insomnia! 

Menrium  takes  care  of  hot  flashes, 
/ertigo,  palpitations  in  most 
nenopausal  women.  Menrium 
provides  the  well-known  antianxiety 
iction  of  chlordiazepoxide  (Librium®) 
ind  water-soluble  esterified  estrogens, 
t therefore  relieves  more  symptoms 
han  either  component  separately, 
t takes  care  of  tne  vasomotor 
lymptoms  as  well  as  the  emotional 
jymptoms.  This  means  the  symptoms 
Shat  bother  his  wife  most.  And  the 
ymptoms  that  irritate  him  most, 
j So,  to  help  them  both  get  through 
er  menopause,  remember  Menrium. 


Before  prescribing,  please  consult  complete  product  informa- 
tion, a summary  of  which  follows: 

Indications:  Management  of  manifestations  generally  associated 
with  the  menopausal  syndrome — anxiety  and  tension,  vasomotor 
complaints  and  hormonal  deficiency  states. 

Contraindications:  Women  with  cancer  of  breast  or  genitalia, 
except  inoperable  cases,  and  those  with  known  hypersensitivity  to 
chlordiazepoxide  and/or  esterified  estrogens. 

Warnings:  Caution  patients  about  possible  combined  effects  with 
alcohol  and  other  CNS  depressants.  As  with  all  CNS-actmg  drugs, 
caution  patients  against  hazardous  occupations  requiring  complete 
mental  alertness  (e.g.,  operating  machinery,  driving).  Exclude  other 
possible  causes  of  menopausal  syndrome  manifestations,  such  as 
pregnancy.  Though  physical  and  psychological  dependence  have  rarely- 
been  reported  on  recommended  doses,  use  caution  in  administering  to 
addiction-prone  individuals  or  those  who  might  increase  dosage; 
withdrawal  symptoms  (including  convulsions)  similar  to  those  seen 
with  barbiturates  have  been  reported  following  discontinuance  of 
chlordiazepoxide  HCl.  Potential  benefits  of  use  in  pregnancy,  lactation 
or  women  of  childbearing  age  should  be  weighed  against  possible 
hazards  to  mother  and  child.  Clinical  data  inadequate  on  safety 
in  pregnancy. 

Precautions:  In  elderly  and  debilitated  patients,  limit  dosage  to 
smallest  effective  amount  of  chlordiazepoxide  (initially  10  mg  or  less 
per  day)  to  preclude  ataxia  or  oversedation;  increase  gradually  as 
needed  and  tolerated.  Though  generally  not  recommended,  if  combina- 
tion therapy  with  other  psychotropics  seems  indicated,  carefully 
consider  individual  pharmacologic  effects — particularly  in  use  of 
potentiating  drugs  such  as  MAO  inhibitors  and  phenothiazines. 
Observe  usual  precautions  in  patients  with  impaired  renal  or  hepatic 
function.  Paradoxical  reactions  to  chlordiazepoxide  (e.g.,  excitement, 
stimulation  and  acute  rage)  have  been  reported  in  psychiatric  patients. 
Employ  usual  precautions  in  the  treatment  of  anxiety  states  with 
evidence  of  impending  depression;  suicidal  tendencies  may  be  present 
and  protective  measures  necessary.  Variable  effects  on  blood  coagula- 
tion very  rarely  reported  in  patients  receiving  Librium®  (chlordiaz- 
epoxide) and  oral  anticoagulants. 

Adverse  Reactions:  Untoward  effects  seen  with  either  compiound 
alone  may  occur  with  Menrium.  With  chlordiazepoxide,  drowsiness, 
ataxia  and  confusion  reported  in  some  patients,  particularly  in  the 
elderly  and  debilitated;  while  usually  avoided  by  proper  dosage  adjust- 
ment, these  are  occasionally  observed  at  lower  dosage  ranges.  Also 
reported  have  been  a few  instances  of  syncope;  isolated  occurrences  of 
skin  eruptions,  edema,  minor  menstrual  irregularities,  nausea  and 
constipation,  extrapyramidal  symptoms,  increased  and  decreased 
libido,  and  occasional  reports  of  blood  dyscrasias,  including  agranu- 
locytosis, jaundice  and  hepatic  dysfunction.  Periodic  blood  counts  and 
liver  function  tests  advisable  during  protracted  treatment.  Changes  in 
EEG  patterns  (low-voltage  fast  activity)  observed  during  and  after 
chlordiazepoxide  treatment. 

With  estrogens,  headache,  nausea  and  vomiting,  anorexia, 
gastrointestinal  discomfort,  dysuria  and  urinary  frequency,  jitteriness, 
breast  engorgement,  formation  of  breast  cysts,  skin  rashes  and  pruritus 
occasionally  seen.  Administration  may  also  be  associated  with 
uterine  bleeding  and/or  followed  by  withdrawal  bleeding. 

Usual  Dosage:  One  tablet  t.i.d.  for  21  days,  followed  by  one-week 
rest  periods. 


5 mg  chlordiazepoxide 


0.2  mg  water-soluble 
esterified  estrogens 


5 mg  chlordiazepoxide 


1 0 mg  chlordiazepoxide 


0.4  mg  water-soluble 
esterified  estrogens 


0.4  mg  water-soluble 
esterified  estrogens 


RELIEVE 

BACK 
PROBLEMS 


^reefttrrfi 

SUPPORT  tor 
WOMEN 
Modal  433 

Crt  relief  from  postural  strain  an<I 
iiKiiiy  b:i<'k  conditions  with  3 liigli 
degree  of  comfort  Three  sets  of  ad> 
jiisdneiit  straps  permit  "form-fit”  con- 
trol to  suit  individual  needs.  Elastic 
insets  allow  free  movement  for  the 
wearer.  "Cushioned  for  Comfort,"  this 
fine  Freeman  garment  features  downv 
soft  Dacron-Pima  Cotton.  Easy  t./ 
w.-isli  and  dry.  Cushioned  stays. 


ORTHOPEDIC  SERVICES 
OF  R.  I. 

340  Broad  St.,  Providence,  R.  I.  02907 

EL  1-0800 


COMPLETE  LINE  OF  ORTHOPEDIC 
APPLIANCES  - SURGICAL  SUPPORTS 
HOME  TRACTION 
WALKERS  - CRUTCHES  - CANES 


Certified  Male  and  Female  Fitters 


House  Calls  Upon  Request 


Ernest  Hill  — Certified  Orthotist 
James  P.  Casperson  — Orthotist 
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(Continued  from  Page  467) 

The  third  part  of  our  program  calls  for  a 
structured  peer  review  mechanism  to  insure  high 
quality  of  care  and  to  prevent  abuses  of  the  medi- 
care and  medicaid  programs.” 

Doctor  Dorman  noted  that  the  committees 
staff  in  a report  last  February  on  medicare- 
medicaid  suggested  that  organized  medicine  regu- 
late itself. 

"We  agree,  and  propose  a program  providing 
for  professional  review  of  matters  bearing  on  rea- 
sonableness of  charges  for,  need  for,  and  the 
quality  of  services  rendered  by,  the  provider  of 
medical  or  other  health  services,"  he  said. 

In  a speech  on  the  Senate  floor,  Bennett  said 
there  is  deep  concern  over  the  high  costs  of  medi- 
care and  medicaid.  He  complimented  the  AM.\ 
on  advancing  peer  review  as  a means  of  curbing 
these  costs.  He  said; 

‘ I believe  the  American  people  are  justifiably 
concerned  over  the  tremendous  costs  of  health 
care.  Much  of  that  concern,  it  seems  to  me,  is  a 
product  of  a very  real  feeling  that  we  are  not 
getting  what  we  are  paying  for.  I believe,  equally, 
that  much  of  the  apprehension,  anxiety,  and  sus- 
picion now  prevalent — for  better  or  worse — with 
respect  to  those  responsible  for  health  care  would 
disappear  if  professional  standards  review  organi- 
zations were  established  and  functioned  effec- 
tively. It  seems  to  me  that  the  American  people 
are  entitled  to  know  that  American  medicine 
shaes  their  concern — and  more  importantly — 
proposes  to  do  something  substantial  about  it 
through  means  of  professional  standards  review- 
organizations  . . . 

“I  believe  that  physicians,  properly  organized 
and  with  a proper  mandate,  are  capable  of  con- 
du.cting  an  ongoing  effective  review  program  which 
would  eliminate  much  of  the  present  criticism  of 
the  profession  and  help  enhance  their  stature  as 
honorable  men  in  an  honorable  vocation  willing 
to  undertake  necessary  and  broad  responsibility 
for  overseeing  professional  functions.  If  medicine 
accepts  this  role  and  fulfills  its  responsibilty,  then 
the  government  would  not  need  to  devote  its 
energies  and  resources  to  this  area  of  concern. 
Make  no  mistake:  the  direction  of  the  House- 
passed  social  securiity  bill  is  toward  more — not 
less — review  of  the  need  for  and  quality  of  health 
care.  1 believe  my  amendment  would  provide  the 
necessary  means  by  which  organized  medicine 
could  assume  responsibility  for  that  review." 

(Continued  on  Page  471) 
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After  (Mily  cMie  year; 


Administered 
tomcwepec^le 
than  live  in 
W)onsocket, 
Pawtucket,  and 


Injectable 

Garamvarf 

oentamian  I sulfate 


gentamian 


injection 


An  estimated  208,000  patients  have  received  GARAMYCIN  Injectable  to  date.  The  combined  population  of  Woonsocket,  Pawtucket,  and 
Cranston  is  198,500.  (Estimated  1969  figures  from  The  New  York  Times  Encyclopedic  Almanac  .1970.) 

See  Clinical  Considerations  section  on  last  page... 


gentamian  I sulfate 
injection 


ADULT  DOSAGE  GUIDELINES 

See  definitive  prescribing  information  in  Package  Insert. 

Patients  with  Normal  Renal  Function 


Total  Daily  Dose  (administered 

in  two,  three,  or  four  divided  doses) 

Urinary  Tract 
Infections  (due 
to  susceptible 
strains  of 
gram-negative 
bacteriajf 

Less  Severe 
0.8-1. 2 mg./kg. 
for  7-10  days 

Resistant/ 
Moderately  Severe 
Larger  doses  or 
additional  antibac- 
terial therapy 
should  be  consid- 
ered in  severe 
urinary  tract  infec- 
tions or  in  resistant 
cases  involving  the 
renal  parenchyma 
or  anatomic 
anomaly. 

Serious/ Life- 
Threatening 

up  to  5 mg./kg. 

Other  Infections 
including  bacter- 
emia, infected 
surgical  wounds, 
severe  soft  tissue 
infections,  and 
respiratory  tract 
infections  (due  to 
susceptible  strains 
of  gram-negative 
bacteria) 

3 mg./kg.  for  7-10  days 

fAikalinization  of  the  urine  may  be  a useful  therapeutic  adjunct. 

Patients  with  Impaired  Renal  Function 

To  minimize  the  risk  of  ototoxicity  in  patients  with  impaired  kidney 
funrtion,  only  the  first  dose  should  be  that  normally  recommended.  Each 
subsequent  dose  should  be  half  or  less  of  that  recommended  for  patients 
w ith  normal  renal  function,  depending  upon  the  degree  of  renal 
impairment. 

In  patients  with  renal  failure  who  are  undergoing  14-hour  hemodialysis 
twice  weekly,  administration  of  1 mg./kg.  GARA.MYCIN  Injectable  at 
the  end  of  each  dialysis  period  has  been  suggested. 

Clinical  Considerations 

Indications:  Garamycin  Injectable  is  clinically  effective  in  infections 
due  to  susceptible  strains  of  gram-negative  bacteria,  including 
Pseudomonas  aeruginosa,  and  species  of  indole-positive  and  indole- 
negative Proteus,  Escherichia  coli,  and  Klebsiella- Aerobacter.  Bac- 
teriologic  studies  should  be  conducted  to  identify  the  causative 
organism  and  to  determine  its  sensitivity  to  gentamicin  sulfate. 
Sensitivity  discs  of  the  drug  are  available  for  this  purpose.  If  the 
susceptibility  tests  indicate  that  the  causative  organism  is  resistant 
to  gentamicin  sulfate,  other  appropriate  antibiotic  therapy  should 
be  instituted. 


IN  VITRO  INHIBITION  OF  CLINICALLY  IMPORTANT 
BACTERIA  BY  GENTAMICIN  SULFATE 
(TUBE  DILUTION  STUDIES) 


B.ACTERIA 

No.  of 
Strains 
Tested 

No.  of  Strains 
(%)  Inhibited  by: 

4 mcg./cc.  8 mcg./cc. 

or  less  or  less* 

No.  of 
In  Vitro 
Studies 

Staphylococcus  aureus 
Pseudomonas 

1,210 

1,200 

(99%) 

1,206 

(99%) 

11 

aeruginosa 

885 

771 

(87%) 

828 

(93%) 

16 

Escherichia  coli 
Indole-positive  and 
indole-negative 

836 

736 

(88%) 

779 

(93%) 

11 

Proteus  species 
Klebsiella- Aerobacter 

477 

210 

(44%) 

358 

(75%) 

12 

species 

292 

205 

(70%) 

231 

(79%) 

10 

♦ Number  of  strains  (%)  of  gram-negative  bacteria  inhibited  by  10 
mcg./cc.  or  less  are  as  follows:  Pseudomonas  aeruginosa,  828  (93%); 
Escherichia  coli,  792  (95%);  Proteus  species,  393  (82%);  Klebsiella- 
Aerobacter  species,  284  (97%).  Erom  same  studies  as  above. 

Source:  Package  Insert 


This  drug  should  be  limited  to  the  treatment  of  serious  infections 
caused  by  gram-negative  bacteria,  particularly  Pseudomonas  aeru- 
ginosa, Proteus  and  other  susceptible  organisms,  with  due  regard 
for  relative  antibiotic  toxicity.  Therefore,  the  drug  should  be  con- 
sidered for  use  against  gram-negative:  1.  Bacteremia;  2.  Infected 
surgical  wounds;  3.  Severe  soft  tissue  infections,  including  bums 
complicated  by  sepsis;  4.  Respiratory  tract  infections;  and  5.  Selected 
cases  of  urinar\  tract  infection. 


Contraindications:  G.aramycin  Injectable  is  contraindicated  in 
dividuals  with  a history  of  hypersensitivity  or  toxic  reactions 
gentamicin. 


Warnings:  Patients  receiving  treatment  with  GARAMYCIN 
should  be  under  close  clinical  observation  because  of  the  toxic- 
ity associated  with  the  use  of  this  drug.  Ototoxicity,  vestibular 
and  auditory,  can  occur  in  patients,  primarily  those  with  pre- 
existing renal  damage,  treated  with  GARAMYCIN  Injectable, 
usually  for  longer  periods  or  with  higher  doses  than  recom- 
mended. I 

GARAMYCIN  Injectable  is  potentially  nephrotoxic,  and  this 
should  be  kept  in  mind  when  it  is  used  in  patients  with  pre- 
existing renal  impairment.  Kidney  function  diminished  by 
infection  of  the  upper  urinary  tract  may,  however,  improve 
during  effective  treatment  with  GARAMYCIN  Injectable. 
Concurrent  administration  of  potentially  ototoxic  drugs  such 
as  streptomycin  and  kanamycin  or  of  potentially  nephrotoxic 
drugs  such  as  polymyxin,  colistin,  and  kanamycin  with  genta-| 
micin  sulfate  has  not  been  shown  to  afford  any  clinical  i, 
advantages  and,  moreover  may  result  in  additive  toxidty.  | 
Monitoring  of  vestibular,  cochlear,  and  renal  function  will  I 
provide  guidance  for  therapy  in  such  cases.  I 


Precautions:  In  patients  with  impaired  renal  function  in  who " 
serious  infection  develops,  serum  concentrations  of  the  drug  m i 
rise,  with  consequently  increased  risk  of  ototoxicity.  In  these  p 
tients  or  in  those  in  whom  recommended  dosage  or  duration  i 
therapy  must  be  exceeded  as  a life-saving  measure,  routine  studi' 
of  kidney  function  should  be  perfonned  when  possible.  These  m 
be  supplemented  by  evaluation  of  the  vestibular  and  auditory  fur 
tion  and  measurement  of  serum  concentration  of  the  drug  whe 
feasible.  Serum  concentrations  of  gentamicin  should  be  maintaini 
below  the  range  of  10-12  mcg./ml.  to  reduce  risk  of  ototoxicity. 
Ordinarily,  treatment  shoidd  not  be  given  for  more  than  7 to 
days  or  be  repeated  unless  required  for  serious  infection  not  i 
sponsive  to  other  agents. 

As  with  other  antibiotics,  treatment  with  Gar.amyci.\  Injeciab 
may  occasionally  result  in  overgrowth  of  nonsensitive  organisms, 
superinfection  occurs,  appropriate  therapy  is  indicated. 

Safety  for  use  in  pregnancy  or  the  potential  for  fetal  ototoxicity  i 
nephrotoxicity  have  not  been  established.  Studies  in  pregnant  an 
mals  have  not  revealed  teratogenic  or  ototoxic  effects  in  the  fctu 
Garamycin  Injectable  should  not  be  used  in  pregnant  patients  i 
in  women  of  childbearing  age  unless  its  use  is  deemed  advisab  I' 
by  the  physician.  j 

Adverse  Reactions:  The  overall  incidence  of  ototo.xicity  considen 
related  to  treatment  with  Garamycin  Injectable  was  2.8  per  ca 
(16  of  565  patients).  Contributory  factors  (two  or  more  factors  we  d 
relevant  to  most  patients)  were  as  follows:  10  had  azotemia,  li  , 
received  a total  of  1 gram  or  more  of  the  drug,  7 had  recently  r 
ceived  other  potentially  ototoxic  antibiotics  (streptomycin  or  kan-  ii 
mycin),  and  5 were  over  60  years  of  age.  Six  also  had  decrea* 
high-tone  hearing  acuity,  which  returned  to  or  toward  norma!  i 
the  4 patients  retested. 

Analysis  of  BUN  data  indicated  that  4 (2%)  of  172  patients  show* 
increases  in  BUN  that  were  probably  related  to  treatment  wil 
Garamycin  Injectable.  Of  20  increases  probably  or  possibly  relate 
to  treatment,  7 were  reversible,  9 occurred  in  terminal  patients,  an 
4 had  no  follow-up. 

Other  adverse  reactions  associated  with  treatment  were  one  instant  I* 
each  of  urticaria,  decreased  hematocrit,  and  reversible  depressio 
of  granulocytes  with  normal  bone  marrow.  Other  rarely  reporte 
and  possibly  treatment-related  adverse  reactions  were  anemia,  it 
creased  reticulocyte  count,  rash,  purpura,  drug  fever,  hypotcnsioi 
convulsions,  twitching,  salivation,  nausea,  vomiting,  increased  tran  , 
aminase  activity  (SGOT  or  SGPT),  increased  serum  bilirubin,  dt  ® 
creased  serum  calcium,  and  joint  pain. 

Packaging:  Garamycin  Injectable,  40  mg./cc.,  2-cc.  multiple-dos ' ^ 
vials,  for  intramuscular  administration. 

For  more  complete  prescribing  details,  consult  package  insert  o t - 
Physicians’  Desk  Reference.  Schering  literature  is  also  availabi  I 
from  your  Schering  Representative  or  Medical  Services  Department  1 
Schering  Corporation,  Union,  New  Jersey  07083. 
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Bennett  said  that,  under  his  amendment,  review 
groups  would  have  responsibiliity  for  reviewing 
“the  totality  of  care  provided  patients — including 
all  institutional  care.”  That  responsibility  he  said, 
w'ould  be  lodged,  “wherever  possible  and  wherever 
feasible,”  at  the  local  community  level.  He  said: 

“Local  emphasis  is  necessary  because  the  prac- 
tice of  medicine  may  vary,  within  reasonable 
limits,  from  area  to  area,  and  local  review  assures 
greater  familiariity  with  the  physicians  involved 
and  ready  access  to  necessary  data.  Priority  should 
be  given  to  arrangements  wath  local  medical  so- 
cieties— of  suitable  size — ^which  are  willing  and 
capable  of  undertaking  comprehensive  professional 
standards  review  . . . 

“Under  the  amendment,  the  Secretary  (of 
Health,  Education  and  Welfare)  could  use  state 
or  local  health  departments  or  employ  other  suit- 
able means  of  undertaking  professional  standards 
review  only  where  the  medical  societies  were  un- 
willing to  do  the  necessary  work,  or  where  their 
efforts  were  only  pro  forma  or  token.  Let  me 
emphasize  as  strongly  as  possible  that  the  thrust 
of  this  proposal  is  to  have  physicians,  as  a group, 
evaluate  physicians  and  the  services  they  provide 
and  order  as  individuals.” 

Bennett  said  that  the  review  committees  should 
determine  that  only  medically  necessary  services 
are  provided  by  physicians,  hospitals,  nursing 
homes  and  pharmacies,  and  that  these  services 
meet  proper  professional  standards. 

Disciplinary  measures,  he  said,  would  be  in 
proportion  to  the  offense  and  could  include:  1) 
monetary  penalties,  2)  suspension  from  federal 
programs,  3)  exclusion  from  federal  programs,  4) 
civil  or  criminal  prosecution,  and  5)  steps  leading 
to  the  suspension  or  revocation  of  professional 
licensure. 

Doctor  Hill  directed  his  testimony  before  the 
finance  committee  mainly  to  medical  care  of  the 
blacks  and  other  poor  people,  particularly  in  ghet- 
toes.  He  took  issue  with  the  committee  staff  report 
which,  he  said,  “by  implication  attacked  the  very 
physicians  working  closest  to  the  poor  and  treat- 
ing them.”  He  said  restrictions  upon  physicians’ 
fees,  as  advocated  in  the  report,  would  make  more 
acute  the  already  critical  shortage  of  physicians  in 
ghettoes. 

“To  those  who  read  the  entire  report,  there  were 
a number  of  very  complimentary  things  said  about 
all  physicians,’’  Doctor  Hill  said.  “But  the  primary 


message,  the  one  seized  upon  by  the  press  and 
broadcast  across  the  country,  appeared  to  be  that 
any  doctor  earning  a substantial  amount  of  money 
from  medicare-medicaid  was  somehow  cheating 
both  the  government  and  his  patients. 

“It  was  bitterly  ironic  to  work  60  and  more 
hours  a week  in  the  ghetto,  and  to  be  fairly  paid, 
was  suddenly  prima  facie  evidence  of  wrong-doing. 

“The  report  was  also  interpreted  so  that  the 
blame  for  the  rising  cost  of  medicare-medicaid  was 
directed  at  the  physician — and  jiarticularly  those 
caring  for  the  poor. 

‘ Therefore,  we  of  the  National  Medical  Asso- 
ciation take  strong  e.xception.  The  implications  and 
accusations  of  that  report  were  grossly  unfair.  It 
is  difficult  enough  to  get  physicians  to  practice 
among  the  poor  ...  If  these  men,  professionals 
committed  to  providing  care,  are  to  be  subjected 
to  irresponsible  accusations  for  the  size  and  suc- 
cess of  their  ghetto  practices,  it  will  very  soon 
be  impossible  to  find  a doctor  among  the  American 
poor.’’ 

The  associations  showed  the  senators  a brief 
movie  of  physicians  practicing  in  a Chicago  ghetto 
health  center  and  in  an  .Appalachian  community 
clinic. 

* ❖ * t- 

The  National  Communicable  Disease  Center  of 
the  L'.  S.  Public  Health  Service  said  that  not  a 
single  death  from  polio  was  reported  in  the  nation 
last  year. 

It  was  the  first  time  no  death  from  the  disease 
was  reported  since  1955  when  regular  polio  sur- 
veillance was  started.  In  addition  to  the  absence 
of  a death,  the  total  number  of  cases  of  paralytic 
polio  was  only  19. 

Before  the  introduction  of  polio  vaccine  during 
the  mid  1950’s,  annual  paralytic  cases  went  as 
high  as  21,300  with  1,400  deaths.  The  number 
of  cases  began  to  dwindle  after  use  of  the  vaccine 
became  widespread  and  1960,  with  230  cases,  was 
the  last  year  when  the  number  of  deaths  exceeded 
100.  In  recent  years,  the  death  toll  usually  has 
been  between  10  and  20. 

Among  the  19  paralytic  cases  last  year,  only 
one  occurred  in  a person  who  had  received  a full 
series  of  anti-polio  doses.  The  exception  was  a 
two-year-old  suffering  from  an  inborn  inability  to 
form  protective  antibodies  against  bacteria  and 
viruses. 

An  estimated  26.5  million  doses  of  vaccine,  most 
of  it  the  oral  type,  was  administered  nationwide 
last  year.  (Continued  on  Page  521) 


ILashington  Scene 


471 


IF  MARY  SO-AND-SO 
HAS  COCKLEBURRS 
ON  HER  COCCYX, 

WE  COULDN'T  CARE  LESS 

But  we'll  guard  her  right  to 
have  them  confidentially.  What  we 
do  care  about  is  typing  Mary's  re- 
port fast  and  accurately— spelling 
out  her  problem  with  the  right 
spelling. 

There's  a lot  to  be  said  for  let- 
ting us  type  all  your  reports.  You 
employ  us  just  long  enough  to  do 
your  paperwork  and  not  a minute 
more.  Moreover,  we're  always  on 
tap  when  you  want  us— day  or 
night. 

You  never  have  to  report  or 
pay  for  unemployment  or  social 
security  deductions  for  us.  And,  we 
work  from  tapes,  discs,  or  anything 
which  gives  us  the  message. 

Try  us.  No  contract  necessary 
and  no  minimum.  So  what  can  you 
lose. 


TRANSCRIPTION  SERVICE  INC. 

961  CRANSTON  ST.,  CRANSTON,  R,  I.  02920 


944-8063 


Book  Reviews 

TRAVELS  IX  XEW  EXGLAXD  AND  NEW 
YORK,  by  Timothy  Dwight.  Edited  by  Barbara 
Miller  Solomon  with  the  Assistance  of  Patricia 
M.  King,  the  John  Harvard  Library,  the  Bel- 
knap Press  of  Harvard  University  Press,  Cam- 
bridge, ^Massachusetts,  1969.  Four  volumes 
330.00. 

The  iMedical  School  of  Yale  University  was  in- 
stituted in  1812  through  the  arduous  efforts  of 
Timothy  Dwight,  S.T.D.,  LL.B.,  who  had  suc- 
ceeded Ezra  Stiles  as  president  of  Yale  in  1795. 
He  was  president  for  22  years,  and  it  is  said  that 
the  imprint  of  his  administration  shaped  the  course 
of  the  university  into  modern  time.  That  his  prime 
training  was  in  theology,  or  that  he  was  the  lead- 
ing congregationalist  minister  of  his  age,  or  that 
he  was  the  grandson  of  the  great  theologTan,  Jona- 
than Edwards,  had  no  effect  whatsoever  in  limiting 
his  educational  horizons  or  diminishing  his  interests 
in  everything  in  the  wwld  about  him.  Nor  was  his 
deep  patriotism  for  the  new  and  independent  coun- 
try, whose  birth  he  had  witnessed  and  in  whose 
army  he  had  served  as  a chaplain,  call  forth  the 
slightest  degree  of  chauvinism.  Rather  his  patriot- 
ism and  high  concepts  of  the  new  American  ex- 
perience was  a broad  idealism;  it  was  the  emo- 
tional force  which  led  to  his  recording  observations 
on  over  10,000  miles  of  travel  on  foot  and  on 
horseback  throughout  New  England  and  New 
York.  Published  in  1821,  it  was  written  primarily 
to  correct  the  faults,  the  slanted,  the  ambiguous, 
and  the  erroneous  misconceptions  of  the  new  coun- 
try which  European  writers  had  given  to  the  world 
from  their  observations  in  their  brief  travels  to 
this  new  continent.  Dean  Barbara  iMiller  Solomon, 
in  her  analytical  scholarly  evaluation  of  the  life 
and  intent  of  the  author,  states  in  her  introduction 
that  “Dwight  attached  to  this  work  an  importance 
altogether  consistent  with  his  self-awareness  as  a 
leader  of  New  England  society  of  the  early  re- 
public. Concern  with  New  England’s  role  in  the 
future  American  Civilization  moved  him  to  pre- 
serve this  extensive  report  of  his  explorations  of 
his  native  country.  Familiar  with  the  writings  of 
European  travelers  in  America,  Dwight  regarded 
his  account  as  a defense  of  his  countrymen,  in 
which  he  could  correct  the  misguided  opinions 
published  by  foreign  visitors  and  critics.” 

Anierica  has  long  been  the  subject  of  the  writ- 
ings of  informed  and  misinformed  foreigners.  In 
the  contemporary  work  of  Gunnar  Myrdal  we  have 
(Continued  on  Page  473) 
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the  extremely  valuable  observations  of  a foreigner 
who  can  view'  us  with  dispassion  and  objectivity. 
I)e  Tocqueville  over  a hundred  years  ago  published 
equally  penetrating  perceptive  and  pertinent  obser- 
vations on  the  American  experiment;  but  these 
generally  are  exceptions.  One  immediately  recalls 
in  Washington  Irving's  Sketch  Book  a chapter  en- 
titled "English  Writers  on  America.’"  The  same 
criticism  of  foreign  observers  w'hich  so  motivated 
Timothy  Dwight  also  motivated  Washington  Irv- 
ing, his  contemporary.  He  wrote;  “It  has  also 
been  the  peculiar  lot  of  our  country  to  be  visited 
by  the  worst  kind  of  English  travelers.  While  men 
of  philosophical  spirit  and  cultivated  minds  have 
been  sent  from  England  to  ransack  the  poles,  to 
penetrate  the  deserts,  and  to  study  the  manners 
and  customs  of  barbarous  nations,  with  which  she 
can  have  no  permanent  intercourse  of  profit  or 
pleasure;  it  has  been  left  to  the  broken-dow'n 
tradesman,  the  scheming  adventurer,  the  wandering 
mechanic,  the  Manchester  and  Birmingham  agent, 
to  be  her  oracles  respecting  America.  From  such 
sources  she  is  content  to  receive  her  information 
respecting  a country  in  a singular  state  of  moral 
and  physical  development;  a country  in  which  one 
of  the  greatest  political  experiments  in  the  history 
of  the  w'orld  is  now  performing,  and  which  pre- 
sents the  m.ost  profound  and  momentous  studies 
to  the  statesman  and  the  philosopher.  That  such 
men  should  give  prejudiced  accounts  of  America 
is  not  a matter  of  surprise.  The  themes  it  offers 
for  contemplation  are  too  vast  and  elevated  for 
their  capacities.  The  national  character  is  yet  in 
a state  of  fermentation:  it  may  have  its  frothiness 
and  sediment,  but  its  ingredients  are  sound  and 
wholesome;  it  has  already  given  proofs  of  power- 
ful and  generous  qualities;  and  the  whole  promises 
to  settle  down  into  something  substantially  ex- 
cellent.” 

During  the  22  years  of  his  tenure  as  president 
of  Yale,  during  each  of  the  vacation  periods, 
Dwight  made  extended  journeys  throughout  New 
York  and  New  England.  He  daily  recorded  in  the 
form  of  letters  addressed  to  “an  English  gentle- 
man” his  ob.servation3  for  the  day.  His  observa- 
tion covered  geography,  geology,  politics,  history, 
the  law,  the  industry',  the  folk  lore,  the  botany, 
or  the  mineralogy  of  the  region  through  w'hich  he 
j was  traveling  and  on  which  he  chose  to  write  for 
I that  particular  day.  Journeys  themselves  were  in 
i the  form  of  grand  circular  tours.  The  daily  letters. 


or  ol)servations,  hang  as  pendants  on  this  circular 
tour  much  like  a string  of  beads.  This  particular 
form  gives  a sense  of  style  and  completeness  that 
would  be  totally  lacking  if  he  had  merely  given  us 
a diary  or  a collection  of  essays.  Above  all  there 
is  a pervasive  style  and  clarity  of  writing  w'hich 
has  as  its  mark  a purity  of  thinking.  “Style  in  the 
finest  sense  is  the  last  acquirement  of  the  edu- 
cated mind:  it  is  also  the  most  useful.  It  pervades 
the  whole  being  . . . style  is  the  ultimate  morality 
of  the  mind.”  So  said  Alfred  North  Whitehead; 
Dwight  certainly  had  achieved  the  ultimate  mor- 
ality' of  the  mind. 

In  1796  Dwight  passed  through  Providence  and 
wrote  letter  LI  from  which  we  may  quote  in  order 
to  illustrate  this  unique  w'riting; 

"The  settlement  of  Providence,  the  largest  town 
in  the  State  of  Rhode  Island,  was  begun  by  Roger 
Williams,  heretofore  mentioned,  in  1636.  Soon 
after,  it  became  the  general  resort  of  such  adven- 
turers as  were  disaffected  with  the  Massachusetts 
government ; and  in  a short  time,  the  plantation, 
as  it  was  called,  became  considerable.  Mr.  Wil- 
liams was  held  in  high  veneration  by  all  the  in- 
habitants, and  regarded  as  their  common  father. 

Providence  is  built  on  the  western  side  of  Paw- 
( Continued  on  Page  476) 
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What  is  worth  doing 


In  1936  A,  E.  Smith,  professional  at 
Woolcombe,  England,  recorded  then 
golf  score  for  an  18  hole  course.  He 
55  and  was  15  under  par.  The  course 
Woolcombe,  which  measured  4,248  yi 
was  covered  in  4,  2,  3,  4.  2,  4,  3,  4,  3 
and  2,  3,  3.  3,  3,  2.  5,  4,  1 in. 


1^-0  )■ 


s worth  doing  well 


Take  ACHROMYCIN  V,  for  example.  Lederle  routinely 
runs  over  1 ,000  quality  control  checks  on  every  batch 
produced.  Many,  many  more  than  officially  required.  This 
extra  attention  means  your  patients  get  what  the  doctor 
ordered  when  you  prescribe  ACHROMYCIN  V:  uniform 
in  vitro  dissolution  rate,  predictable  in  vivo  serum  and  urinary 
levels.  In  short,  known  biologic  availability  of  tetracycline. 
And  every  step  in  the  production  of  ACHROMYCIN  V is 
in-house  controlled  right  in  Pearl  River. 


ACHROMYCIIf-V 

Tetracycline  HCI 

Performance  proved  in  practice 


'Veness;  ACHROMYCIN 
;ycline  is  a crystalline  broad- 
um  antibiotic  which  provides 
ve  therapeutic  activity  against 
ptible  microorganisms. 
indication:  History  of 
Sensitivity  to  tetracycline. 
ig:  In  renal  impairment,  usual 
may  lead  to  excessive 
lulation  and  liver  toxicity.  Unoer 
:onditions,  lower  than  usual  doses 
ficated  and,  if  therapy  is 
ged,  serum  level  determinations 
s advisable.  Some  patients  may 
'P  a photodynamic  reaction  to 
I or  artificial  sunlight.  Those  with  a 
' of  photosensitivity  reactions 
I avoid  direct  exposure  to  sunlight 
inder  treatment.  Discontinue  drug 
evidence  of  skin  discomfort. 

Uions:  Use  may  result  in 

owth  of  nonsusceptible  organisms. 


Constant  observation  is  essential.  If  new 
infections  appear,  take  appropriate 
measures.  Use  of  tetracycline  during 
teeth  development  may  cause 
discoloration  of  teeth. 

Side  Effects:  Gastrointestinal  system- 
anorexia,  nausea,  vomiting,  diarrhea, 
stomatitis,  glossitis,  enterocolitis,  pruritus 
ani.  Skin— maculopapular  and 
erythematous  rashes  (a  case  of 
exfoliative  dermatitis  has  been  reported); 
photosensitivity  reaction,  onycholysis 
and  discoloration  of  nails  (rare).  Kidney- 
rise  in  BUN,  apparently  dose-related. 
Hypersensitivity  reactions— urticaria, 
angioneurotic  edema,  anaphylaxis.  In 
young  infants,  bulging  fontanels  have 
been  reported  following  full  therapeutic 
dosage.  This  symptom  has  disappeared 
rapidly  when  drug  is  discontinued.  Teeth 
—dental  staining  (yellow-brown)  in 
children  of  mothers  given  tetracycline 


during  the  latter  half  of  pregnancy,  and  in 
children  given  the  drug  during  the 
neonatal  period,  infancy  and  early 
childhood.  Enamel  hypoplasia  has  been 
seen  in  a few  children.  Blood— anemia, 
thrombocytopenic  purpura,  neutropenia, 
eosinophilia.  Liver— cholestasis  (rare), 
usually  at  high  dosage.  Tetracycline  may 
form  a stable  calcium  complex  in  bone- 
forming tissue.  If  adverse  reaction  or 
idiosyncrasy  occurs,  discontinue  medica- 
tion and  institute  appropriate  therapy. 
Average  Adult  Daily  Dosage:  One  Gm. 
per  day,  in  4 divided  doses  of  250  mg. 
each.  Should  be  given  1 hour  before  or 
2 hours  after  meals,  since  absorption  is 
impaired  by  the  concomitant 
administration  of  high  calcium  content 
drugs,  foods  and  some  dairy  products. 
Treatment  of  streptococcal  infections 
should  continue  for  10  days,  even 
though  symptoms  have  subsided. 
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Malpractice 
protection 
is  serious 
business! 


Talk  only  to  the  experts! 


A.nd  let  them  speak  for  you.  By  all 

means,  discuss  your  treatment  with  your 
patients  during  treatment.  But  should  a 
patient’s  lawyer  want  to  speak  to  you 
about  your  treatment,  don’t  put  yourself 
at  a disadvantage.  Let  lawyers  talk  to 
lawyers.  Refer  him  to  the  legal  counsel 
for  your  professional  liability  insurance 
company. 

And  when  it  comes  to  malpractice  liabil- 
ity insurance,  talk  to  the  Man  from 
Starkweather  & Shepley.  As  a leading 
agency  for  the  St.  Paul  Insurance  Com- 
pany, he  can  provide  you  coverage  up  to 
$1  million.  In  fact,  he  can  provide  you 
with  a total  insurance  program  covering 
all  your  professional  and  personal  needs. 

Yes,  talk  to  your  patients  about  medicine, 
let  the  Man  from  S & S talk  to  you  about 
insurance  and  let  the  insurance  company 
lawyers  talk  about  law. 


Contact  Gardner  C.  Borden,  C.P.C.U. 


Starkweather  & Shepley,  Inc. 

155  South  Main  Street 
Providence,  R.  I.  421-6900 

ONE  SOURCE / TOTAL  INSURANCE 
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tucket  River  in  two  divisions:  one  on  the  eastern 
and  the  other  on  the  western  side  of  a cove  which 
is  an  arm  of  that  river.  The  site  of  the  western 
division  is  a slope  gradually  rising  from  the  cove, 
that  of  the  eastern  is  the  narrow  base  and  the  side 
of  a lofty  hill  which  runs  between  the  cove  and 
the  river  to  the  point  of  their  junction.  The  two 
principal  streets  on  the  eastern  side  pass,  one  at 
the  bottom  and  the  other  at  a little  distance  along  [ 
the  side  of  this  hill,  until  thev  terminate  at  the 
river.  The  principal  street  on  the  western  side  is  ; 

a part  of  the  great  road  toward  New  London  and  ^ 

Hartford.  Those  on  the  east  are  crossed  by  several  P 

others  nearly  at  right  angles.  ! 

"Many  of  the  houses  in  town  are  ancient  and  f 

ordinary;  many  more  are  modern  buildings,  and  i 

would  be  called  good  houses  in  a New  England  ; 

village,  although  inferior  to  a multitude  of  houses 
in  such  villages.  A small  number  are  of  a character  1 
superior  to  this,  and  three  or  four  are  splendid. 

The  public  buildings  in  Providence  are  a college;  j| 
three  Presbyterian,  one  Episcopal,  and  two  Baptist  I 
churches;  a Friends  meetinghouse;  a courthouse;  a ' 
jail;  a workhouse;  and  a market.  I 

"The  college  stands  on  the  summit  of  the  hill, 
and  is  a brick  building  of  four  stories,  150  feet  in  ' 
length,  and  forty-six  in  breadth.  A projection  in 
the  center,  of  twenty  feet  on  each  side,  enlarges  |. 
the  breadth  here  to  eight-six  feet,  and  contains  the 
public  rooms.  The  rest  of  the  building  consists  of  ; 
rooms  and  studies  designed  for  the  students.  It 
overlooks  ever}'  part  of  the  town,  the  cove  and  the  j 
country  beyond  it,  the  river  with  the  regions  on  ! 
both  sides,  together  with  extensive  tracts  to  the 
north  and  east.  The  prospect  is  noble,  but  is  sen- 
sibly impaired  by  the  sterility  of  the  soil  in  the 
western  cpiarter,  and  is  not  a little  deficient  in  fine  j 
varieties  of  surface. 

"The  faculty  of  this  college  is  composed  of  a | 
president,  professors  of  natural  philosophy,  of 
mathematics  and  astronomy,  of  theology,  of  moral 
jrhilosophy  and  metaphysics,  of  oratory  and  belles 
lettres.  of  law,  and  of  chemistry,  and  three  tutors.  ' 
"The  corporation  is  composed  of  two  boards:  | 
one  of  fellows,  the  other  of  trustees.  The  former  i 
consists  of  twelve.  Including  the  president,  of 
whom  eight  are  required  by  the  charter  to  be  Bap- 
tists. The  latter  consists  of  thirty-six,  of  whom 
twenty-two  must  be  Bai^tists,  five  Quakers,  five 
Episcopalians,  and  four  Congregationalists.  This 
(Continued  on  Page  477) 
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vacation  in 
a vial: 
the  spasm 
reactors 
in  your  practice 
deserve 


each  tablet,  capsule  or  each  Donnatal  each 

5 cc.  of  elixir  (23%  alcohol)  No.  2 Extentab® 


lyoscyamine  sulfate  0.1037  mg. 
;tropine  sulfate  0.0194  mg. 

lyoscine  hydrobromide  0.0065  mg. 
ihenobarbital  (14  gr.)  16.2  mg. 
Warning : may  be  habit  forming) 


0.1037  mg.  0.3111  mg. 

0.0194  mg.  0.0582  mg. 

0.0065  mg.  0.0195  mg. 

(Vz  gr.)  32.4  mg.  (%  gr.)  48.6  mg. 


Brief  Summary.  Blurring  of  vision,  dry  mouth,  diffi- 
cult urination,  and  flushing  or  dryness  of  the  skin  may 
occur  on  higher  dosage  levels,  rarely  on  usual  dosage. 
Administer  with  caution  to  patients  with  incipient 
glaucoma  or  urinary  bladder  neck  obstruction.  Contra- 
indicated in  acute  glaucoma,  advanced  renal  or  hepatic 
disease  op  a hypersensitivity  to  any  of  the  ingredients. 


A.  H.  ROBINS  COMPANY,  RICHMOND,  VIRGINIA  23220 


I 


30  Capsules 

Allbee  withC 


Each  capsule  Contains: 
Thiamine  mono- 
nitrate (Vit,  B,)  15  mg 

Riboflavin  (Vit.  Bj)  10  mg 
Pyridoxine  hydro- 
chloride (Vit.  Bs)  5 mg 
Niacinamide  50  mg 

Calcium  pantothenate  10  mg 
Ascorbic  acid  (Vit.  C)  300  mg 


Although  raw  spinach  is  an  excellent  source  of  vitamin  C,  your  patient  would  have  to 
eat  40  pounds  a month  (about  IVa  lbs.  a day)  to  get  as  much  ascorbic  acid  as  is  con- 
tained in  just  one  bottle  of  30  Allbee  with  C capsules  (taken  one  capsule  daily).  If  the 
spinach  is  cooked,  a person  would  have  to  ingest  more  than  twice  as  much  because 
cooking  destroys  much  of  the  vitamin  C,  and  still  more  is  lost  when  the  liquid  is 
drained  off.  Allbee  with  C also  contains  therapeutic  amounts  of  B-complex  vitamins. 
This  handy  bottle  of  30  capsules  gives  your  patient  a month’s  supply  at  a very 
reasonable  cost.  Also  the  economy  size  of  100.  Available  at  pharmacies  on  your 
prescription  or  recommendation.  a.  H.  Robins  Company,  Richmond,  Va.  23220 
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institution  was  established  in  1764  and  was  origi- 
nally stationed  at  Warren,  where  the  first  com- 
mencement was  held  in  1769.  The  next  year  it  was 
removed  to  Providence.  Its  legal  name  is  now 
Brown  University,  given  it  in  honor  of  Nicholas 
Brown,  Esq.,  who  has  been  its  most  liberal  bene- 
factor. This  seminary  possesses  a library  of  about 
three  thousand  volumes,  a philosophical  apparatus, 
and  a museum  containing  a number  of  natural  and 
artificial  curiosities.  Both  its  internal  and  external 
concerns  are  considered  as  prosperous.  The  whole 
number  of  students  graduated  to  the  year  1817 
was  829,  of  whom  715  were  then  living.  The  whole 
number  of  ministers  among  the  alumni  was  149, 
of  whom  130  were  then  living.  The  number  of 
students  is  from  120  to  130. 

“The  Baptist  church  is  a very  good  building 
with  an  uncommonly  handsome  steeple,  too  high, 
however,  for  the  body  of  the  church.  Its  situation 
is  disadvantageous,  the  hill  before  mentioned  ris- 
ing suddenly  behind  it  and  making  it  appear  lower 
than  it  really  is.” 

This  new  edition,  the  first  since  it  was  originally 
published  in  1821,  comes  in  a beautifully  conceived 
boxed  edition  in  four  volumes.  It  is  truly  one  of 
the  most  remarkable  and  unusual  literary  historical 
documents  in  American  literature.  Barbara  Miller 
Solomon,  the  editor,  has  done  a superb  job  of  his- 
torical editorship;  well  qualified,  she  is  Dean  of 
Radcliffe  College  and  Lecturer  of  history  and  lit- 
erature of  Harvard.  We  must  agree  with  her  when 
she  writes,  “The  ‘Travels’  will  remain  a delinea- 
tion of  the  ethnic  character  which  New  Englanders 
would  sustain  and  transmit  long  after  Dwight’s 
way  of  life  had  vanished.”  The  founding  of  the 
Vale  Medical  School  and  the  emergence  of  a great 
university  during  Dwight’s  presidency  were  na- 
tural consequences  of  a man  with  such  a mind, 
and  such  “ultimate  morality”  of  the  mind  as  are 
here  revealed. 

Robert  V.  Lewis,  M.D. 

GUIDELINES  ON  THE  RESPONSIBILITIES, 
FUNCTIONS,  AND  SELECTION  CRITERIA 
FOR  HOSPITAL  BOARDS  OF  TRUSTEES. 

Board  of  Trustees  of  The  Catholic  Hospital  As- 
sociation. Reprinted  from  Hosp.  Progr.,  Febru- 
ary 1970.  $1.25;  10  or  more  copies,  $1.00  each. 
Publication  Department,  Catholic  Hospital  As- 
sociation, 1438  So.  Grand  Blvd.,  Saint  Louis, 
Missouri  63104. 

"Guidelines”  describes  the  responsibilities  of 


those  who  are  (or  will  be)  board  members  of  Ro- 
man Catholic  sponsored  hospitals.  However,  it  is 
worthy  of  wider  use.  It  is  much  more  than  a de- 
nominational handbook,  having  within  it  material 
which  would  serve  well  any  board  of  hospital  trus- 
tees. ( I asked  a friend  of  mine  who  is  a hospital 
trustee,  and  not  a Roman  Catholic,  to  examine 
"Guidelines.”  He  pronounced  it  to  be  a fine  piece 
of  work,  which  would  be  helpful  to  any  board.) 

"Guidelines”  has  two  parts: 

Part  /.  “Responsibilities  and  Functions  of 
Hospital  Boards”  lists  eleven  responsibilities  of 
boards.  After  each  listing  of  a responsibility  come 
suggestions  as  to  how  the  responsibility  is  to  be 
carried  out.  These  eleven  responsibilities  may  well 
serve  as  a check  list  to  broaden  the  outlook  of 
boards  whose  main  item  of  business  seems  to  be 
mostly  concerned  with  finances. 

Part  II.  “Selection  Criteria”  builds  upon  the 
ideas  suggested  in  Part  I concerning  responsibili- 
ties. In  order  to  carry  out  the  various  responsibili- 
ties, certain  types  of  {persons  and  competencies 
should  be  on  hospital  boards.  This  section  has  two 
parts,  one  dealing  with  “personal  qualifications” 
of  members  or  prospective  members.  The  second 
part  lists  suggestions  for  the  types  of  vocations 
(Continued  on  Ne.xt  Pajje) 
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CalDhosan^ 


calcium  glycerophosphate,  calcium  lactate 

To  bring  effective  calcium  therapy  to  the 
patient,  Calphosan  may  be  administered  intra- 
muscularly . . , without  pain,  inflammatory  reactions, 
induration  or  sloughing.  Injections  twice  weekly 
for  a series  of  5 to  10  injections  are  recommended. 

Average  dose  per  injection:  One  or  two  10  ml. 
injections  of  Calphosan  each  week  for  the 
first  four  or  five  weeks,  and  on  a when-needed 
basis  thereafter. 

Calphosan  is  a specially  processed  solution  of 
calcium  glycerophosphate  and  calcium  lactate, 
containing  1%  of  each,  in  a physiological  solution  of 
sodium  chloride.  Each  10  ml.  contains  50  mg.  of 
calcium  glycerophosphate,  50  mg,  calcium  lactate, 
with  0.25%  phenol  as  preservative.  Available  in 
10  ml.  ampules  in  boxes  of  10s  and  100s; 

60  ml.  multiple-dose  vials.  Also  available  as 
Calphosan  with  B-12.  U.  S.  Patent  No.  2657172. 

Contraindication:  Hypercalcemia;  neoplastic 
diseases;  and  fully  digitalized  patients.  Do  not  use 
intramuscularly  in  infants  and  young  children. 
Before  starting  therapy,  consult  complete 
product  literature. 

Write  for  free  copy  of  ''Calcium;  The  Ubiquitous 
and  Essential  Element"  and  for  samples. 


THE  CARLTON  COHP 


Tenafly,  New  Jersey  07670 
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and  professions  which  would  make  a board  repre- 
sentative and  balanced. 

Two  specific  recommendations  may  make  some 
existing  boards  of  trustees  a bit  uneasy,  namely 
that  a physician  and  the  hospital  administrator  be 
voting  members  of  the  board.  The  argument 
against  a physician  being  on  a board  is  often  made 
on  the  grounds  that,  because  of  professional  jeal- 
ousy, any  physician  on  a board  would  be  subject 
to  sniping.  As  far  as  hospital  administrators  being 
voting  members,  the  argument  is  that  no  one  who 
is  an  employee  of  the  board,  and  who  recommends 
plans  and  procedures  should  vote  on  policy. 

For  those  who  share  these  views,  a look  at 
‘■Guidelines”  might  give  some  different  and  more 
positive  insights. 

Lastly,  “Guidelines”  realistically  faces  the  fact 
that  community  health  planning  is  involved  in 
politics,  and  honestly  suggests  that  political  “know- 
how” is  desirable  in  terms  of  community  health 
jjrograms. 

This  publication  embraces  thirty-two  pages  of 
helpful  suggestions. 

Reverend  Frederick  K.  Jellison 
Chairman,  Task  Force  for  Hospital  Li- 
censure and  Certification,  Rhode  Island 
Department  of  Health 

MEDICINE  AND  STAMPS.  Edited  by  R.  A. 

Kyle,  and  M.A.  Shampo.  American  ISIedical  As- 
sociation, Chicago,  1970.  $1.00;  $.50  for  Medi- 
cal Students,  Hospital  Interns,  and  Residents; 

$1.50  all  other  countries. 

This  is  a delightful  opuscule  on  medical  and 
paramedical  men  and  women  in  postage  stamps. 
Bacteriology  leads  with  29  stamps,  then  comes 
tropical  medicine  with  21,  immunology  18,  military 
medicine  and  general  surgery  each  13,  internal  med- 
icine 7,  pediatrics  3,  dermatology  1.  Hebra  (p.85) 
would  have  missed  the  honor  if  the  death  sentence 
by  hanging  for  stealing  cadavers  had  been  executed. 
Fournier  and  Fracastorius  are  syphilologists,  Le- 
vaditi  and  Noguchi  serologists-bacteriologists. 

France  leads  with  24  stamps,  followed  by  Aus- 
tria with  13,  Belgium  with  8,  and  the  United  States 
with  6. 

Of  special  interest  to  us  is  the  stamp  honoring 
Landsteiner  (p.l06)  the  father  of  the  chief  of 
urology  at  the  Rhode  Island  Hospital. 

It  is  interesting  to  know  that  Queen  Elizabeth 
of  Belgium  (p.54)  obtained  an  iM.D.  degree  in 
1900. 

The  Brazilian  microbiologist  Oswaldo  Cruz  (p.- 
(Contiiuied  on  Page  479) 
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Remember  how  great 
milk  of  magnesia  tasted  ? 


Almost  as  good  as  castor  oil. 

But  now  you  can  spare  the 
taste  buds  and  spoil  the  patient  with  a 
nnodern  Dulcolax  tablet  or  suppository. 

And  Dulcolax  works  so  pre- 
dictably that  the  time  of  bowel  move- 
ment can  often  be  predicted.  Tablets 
taken  at  night  usually  produce  a bowel 
movement  the  following  morning. 
Suppositoriesgenerally  work  in  15 
minutes  to  an  hour. 


For  preoperative  preparation, 
a combination  of  tablets  at  night  and  a 
suppository  the  next  morning  usually 
cleans  the  bowel  thoroughly. 

Dulcolax  suppositories  may 
be  particularly  helpful  when  straining 
should  be  avoided,  as  in  postoperative 
care.  Keep  in  mind,  however,  that  the 
drug  is  contraindicated  in  theacute  sur- 
gical abdomen. 

Dulcolax*. . . it’s  predictable 

bisacodyl 


ense  from  Boehringer  Ingelheim  G m.b  H 


0 Geigy  Pharmaceuticals.  Division  of  Geigy  Chemical  Corporation.  Ardsley.  New  York  10502 


DU-7015 


“What  she  really  needs,  Doctor,  is  a shot  of  penicillili 

1 


Maybe.  Maybe  not.  In  any  case  she  needs  something  to 
control  her  sneezing,  watery  eyes  and  runny  nose.  And  for 
most  children  over  six,  Novahistine®  LP  can  be  depended 
on  to  provide  fast  relief  from  summer  colds  and  allergy. 
These  continuous-release  tablets  have  a vasoconstrictor- 
antihistamine  formulation  that  begins  working  in  minutes, 
then  continues  to  provide  relief  for  hours.  A single  Nova- 
histine LP  tablet,  morning  and  evening,  can  keep  most 


young  patients  free  of  symptoms  all  day  and  all  night.  » 


with  caution  in  individuals 
with  severe  hypertension, 
diabetes  mellitus,  hyperthy- 
roidism or  urinary  retention. 
Caution  ambulatory  patients 
that  drowsiness  may  result. 


Novahistirj' 

1 J decongestant 

(Each  tablet  contains  25  mg.  of  phenirle  >• 
hydrochloride  and  4 mg.  of  chlorphenii  • 
maleate.) 


THE  DOW  CHEMICAL  COMPANY  Rx  Pharmaceuticals  Indianapolis 


JUDGE  ANTIBIOTIC/OINTMENTS  HERE 


Results  on  skin  are  final  proof  of  any  topical  antibiotic’s  effectiveness 

No  in  vitro  test  can  duplicate  a clinical  situation  on  living  skin.  ‘Neosporin’  (polymyxin  B 
— bacitracin -neomycin)  Ointment  has  consistently  proven  its  effectiveness  in  thousands  of 
cases  of  bacterial  skin  infection.  The  spectra  of  the  three  antibiotics  overlap  in  such  a \«ay 
as  to  provide  bactericidal  action  against  most  pathogenic  bacteria  likely  to  be  found  topically. 
Diffusion  of  the  antibiotics  from  the  special  petrolatum  base  is  rapid  since  they  are  insoluble 
in  the  petrolatum,  but  readily  soluble  in  tissue  fluids.  The  Ointment  is  bland  and  nonirritating. 

Caution:  As  with  other  antibiotic  preparations,  prolonged  use  may  result  in  overgrowth  of  nonsuscep- 
tible  organisms  and/or  fungi.  Appropriate  measures  should  be  taken  if  this  occurs.  Articles  in  the 
current  medical  literature  indicate  an  increase  in  the  prevalence  of  persons  allergic  to  neomycin. 
The  possibility  of  such  a reaction  should  be  borne  in  mind. 

Contraindications:  This  product  is  contraindicated  in  those  individuals  who  have  shown  hyper- 
sensitivity to  any  of  its  components. 

Supplied:  Tubes  of  1 oz.,  Vz  oz.  with  applicator  tip,  and  Va  oz.  with  ophthalmic  tip. 

Complete  literature  available  on  request  from  Professional  Services  Dept.  PML. 


'NEOSPORIIf’ 

brand 

POLYMYXIN  B-BACITRACIN-NEOMYCIN 

OINTMENT 


burroughs  WELLCOME  & CO.  (U.S.A.)  INC.,  Tuckahoe,  N.Y. 
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NOTE : The  high  therapeutic  index 
oj  Trocinate  permits  its  administra- 
tion in  dosage  sufficient  to  relieve 
smooth  muscle  spasm  promptly. 
400  mg.  dosage  usually  creates  a 
therapeutic  blood  level.  In  reducing 
dosage  after  relief,  lengthening  the 
time  between  dosage  rather  than  lessen- 
ing the  recommended  dose  is  preferable. 
The  prompt  direct  action  allows  a 
consciousness  of  the  first  suggestion  of 
return  of  symptom  ...  a guide  to  dose 
spacing  and  to  determining  when  treat- 
ment is  complete.  A prescription  for 
twelve  or  sixteen  400  mg.  tablets  will 
' usually  correct  spasm  and  leave  a few 
tablets  for  a reserve. 


TROCINATE 

Brand  THIPHENAMIL  HCl 

400  mg./lOO  mg.  S/C  tablets 

Trocinate  relaxes  all  smooth  muscles.  Its  direct  action  (muscu- 
lotropic)  does  not  involve  the  autonomic  nervous  system  and  it  is 
not  mydriatic.  It  is  metabolized  by  the  body  and  eliminated  in  the 
urine  as  harmless  degradation  products.  Trocinate  has  a remark- 
able history  of  freedom  from  side-effects. 

When  a pure  direct-acting  smooth  muscle  relaxant  is  indicated, 
Trocinate  is  the  drug  of  choice. 

DIARRHEA  (functional)  . . . the  first  400  mg. 
tablet  usually  relieves  the  discomfort  of  diarrhea  so 
promptly  that  it  ceases  to  be  a bother. 
DIVERTICULITIS-MUCOUS  COLITIS 
. . . the  accompanying  discomforts  can  be  relieved  by 
this  direct  smooth  muscle  relaxant. 

BLADDER  SPASM  . . . relaxation  is  immediate. 
One  or  two  tablets  condition  the  bladder  for  cystoscopy 
in  one  hour. 

SPASTIC  URETER  . . . the  specific  relaxing  effect 
of  Trocinate  on  the  spastic  ureter  has  been  proven  by 
animal  studies  and  affirmed  clinically.  ( 7.  Urol. 
73:487-93) 

PRESCRIBING  INFORMATION 

WARNING:  Do  not  give  in  advanced  kidney  or  liver  disease. 
PRECAUTIONS:  Trocinate  relaxes  all  smooth  muscles.  Large 
dosage  or  prolonged  usage  may  cause  feeling  of  weakness  or  can 
theoretically  precipitate  gall-bladder  colic,  due  to  relaxing  the 
vascular  and  duct  systems.  Caution  should  be  observed  in  patients 
with  urinary  bladder  obstruction.  DOSAGE:  400  mg.  May  be 
repeated  in  4 hours.  After  relief,  lengthen  the  dose  frequency, 
(see  side  note) 

WILLIAM  P.  POYTHRESS  & CO.,  INC. 

RICHMOND,  VIRGINIA  23217 


DERMAQUIZ 

Conducted  by  FRANCESCO  RONCHESE,  M.D. 


At  left,  a basal  cell  epithelioma.  Pathology:  basal 
cell. 


At  right,  an  artefacta  or  a lesion  produced  by  the 
patient  himself.  Pathology:  inflammatory. 


Answer  on  page  526 


BOOK  REVIEWS 

(Concluded  from  Page  478) 

36)  and  Constantin  Levaditi  (p.ll7)  sport  white 
hair  and  a black  mustache. 

-\bout  Pirogov  (p.l60)  I should  like  to  add 
that  the  stamp  was  issued  by  Russia  to  commemor- 
ate the  150th  anniversary  of  the  birth  of  Garibaldi. 
When  Garibaldi  was  wounded  at  .\spromonte,  Pir- 
ogov was  lecturing  at  Heidelberg.  The  students 
collected  one  thousand  francs  and  offered  them  to 
him  as  traveling  expenses.  Pirogov  did  not  take 
the  money,  went  to  Italy,  and  removed  the  bullet 
from  Garibaldi’s  ankle.  He  wrote  a paper  about  it. 

Let’s  hope  that  the  next  edition  of  the  modestly 
called  ‘‘space  fillers”,  ‘‘biographical  vignettes”  will 
have  a few  others,  such  as,  for  instance,  Grossich 
(Fiume),  the  introducer  of  tincture  of  iodine  in 


surgery:  Botta  (Italy)  historian  and  INl.D.;  and 
Volta,  Galileo.  Marconi,  Galvani,  Carver.  Schiller, 
Wolf-Goeth?.  and  .\vogadro. 

F.  RoXCHESE,  M.D. 


E.  P.  Anthony,  Inc. 


WILLBGU  E.  JOHNSTON,  Phar.  D. 
RAYMOND  E.  JOHNSTON,  B.S. 

178  ANGELL  STREET 
PROVIDENCE,  R.  I. 

GAspee  1-2512 

Pharmacy  License  No.  225 
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RHODE  ISLANDERS  STRONG  SUPPORT 
VOLUNTARY  HEALTH  INSURANCE 

Some  783,000  persons  under  65  in  Rhode  Island 
had  private  hospital  expense  insurance  at  the  be- 
ginning of  last  year,  reports  the  Health  Insurance 
Institute. 

There  were  766,000  persons  under  65  in  the 
state  with  surgical  expense  insurance,  740,000 
with  regular  medical  expense  insurance,  and  133,- 
000  with  major  medical  expense  coverage. 

The  Institute  also  reported  that  total  health 
insurance  benefits  paid  in  the  state  by  private 
health  insurance  organizations  were  $52,059,000 
for  1967. 

A breakdown  of  the  benefits  showed  that  insur- 


FALL MEETING 
RHODE  ISLAND  STATE 
DENTAL  SOCIETY 

Wednesday,  October  28,  1970 
6:30  p.m.  - Biltmore  Hotel 
Cocktails  at  6:30  p.m. 

Dinner  at  7:00  p.m. 

First  Annual  “Dr.  Albert  Midgley  Oration” 
will  be  given  by  Dr.  John  S.  Zapp,  Special 
Assistant  for  Dental  Affairs;  Acting  Deputy 
Assistant,  Secretary  of  Health,  Education 
& Welfare.  His  topic  will  be  “A  Decade  of 
Decision  for  Dentistry.” 

A reactor  panel  will  consist  of  Dr.  Paul 
Goidhaber,  Dean  of  Harvard  School  of 
Dental  Medicine;  Dr.  Hubert  A.  McGuirl, 
Past  President  of  the  A.D.A.;  Mr.  Edwin 
Brown,  Secretary  of  the  A.F.L.-C.I.O.  of 
Rhode  Island;  and  Dr.  Seebert  J.  Goldow- 
sky,  Editor-in-Chief  of  the  Rhode  Island 
Medical  Journal. 

All  medical  personnel  are  invited  to  attend 
the  dinner  and  lecture  or  the  lecture  only, 
if  so  desired. 

Reservations  for  dinner  must  be  made  in 
advance  by  contacting  Dr.  Albert  E. 
DiPrete  at  942-7190. 


ance  companies  paid  $11,301,000.  while  the  other 
.'nsuring  groups  paid  the  remainder. 

Other  health  statistics  included: 

15  hospitals  in  the  state. 

. 3.364  hospital  beds  available. 

. 109,677  persons  admitted  to  hospitals  during 

the  year. 

2,699  persons  under  hospital  confinement  on 
an  average  day. 

. 346  full-time  hospital  personnel  per  100  pa- 

tients. 

. 9.1  days  was  the  average  length  of  time  a 

patient  remained  hospitalized. 

$715.08  was  the  average  cost  per  hospital  stay. 

The  Institute  also  said  the  latest  available  fig- 
ures showed  that  there  were  964  physicians  in 
private  practice  in  the  state  in  1967,  478  dentists 
as  of  mid-1968,  746  registered  practicing  pharma- 
cists at  the  beginnig  of  last  year,  and  3,617  em- 
ployed professional  nurses  as  of  1966. 

MICHIGAN  STARTS  STATE-SUPPORTED 
OSTEOPATHIC  COLLEGE 

Major  points  of  establishing  the  first  state-sup- 
ported osteopathic  college  at  Michigan  State  Uni- 
versity remain  to  be  worked  out  following  agree- 
ment on  basic  principles  of  creating  the  school  by 
officials  of  MSU  and  the  private  ^Michigan  College 
(.f  Osteopathic  Medicine  (iMCO^I)  of  Pontiac. 

Vet  to  be  decided  are  issues  such  as  curriculum, 
the  faculty  and  facilities,  a timetable  for  estab- 
lishing the  new  college  and  use  of  the  Pontiac  site. 
A number  of  additional  meetings  will  be  necessary 
before  agreement  on  all  issues  is  reached. 

But  ‘‘We  agree  that  osteopathic  instruction 
should  begin  at  ^lichigan  State  as  soon  as  funds, 
faculty  and  facilities  can  be  made  available  and 
that  each  student  now  enrolled  at  iMCOM  will  be 
guaranteed  an  opportunity  to  continue  his  educa- 
tion." said  Jack  Breslin.  As  e.xecutive  vice  president 
(Continued  on  Page  483) 
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I love  my  family. 

I adore  this  house. 

My  in-laws  are  great, 
rhe  neighbors  are  wonderful. 


and  petit  mat.  Extremely  large  doses  can  produce 
rhythmic  fast  activity  in  the  cortical  pattern. 
Impairment  ol  accommodation  and  visual  acuity  has 
been  reported  rarely  After  excessive  dosage  for 
weeks  or  months,  withdraw  gradually  (1  or  2 weeks) 
to  avoid  recurrence  of  pretreatment  symptoms 
linsomnia,  severe  anxiety,  anorexia).  Abrupt 
discontinuance  of  excessive  doses  has  sometimes 
resulted  in  vomiting,  ataxia,  tremors,  muscle 
twitching  and  epileptiform  seizures.  Prescribe 
very  cautiously  and  in  small  amounts  tor  patients 
with  suicidal  tendencies  Suicidal  attempts  have 
resulted  in  coma,  shock,  vasomotor  and  respiratory 
collapse  and  anuria.  Excessive  doses  have 
resulted  in  prompt  sleep,  reduction  of  blood 
pressure,  pulse  and  respiratory  rates  to  basal 
levels:  and  occasionally  hyperventilation.  Treat 
with  immediate  gastric  lavage  and  appropriate 
symptomatic  therapy.  |CNS  stimulants  and  pressor 
amines  as  indicated!  Doses  above  2400  mg. /day 
are  not  recommended. 

Composition.  Tablets.  200  mg  and  400  mg. 
meprobamate  Coated  Tablets,  WYSEALS’ 

EQUANIL  Imeprobamate)  400  mg.  |A1I  tablets  also 
available  in  REOIPAK’ [strip  pack],  Wyeth.) 
Continuous-Release  Capsules.  EQUANIL  L-A 
|meprobamale|4Q0  mg. 


Indications:  For  use  in  management  ol  anxiety  and 
tension  occurring  alone  or  as  accompanying 
symptom  complex  to  medical  and  surgical  disorders 
and  procedures.  Tbough  not  a hypnotic,  fosters 
normal  sleep  through  antianxiety  and  related 
muscle-relaxant  properii«s 

Coniraindications  History  ol  sensitivity  to 
meprobamate. 

Impottani  Precautions.  Carefully  supervise  dose 
and  amounts  prescribed,  especially  tor  patients 
prone  to  overdose  themselves.  Excessive  prolonged 
use  has  been  reported  to  result  in  dependence  or 
habituation  in  susceptible  persons,  as  alcoholics, 
ex-addicts,  and  other  severe  psychoneurotics 
After  prolonged  excessive  dosage,  reduce  dosage 
gradually  to  avoid  possibly  severe  withdrawal 
reactions  Abrupt  riiscontinuance  of  excessive 
doses  has  sometimes  resulted  in  epileptiform 
seizures 

Warn  patients  ol  possible  reduced  alcohol  tolerance, 
with  resultant  slowing  of  reaction  time  and 
impairment  of  judgment  and  coordination 
Reduce  dose  if  drowsiness,  ataxia  or  visual 
disturbance  occurs:  if  persistent,  patients  should 
not  operate  vehicles  or  dangerous  machinery 
Side  Effects  include  drowsiness,  usually  transient, 
if  persistent  and  associated  with  ataxia,  usually 
responds  to  dose  reduction:  occasionally 
concomitant  CNS  stimulants  (amphetamine. 


mephentermine  sulfate)  are  desirable.  Allergic  or 
idiosyncratic  reactions  are  rare,  but  such  reactions, 
sometimes  severe,  can  develop  in  patients 
receiving  only  1 to  4 doses  who  have  had  no 
previous  contact  with  meprobamate  Previous 
history  of  allergy  may  or  may  not  be  related  to 
incidence  ol  reactions.  Mild  reactions  are 
characterized  by  itchy  urticarial  or  erythematous 
maculopapular  rash,  generalized  or  conlined  to 
groin  Acute  nonthrombocytopenic  purpura  with 
cutaneous  petechiae,  ecchymoses,  peripheral 
edema  and  lever  have  been  reported.  One  fatal 
case  ol  bullous  dermatitis  following  intermittent  use 
o!  meprobamate  with  prednisolone  has  been 
reported.  If  allergic  reaction  occurs,  meprobamate 
should  be  stopped  and  not  reinstituted.  Severe 
reactions,  observed  very  rarely,  include 
angioneurotic  edema,  bronchial  spasms,  lever, 
fainting  spells,  hypotensive  crises  11  fatal  easel, 
anaphylaxis,  stomatitis  and  proctitis  |1  case)  and 
hyperthermia  Treat  symptomatically  as  with 
epinephrine,  antihistamine  and  possibly  hydro- 
cortisone. Aplastic  anemia  (1  fatal  easel, 
thrombocytopenic  purpura,  agranulocytosis  and 
hemolytic  anemia  have  occurred  rarely,  almost 
always  in  presence  of  known  toxic  agents.  A few 
cases  of  leukopenia,  usually  transient,  have  been 
reported  on  continuous  administration 

Meprobamate  may  sometimes  precipitate  grand 
mal  attacks  in  patients  susceptible  to  both  grand 


Photo  professionally  posed 


The  young  homemaker 
her  underlying  anxiety 
and  tension  can  surfacE 
and  intensify  under  the 
continuous  stress  of  1 
rearing  a growing  famil 
Especially  when  she's 
confined  to  the  home  a 
its  environs  so  much. 

You  can  help  her  over 
the  rough  spots  with 
reassurance  and  couns 
Equanil  can  help  reliev 
tension,  ease  anxiety— 
with  little  risk  of  serious 
side  effects.  Time  and 
experience  will  probab 
do  the  rest. 


Equanil 


THROUGH  THE  MICROSCOPE 

(Concluded  from  Page  480) 
and  secretary  of  ^NISU,  he  announced  that  consen- 
sus had  been  reached  Dec.  31  following  meetings 
of  representatives  of  MSU,  INICO^I  and  the  State 
Board  of  Education. 

University  officials  had  been  given  by  the  State 
Board  until  Jan.  1 to  approve  of  INISU’s  designa- 
tion as  the  site  for  establishment  of  the  first  state- 
supported  school  of  osteopathic  medicine.  That 
was  in  accordance  with  Michigan  Act  162  of  the 
Public  Acts  of  1969,  establishing  such  a college  to 
be  located  "as  determined  by  the  State  Board  of 
Education  at  an  existing  campus  of  a state  univer- 
sity with  an  existing  school  or  college  of  medicine.” 
MSU  was  so  designated  in  late  October. 

MIAMI  IN  NOVEMBER-OTOLARYNGOLOGY 
COURSE  FOR  GP's 

The  University  of  IMiami  School  of  IMedicine, 
Department  of  Otolaryngology,  is  presenting  a 
postgraduate  course  entitled  Otolaryngology  for 
the  Eamily  Practitioner,  to  be  held  November  13- 
14,  1970,  at  the  Sheraton  Pour  Ambassadors  Hotel 
in  IMiami,  Elorida.  Accredited  by  the  AAGP.  For 
information  write:  Fredric  W.  Pullen,  II,  M.D., 
Neuro-Otologic  Laboratory,  L'niversity  of  Miami. 
School  of  Medicine,  P.O.  Box  875,  Biscayne  Annex 
Miami,  Florida  33152. 

FIFTY  YEAR  CLUB  OF  AMERICAN  MEDICINE 

There  are  approximately  350  members  in  the 
Fifty  Year  Club  of  American  IMedicine.  Lmdoubt- 
edly  many  physicians  do  not  know  of  this  organi- 
zation which  meets  annually  for  a luncheon  session 
during  the  convention  of  the  American  IMedical 
.'\ssociation.  ^Membership  is  open  to  any  doctor 
who  has  been  in  practice  50  years.  Dues  are  S5 
annually.  For  information  contact  Dr.  Davis  Gold- 
stein, secretary  and  treasurer.  Fifty  Year  Club 
of  .American  Aledicine,  100  South  14th  Street, 
Fort  Smith,  .Arkansas,  72901. 

SMOKE  GETS  IN  YOUR  EARS 

If  you’re  over  50  and  a cigarette  smoker,  there’s 
a chance  that  you  may  also  be  slightly  hard  of 
hearing. 

.A  study  of  97  male  executives  by  an  investigator 
from  the  \Yomen’s  Aledical  College  of  Pennsyl- 
vania, indicates  that  smoking  can  cause  a mildly 
impaired  ability  to  hear  low-pitched  sounds. 

.According  to  the  study,  “cigarette  smoking 
causes  a conductive  hearing  loss,  probably  due  to 
involvement  of  the  eustachian  tube  in  some  indi- 
viduals.” Health  Insurance  Institute 


Peripatetics 

By  Robert  Y.  Lewis,  ALL). 

ALARY  D.  LEK.AS  participated  in  a series  of 
peripatetic  meetings  and  conferences  of  the  Inter- 
national Congress  of  Ophthalmic  and  Otolaryngic 
Plastic  Surgery.  The  meetings  were  held  in  AIos- 
cow,  Leningrad,  Budapest,  Vienna,  and  Rome. 

^ 

The  new  president  of  the  New  England  Society 
of  Physical  Aledicine  is  B.  C.AIRBRE  AIcC.ANN, 
director  Department  of  Physical  Aledicine  at  the 
Rhode  Island  Hospital. 

^ ^ 

Of  interest  to  many  Rhode  Island  physicians 
was  the  recent  WILLIAAI  J.  H.  FISCHER  Ale- 
morial  Lecture  at  the  Alilford  Hospital  in  Alilford, 
Connecticut.  For  many  years  Doctor  FISCHER, 
SR.  brought  the  greetings  of  the  Connecticut  Aledi- 
cal  Society  to  the  annual  meeting  of  the  Rhode 
Island  Aledical.  This  provided  an  occasion  for 
a visit  to  his  son,  WILLLAAI  J.  H.  FISCHER, 
JR.,  now  Governor  for  Rhode  Island  of  the 
.American  College  of  Physicians  and  Director  of 
Aledical  Education  at  the  Rhode  Island  Hospital. 
It  is  of  further  interest  that  the  guest  speaker  at 
this  year's  Alemorial  Lecture  was  HENRY  T. 
R.AND.ALL,  who  by  no  small  coincidence  was  a 
classmate  of  WILLLAAI,  JR.  at  Columbia’s  Col- 
lege of  Physicians  and  Surgeons. 

Where  The  Action  Is! 


MEW  YORK: 

Park  East  and  Park  West  Hospitals 
in  the  center  of  Alanhattan  with  two 
hundred  Private  and  Semi-Private  beds 
specializing  in  GA’NECOLOGICAL 
SURGERA'  wish  to  announce  that  a 
number  of  l)eds  are  available  for  short 
stay  patients. 

Physicians  should  write  or  telephone 
the  Resident  Medical  Officer: 

Park  East  Hospital 
112  East  83rd  Street 
New  York,  NY.  10028 
Tel:  212-288-0293 
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Each  5 cc.  contain 
erythromycin  estolate 
equivalent  to  250  mg, 
erythromycin  base. 


Pulvule*  contains 
erythromycin  estolate 
equivalent  to  125  mg. 
erythromycin  base. 


Each  Pulvule  contains 
erythromycin  estolate 
equivalent  to  250  mg. 
erythromycin  base. 


When  mixed  as  directed, 
each  5 cc.  will  contain  erythromycin 
estolate  equivalent  to  125  mg. 
erythromycin  base. 


W When  mixed  as 
r directed,  each  cc. 

will  contain 
erythromycin  estolate 
equivalent  to  100  mg. 
erythromycin  base. 


Each  5 cc.  contain 
erythromycin  estolate 
equivalent  to  125  mg. 
erythromycin  base. 


Each  tablet  contains 
erythromycin  estolate 
equivalent  to  125  mg. 
erythromycin  base. 


The  many 
forms 
of  lloso 

Erythromycin 


Additional  information 
available  upon  request. 

Eli  Lilly  and  Company 
Indianapolis,  Indiana  46206 


Symposium:  “Lung  Replacement  in  Man” 


Sponsored  by  Brown  University,  Division  of 
Biological  and  Medical  Sciences  and  The 
Memorial  Hospital,  Pawtucket,  Rhode  Island 


Dedicated  to 
MEYER  SAKLAD,  M.D. 


September  1970 
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Introduction 


Guest  Editors:  Myron  Stein,  M.D. 

Henry  W.  Uhl,  M.D. 


Can  man’s  lung(s)  be  replaced  temporarily  or 
permanently?  After  the  notable  successes  of  trans- 
planting the  kidne\',  and  lesser  success  with  re- 
placement of  the  heart  and  liver,  one  might  ask, 
“Why  not  the  lungs?’’  This  question  was  consid- 
ered in  some  detail  in  a symposium  sponsored  last 
autumn  by  the  Memorial  Hospital  of  Pawtucket 
and  the  Division  of  Biological  and  Medical  Sci- 
ences, Brown  University.  The  participants  pointed 
out  that,  in  addition  to  the  common  problem  of 
rejection  of  a foreign  tissue,  lung  transplantation 
cannot  be  safely  accomplished  until  problems  of 
lung  preservation  are  also  solved.  Furthermore, 
recent  investigations  indicate  that  patients  with 
emphysema,  probably  the  most  frequent  applicants 
for  transplant,  would  not  be  suitable  for  single 
lung  replacement.  Apparently,  following  lung 
transplantation  in  these  patients,  there  is  a ven- 
tilation-perfusion mismatch  and  subsequent  fail- 

MYROX  STEIX’,  M.D.,  Professor  of  Medical 
Science,  Brown  E’niversiU';  Physician  in  Chief, 
The  [Memorial  Hospital,  Pawtucket,  Rhode  Island. 
HEXRY  W.  UHL,  M.D.,  Professor  of  Medical 
Science;  Director,  Continuing  [Medical  Education, 
Brown  Universit}',  Providence,  Rhode  Island. 


lire  of  gaseous  exchange.  The  difficulties  of  bi- 
lateral lung  transplant  appear  to  be  too  formidable 
for  present  consideration.  Another  problem  relates 
to  the  lack  of  a suitable  artificial  organ  for  pro- 
longed sustenance  of  blood  gas  exchange  until 
donor  lung(s)  are  found.  The  investigations  re- 
ported in  the  symposium  indicate  that  the  talents 
and  skills  of  the  bioengineer,  chemical  and  me- 
chanical engineer,  physiologist,  hematologist,  and 
clinician,  among  others,  will  be  required  to  solve 
the  multiple  problems  related  to  the  development 
and  use  of  an  artificial  lung.  One  may  also  wonder 
about  the  wisdom  of  replacing  the  patient’s  own 
lung(s),  as  the  lungs  have  important  biological 
functions  other  than  gas  exchange. 

It  is  appropriate  that  this  symposium  be  dedi- 
cated to  Doctor  [Meyer  Saklad.  He  has  been  a pio- 
neer in  developing  techniques  to  evaluate  and  im- 
prove the  functions  of  the  lungs  that  nature  has 
given  us.  His  paper  in  this  symposium  demon- 
strates that  his  creative  and  pioneering  efforts  in 
the  realm  of  pulmonary  care  are  sustained.  Doctor 
Saklad  s accomplishments  in  patient  care,  humani- 
tarian endeavors,  and  photographic  art  stand  as  a 
symbol  of  the  complete  physician  and  the  com- 
plete man. 
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On-Line  Monitoring  of  Respiration 


Technical  Advances  Facilitate  Auto- 
inatic  Detection  and  Measurement  of 
Abnormal  V entilation 


By  Meyer  Saklad,  ]M.D. 

]Man’s  efforts  to  find  better  ways  to  relieve  pain 
and  to  prevent,  diagnose,  and  treat  disease  will 
continue  to  be  successful.  Workers  in  the  basic 
sciences  and  in  laboratory  and  clinical  research 
will,  hopefully,  with  continued  support  from  gov- 
ernment, be  constantly  productive. 

Today’s  challenge  to  medicine  lies  in  bringing 
to  the  patient’s  bedside  the  benefits  of  such  en- 
deavors in  as  short  a time  as  possible.  This  is  no 
small  task,  since  the  transfer  of  new  information 
from  the  laboratory  to  clinical  application  re- 
quires the  dissemination  of  such  knowledge,  the 
development  of  new  and  better  ways  of  making 
diagnoses,  and  familiarization  with  improved 
means  of  therapy.  The  challenge  is  greatest  in  the 
care  of  the  acutely  ill,  where  immediate  recogni- 
tion of  changing  phenomena,  coupled  with  ready 
application  of  the  indicated  therapy,  is  necessary 
to  prevent  serious  patient  deterioration  or  indeed, 
on  occasion,  reverse  clinical  death. 

SHORTAGE  OF  TRAINED  PERSONNEL 

The  major  difficulties  in  improving  care  of  the 
acutely  ill  relate  to  shortages  of  trained  individuals 
and  limitations  of  man’s  capabilities.  There  are 
just  not  enough  highly  skilled  persons — physi- 

MEYER  SAKLAD,  M.D.,  Director,  Anesthesia 
Research  Laboratories,  Rhode  Island  Hospital; 
Lecturer  in  Medicine,  Brown  University,  Provi- 
dence, Rhode  Island. 


cians,  nurses,  and  technicians — to  care  for  the 
acutely  ill,  nor  can  any  training  process  now 
under  way  produce  the  necessary  numbers  of 
skilled  persons  to  be  ideally  effective  in  current 
methods  of  applying  medical  care. 

The  demands  of  modern  medicine  exceed  man’s 
capabilities.  More  is  required  of  him  in  rendering 
the  ultimate  in  the  care  of  the  ill  than  his  physical 
abilities  and  his  five  senses  allow. 

Parallel  efforts  for  the  correction  of  the  defi- 
ciencies of  sufficient  numbers  of  personnel  and 
their  capabilities  include  1 ) improved  training  and 
better  utilization  of  the  highly  skilled,  and  2)  the 
extension  of  man’s  capabilities  by  technical  de- 
vices. 

INTENSIVE  CARE  UNIT 

The  development  of  the  intensive  care  unit  pro- 
vided a means  of  utilizing  the  relatively  small 
number  of  highly  skilled  individuals  required  for 
the  care  of  the  acutely  ill.  The  underlying  prin- 
ciple behind  this  approach  was  the  collection  of 
a limited  number  of  acutely  ill  patients  into  a 
given  area  and  the  concentration  within  this  area 
of  a relatively  small  number  of  medical  attend- 
ants with  specialized  skills.  The  term  “intensive 
care  unit"  does  not  clearly  define  this  area  of 
patient  care.  The  initial  term  was  “special  care 
unit”,  and  that  is  actually  what  an  intensive  care 
unit  should  be.  It  should  be  the  place  where  the 
(Continued  on  Next  Page) 
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acutely  ill  are  surrounded  by  individuals  who  are 
particularly  skilled  and  especially  trained,  where 
specialized  equipment  is  av'ailable  as  needed,  and 
where  there  are  technicians  skilled  in  the  applica- 
tion of  specialized  devices.  This  approach,  when 
closely  adhered  to,  has  been  rewarding  in  terms 
of  improved  care.  It  should  be  noted,  however, 
that  not  all  so-called  “intensive  care  units”  are 
capable  of  specialized  care. 

As  defined  above,  specialized  care  units  can  be 
improved  to  better  serve  patient  needs.  Even  if 
a full  complement  of  ph\-sicians,  nurses,  and  tech- 
nicians were  available,  we  would  still  be  unable 
to  recognize  and  treat  certain  early  changes  oc- 
curring prior  to  failure  of  vital  functions.  This  is 
true  because  early  recognition  of  some  phenomena 
is  beyond  the  capability  of  man  alone,  or  even 
when  aided  by  today’s  tools.  ^lan  needs  a better 
means  of  e.xtending  his  ear  to  the  interior  of  the 
l^atient's  chest  than  the  stethoscope  offers.  The 
phenomena  sensed  by  the  palpating  hand — tem- 
perature, moisture,  and  fremitus — are  not  graded 
thereby,  nor  are  they  entirely  informative  of 
changing  events.  The  information  derived  from 
jialpation  of  a pulse  is  also  seriously  limited. 

Even  if  man’s  sensitivities  were  increased  ten- 
fold, he  would  still  lack  the  power  to  compute 
simultaneously  the  several  types  of  data  the  in- 
creased sensitivity  had  made  possible.  Man’s  mem- 
ory capacity  is  limited,  and  under  pressure  man 
is  likely  to  prejudge. 

The  physician,  then,  must  perforce  turn  to  de- 
vices to  accomplish  his  avowed  purpose:  improve- 
ment in  patient  care.  One  of  the  ways  this  may 
be  approached  is  by  utilization  of  what  is  known 
as  “on-line  monitoring.” 

“On-line  monitoring’’  is  today’s  magic  phrase,  .^s 
applied  to  patients,  it  is  a combined  technology 
wherein  normal  or  abnormal  phenomena  are  con- 
tinuously observed  and  changes  are  detected  when 
they  occur.  Information  of  such  changes  is  auto- 
matically presented  in  some  useful  form  to  the 
medical  attendants.  In  instances  where  detection 
of  changes  requires  computation  before  an  inter- 
pretable presentation  can  be  made,  computer  tech- 
nology is  called  upon. 

MONITORING  IS  NOT  NEW 

Monitoring  a patient  is  not  new.  Continuous 
observation  of  a patient  by  the  attending  physician 
extends  back  to  the  time  when  one  man  assumed 
the  responsibility  of  caring  for  another.  Frequent 
or  continuous  fingering  of  the  pulse  and  noting  of 
skin  temperature  and  moisture  are  means  for  the 


evaluation  of  shock  and  hemorrhage.  Observation 
of  the  patient's  efforts  to  breathe  and  noting  the 
flaring  nostril  and  the  tracheal  tug  lead  to  a con- 
sideration of  the  diagnosis  of  respiratory  failure. 
Such  monitoring,  how’ever,  reveals  signs  of  ad- 
vanced inadequacies. 

Physicians  have  long  sought  better  ways  to  de- 
termine changes  in  vital  function.  The  use  of  de- 
vices to  extend  man’s  ability  to  observe  and  to 
interpret  changes,  however,  has  not  always  been 
acceptable.  A noteworthy  example  of  resistance  to 
change  is  that  encountered  by  Doctor  Harvey 
Cushing.  Cushing  returned  from  Padua  with  a 
Riva  Rocci  apparatus,  a device  designed  to  meas- 
ure blood  pressure.  He  approached  the  authorities 
at  the  Massachusetts  General  Hospital  for  permis- 
sion to  use  this  apparatus  to  observe  changes  in 
patients  during  surgery.  He  was  denied  this  right. 
Undismayed,  Cushing  took  the  apparatus  across 
town  to  the  Boston  City  Hospital  and  there 
studied  the  effects  of  surgical  procedures  on  blood 
pressure,  thus  producing  the  first  correlations  be- 
tween blood  pressure  changes  and  trauma. 

Harvey  Cushing,  in  his  days  as  an  intern  in 
anesthesia,  devised  with  Codman  at  the  Massachu- 
setts General  Hospital  the  first  anesthesia  records 
— the  first  known  evidences  of  recorded  monitor- 
ing of  patients  during  surgery.  .\t  that  time  some 
concern  was  expressed  that  the  very  recording  of 
monitoring  might  detract  from  patient  observation 
by  the  attending  physician.  The  same  concern 
should  be  expressed  today.  ^Monitoring  should  not 
detract  from  patient  observ'ation  and  interpreta- 
tion of  changing  phenomena. 

We  are  in  an  era  of  monitoring  patients  by 
electronic  devices — the  television  camera,  electro- 
cardiograph, and,  in  the  very  near  future,  by  con- 
tinuous blood  gas  analysis.  Each  of  these  is  of 
value  and  will  play  an  important  part  in  improved 
patient  care.  They  all  have,  however,  a common 
characteristic:  they  signal  to  the  observer  the  end- 
results  of  ev’ents — the  patient  having  fallen  out 
of  bed,  the  heart  in  arrhythmia,  fibrillation,  or  an 
imbalance  in  acid  base  relationship. 

It  is  vital  that  one  sense  initiating  phenomena 
responsible  for  circulatory  and  respiratory  inade- 
quacy. How  nice  it  would  be  to  recognize  earlv 
the  mechanisms  responsible  for  restlessness,  car- 
diac dysfunction,  or  acid-base  disturbance.  How 
wonderful  it  would  be  to  have  a device  dependable 
and  indefatigable  which  can  observe,  calculate, 
and  remember  changes  in  phenomena,  both  of 
extent  and  of  direction;  which  at  the  same  time 
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is  capable  of  presenting  to  attending  personnel, 
in  an  easy  and  understandable  fashion,  an  early 
diagnosis;  and  which  may  even  suggest  a form 
of  therapy. 

Our  efforts  are  devoted  to  applying  such  an 
electronic  device  to  observe  phenomena  concerned 
with  air  movement  into  and  out  of  a patient’s 
lungs  during  either  spontaneous  or  artificial  res- 
piration in  an  attempt  to  anticipate  or  recognize 
inadequate  gas  exchange. 

MECHANISMS  OF  BREATHING 

There  is  historic  relevancy  to  the  study  of  mech- 
anisms of  breathing  in  Rhode  Island.  Albert  Mil- 
ler in  the  first  decades  of  this  century  at  the 
Rhode  Island  Hospital  noted  and  recorded  the 
changing  patterns  of  breathing  as  related  to  depth 
of  anesthesia.  Though  early  noted  by  John  Snow, 
not  too  long  after  Morton's  discovery,  these  find- 
ings had  been  largely  neglected. 

Thus  far,  our  programs  on  the  observation  of 
ventilatory  mechanics  have  been  twofold:  1)  To 
determine  ventilatory  function,  either  spontane- 
ously or  mechanically  produced,  and  2)  to  observe 
constantly  the  forces  within  the  patient  respon- 
sible for  gas  movement.  W’e  observe  separately 
and  in  combination  those  forces,  changes  in  which 
lead  to  alteration  of  gas  exchange.  Forces  perti- 
nent to  our  study  are  the  elastance  of  the  lung 
and  chest  wall,  and  the  characteristics  of  the  air- 
ways within  the  lungs.  The  ability  to  sense  and 
measure  lung  elastance  and  air  flow  resistance 
leads  inevitably  to  a consideration  of  what  is 
known  as  the  ‘work  of  breathing.’  This  is  an  im- 
portant parameter  to  measure  in  potential  or 
actual  ventilatory  inadequacy.  Although  it  has 


been  50  years  since  Lillestrand’s  classical  paper 
on  the  work  of  breathing,  it  is  but  15  years  since 
Otis'  noted  that  “The  work  of  breathing  is  a 
topic  which  occupies  one  of  the  quietest  spots  in 
the  field  of  physiologj\”  He  observed  that  the 
work  of  breathing  had  not  attracted  the  attention 
of  many  physiologists  and  had  scarcely  intruded 
on  the  crowded  pages  of  current  textbooks  in 
physiology.  Riley-,  editorializing  on  Otis’  presen- 
tation, stated  that  it  was  his  (Riley's)  purpose  to 
bring  the  work  of  breathing  into  one  of  the  noisier 
spots  in  the  field  of  clinical  investigation,  because 
of  its  important  relationship  to  the  subject  of 
respiratory  acidosis.  In  spite  of  Riley’s  laudable 
effort,  calculation  of  the  work  of  breathing  is  done 
very  seldom  outside  the  physiology  laboratory.  Its 
application  to  patient  care  is  rare  indeed — a nota- 
ble exception  being  that  of  Osborn^.  There  is  grow- 
ing evidence  that  knowledge  of  the  work  of  breath- 
ing performed  by  the  patient  or  by  a ventilator 
can  contribute  to  improved  patient  care.  It  is 
my  hope  and  endeavor  that  the  work  of  breathing 
can  be  moved  from  one  of  the  quietest  spots  in 
the  laboratory,  not  only  to  the  noisier  spot  of 
clinical  investigation,  but  to  the  din  and  clamor 
of  the  patient’s  bedside,  and  there  play  a role 
in  the  care  of  the  acutely  ill  patient. 

Normally,  the  w’ork  of  breathing  is  not  a very 
important  factor  in  the  economy  of  the  metabolic 
machine.  In  abnormal  states,  however,  as  in  in- 
creased ventilatory  volumes,  pulmonary  disease, 
and  airway  narrowing,  the  work  of  breathing  may 
become  of  considerable  importance.  Not  only  is 
it  changed  during  purely  respiratory  disease,  but 
it  is  also  altered  during  circulatory  involvement — 
mitral  stenosis  and  congestive  heart  failure.  iMeta- 
bolic  and  respiratory  acidosis  also  affect  the  work 
of  breathing. 

Our  goal,  then,  is  to  employ  on-line  monitoring 
by  the  use  of  devices  to  determine  changing  phe- 
nomena of  air  movement  and  to  isolate,  measure, 
and  present  the  various  parameters  necessary  to 
make  a judgment  as  to  patient  status  of  ventila- 
tory adequacy. 

(Continued  on  Next  Page! 
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Flow 


Upper  Airway  Pressure 

Lower  Airway  Pressure 
Intraesophageal  Pressure 

Trauspulniouary  Pressure 


Fig.  1.  Controlled  respiration,  pressure  pre  set, 
no  resistance 
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COMPLIANCE 

TABLE  2 


Changing  phenomena  of  air  movement  are 
sensed  by  standard  devices — pneumotachometers 
for  air  flow,  and  pressure  transducers  for  differ- 
ential pressures.  The  pneumotachometer  is  placed 
in  the  air  stream,  and  pressure  taps  are  led  from 
the  upper  airway  and  from  an  esophageal  balloon. 
The  signals  obtained  by  the  above  means  may  be 
presented  in  analog  form  on  an  oscilloscope  screen, 
or  may  be  fed  into  a data  processing  device  for 
computation  and  presentation  as  numeric  data  or 
in  graphic  form. 

ANALOG  DATA 

Flow  and  the  following  pressures — upper  air- 
way, transpulmonary  and  intra-esophageal — may 
be  presented  on  an  oscilloscope  screen  or  recorded 
on  paper.  Such  vital  data  may  be  informative  of 
changes  in  ventilator  function  and  in  patient  re- 
sponse ( P’ig  1 ) . 

NUMERIC  DATA 

The  computer  output  may  also  appear  on  an 
oscilloscope  screen  or  as  hard  copy  on  a type- 
writer. Such  numeric  data  appear  in  Table  I.  This 
is  a list  of  informative  data  in  regard  to  ven- 
tilator performance  and  patient  respiratory  im- 
pedances. The  figures  12:56  indicate  the  hour 
and  the  minutes  of  this  report.  The  01  represents 


the  first  day  of  sampling.  TV=tidal  volume  in 
milliliters;  IW=inspiratory  work  in  grams  cm.; 
IMAX  F=]\Iaximum  flow  in  liters/second;  MAX 
P=maximum  pressure  in  cm.  H2O;  MEAN  P= 
mean  pressure  in  cm./H20;  EEP=end  e.xpiratory 
pressure  in  Cm.  H2O;  R=resistance  in  Cm.. 
H20/L/sec.;  C=compliance  in  L/cm. 

GRAPHIC  DATA 

A presentation  of  a history  of  events  may  be 
presented  in  a fashion  which  may  be  readily  in- 
terpreted by  the  medical  attendant  (Fig.  2).  This 
particular  example  shows  the  changing  phenomena 
of  compliance,  resistance,  pressure,  and  work  of 
breathing. 

ALARM  MECHANISMS 

The  computer  can  be  instructed  to  note  the  ap- 
pearance of  untoward  events  and  to  set  off  an 
alarm  so  that  the  attendant  can,  without  delay, 
initiate  corrective  therapy.  Examples  of  such 
alarms  appear  in  Table  2. 

Our  experience  in  the  use  of  the  above  pro- 
posed mechanisms  in  caring  for  patients  leads  us 
to  hope  that  ventilatory  inadequacy  and  its  effects 
can  now  be  better  understood;  untoward  events 
may  be  anticipated  and  prevented;  and  therapy 
(Concluded  on  Page  526) 
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Chemistry  of  the  Lung 


The  ISon-Veutilatory  Functions  of  the 
Lung  Are  Both  Mechanical  and 
Metabolic 


By  Ralph  A.  Redding,  M.D.,  F.R.C.P.(C) 

This  symposium  is  concerned  with  increasing 
our  understanding  about  two  very  complicated 
procedures:  (a)  transplantation  of  previously 
normal  lung(s)  to  a needy  recipient  and  (b)  use 
of  artificial  gas  exchangers  which  partially  or  to- 
tally by-pass  acutely  diseased  lungs  to  allow  time 
for  recovery.  These  procedures  have  evolved  be- 
cause of  the  pressing  clinical  needs  of  growing 
numbers  of  patients  who  require  temporary  or 
permanent  substitution  of  their  lung  function. 

Clinical  trials  in  man  using  these  procedures, 
unfortunately,  have  met  with  only  limited  suc- 
cess. While  gas  exchange  is  usually  possible,  a 
Pandora’s  box  of  non-ventilatory  problems  has 
emerged,  many  of  which  are  poorly  understood. 
This  review  is  focused  upon  some  recent  develop- 
ments regarding  these  non-ventilatory  functions 
of  the  lungs. 

Since  the  conclusive  experiments  of  Lavoisier, 
there  has  been  wide  acceptance  of  the  vital  role 
of  the  lung  in  meeting  the  whole  body’s  require- 
ments by  exchanging  oxygen  and  carbon  dioxide. 
However,  the  lung  itself  consumes  more  o.xygen 
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cine, Memorial  Hospital,  Pawtucket,  Rhode  Is- 
land; Assistant  Professor  iMedical  Science,  Brown 
University,  Providence,  Rhode  Island 
Supported  in  part  by  OH  — 00231,  U.S.P.H.S. 


per  gram  wet  weight  than  any  other  organ  of 
the  body,  based  upon  lung  tissue  experiments*. 
Ten  to  twenty  milliliters  per  minute  are  normally 
metabolized.  It  is  calculated  that  a 4 to  5 per 
cent  over-estimation  of  the  Pick  cardiac  output 
may  occur  because  of  the  intrinsic  demands  of 
the  lung^.  It  is  not  understood  why  the  lungs 
require  this  high  energy  consumption  nor  what 
functions  in  particular  are  involved.  In  disease 
states  such  as  tuberculosis  or  cancer,  intrinsic 
o.xygen  consumption  is  increased.  Oxygen  is  trans- 
ported to  the  alveoli  and  tracheo-bronchial  tree 
separately  via  two  independent  routes.  Whereas 
alveolar  tissue  depends  upon  ventilation  for  oxy- 
gen supply,  the  tracheo-bronchial  tree  receives 
oxygen  from  aortic  bronchial  artery  branches 
whose  perfusion  extends  to  the  terminal  non- 
respiratory  bronchioles.  These  observations  sug- 
gest that  the  lung  needs  continuous  ventilation  to 
meet  its  own  needs  even  when  artificial  lungs  are 
being  utilized. 

NON-VENTILATORY  FUNCTIONS 
A summary  of  the  non-ventilatory  functions  of 
the  lung  is  listed  in  Table  I.  The  first  three  cate- 
gories— (1)  filtering,  (2)  blood  annd  fluid  reser- 
voir, and  (3)  e.xcretory  function — represent  pas- 
sive or  mechanical  functions  of  the  lung,  while 
the  last  three  categories — (4)  active  secretion,  (5) 
pulmonary  clearance  mechanisms,  and  (6)  in  utero 
(Coiitimiecl  on  Ne.xt  Page) 


Chemistry  Of  The  Lung 


491 


lung  function — represent  more  active  metabolic 
processes. 

( 1 ) Filtering.  The  lung  through  its  sieving 
action  is  able  to  rid  the  bloodstream  of  particles 
larger  than  red  cells''^.  This  startling  statement 
makes  one  wonder  about  white  blood  cells,  but 
they  rely  upon  amoeboid  plasticity  in  order  to 
make  their  way  through  the  complicated  mesh 
network  of  pulmonary  capillaries.  In  fact,  the  lung 
may  operate  as  a leukostat  or  controlling  center 
whereby  the  white  blood  cell  count  in  the  blood- 
stream is  determined  by  the  sieving  action  of  the 
pulmonary  network^. 

The  circulatory  anatomy  of  the  pulmonary  vas- 
culature provides  this  efficient  filtering  action. 
Small  lobular  arteries  give  off  right  angle  branches 
which  rapidly  taper  from  100  to  SOfx  in  internal 
diameter.  The  arterioles  in  continuum  also  taper 
so  that  particles  larger  than  25ju  in  size  are  delayed 
if  not  caught  in  these  right  angle  branches.  An- 
other interesting  feature  about  this  vascular  bed 
is  the  short  pulmonary  capillaries,  which  are  only 
6 to  16ijl  long  and  8m  in  diameter.  Nature 
seems  to  have  partially  compensated  for  very 
narrow  capillaries,  by  allowing  but  a short  length  to 
minimize  their  resistance  to  flow.  Furthermore,  the 
internal  diameter  of  capillaries  changes  with 
breathing.  During  the  more  negative  pressure  of 
inspiration  with  increased  pulmonary  flow,  capil- 
lary dilation  occurs. 

In  disease  states  associated  with  increased  left 
atrial  pressure,  the  vasculature  lumen  widens  con- 
siderably and  arterio-venous  shunting  may  co- 

TABLE  1 

NON-RESPIRATORY  FUNCTIONS  OF  LUNG 

(1)  Filtering 

(2)  Blood  and  Fluid  Reservoir 

(.t)  Excretion  of: 

COo-acid-base 

H36  and  heat 

Acetone  (Diabetes) 

Methj-1  mercaptan  .( Foetor  Hepaticus) 

b'tlier  (Circulation  Time) 

(4)  Secretion 

(a)  Lipid  Metabolism-Surfactant 

(b)  \'aso-.\ctive  Substances 

(c)  Clotting  and  Anticlotting  Factors 

(3)  Pulmonary  Clearance  Mechanisms  (.\nti-in- 
tlammatory) 

(a)  Pulmonary  Macrophage 

(b)  Muco-ciliary  Escalator 

(c)  Cough 

(6)  Li  L’tero  Lung  Function 


exist.  The  latter  observation  can  be  easily  demon- 
strated by  the  use  of  lung  scanning  using  radio- 
active serum  albumin.  These  macroaggregates, 
400/n  in  diameter,  pass  directly  from  the  right 
side  of  the  heart  into  the  systemic  circulation  in 
patients  with  congestive  heart  failure  or  mitral 
stenosis. 

The  function  of  the  lungs  as  a filter  protects 
systemic  organs  from  physiological  embolization 
of  various  kinds  including  conglutinated  w'hite  or 
red  cells,  platelets,  fibrin  clots,  fat,  bone  marrow, 
and,  during  pregnancy,  amniotic  fluid  and  placen- 
tal tissue.  Thus  the  circulation  to  such  vital  organs 
as  the  kidney,  brain,  and  heart  is  preserved. 

( 2 ) Blood  and  Fluid  Reservoir.  The  pulmon- 
ary vascular  blood  volume  is  delicately  balanced 
between  the  left  and  right  ventricular  output.  It 
was  not  surprising  that  early  experiments  on  anes- 
thetized animals  suggested  the  pulmonary  vascular 
tree  to  be  an  easily  distensible  system  and  not 
under  much  sympathetic  control.  These  observa- 
tions were  extended  from  healthy  animals  to  vari- 
ous abnormal  situations  such  as  stress,  congestive 
heart  failure,  or  acute  intravascular  volume  over- 
load. More  recently,  however,  Ingram  et  al.®  have 
repeated  many  of  these  earlier  studies  on  non- 
anesthetized  dogs  and  observed  that  the  pul- 
monary vascular  tree  is  under  continuous  but 
varying  sympathetic  influence.  During  the  above 
stressful  situations,  the  sympathetic  tone  of  the 
pulmonary  circulation  markedly  increases  wfith 
marked  stiffening  of  the  large  pulmonary  vessels 
and  less  increase  in  smaller  vessel  resistance.  Thus, 
as  the  pulmonary  vascular  tree  becomes  more 
rigid,  the  circulation  operates  more  efficiently  as 
a direct  throughw’ay  between  the  right  and  left 
ventricles  rather  than  as  a blood  reservoir. 

In  normal  man  the  pulmonary  vascular  system 
contains  roughly  10  per  cent  of  the  total  blood 
volume,  i.e.,  500  ml.  in  a 70  kg.  male.  Very  small 
quantities  of  blood,  about  150  and  85  ml.  respec- 
tively, are  present  in  the  pulmonary  arterial  and 
capillarj"  partitions.  By  far  the  majority,  up  to 
,500  ml.,  is  present  in  the  pulmonary  veins,  largely 
because  they  are  the  more  distensible.  This  small 
reservoir  of  blood  can  be  transferred  into  the  sys- 
temic circulation  by  performing  a Valsalva  ma- 
neuver. By  comparing  a vital  capacity  before  and 
after  such  a maneuver,  the  observed  increase  of 
300  ml.  air  volume  will  reflect  the  displacement 
of  blood  from  the  intrathoracic  cavity. 

The  10  per  cent  proportion  of  the  total  intra- 
vascular blood  volume  that  the  lungs  contain  re- 
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mains  remarkably  constant  under  a variety  oi 
chronic  stress  states,  such  as  congestive  heart  fail- 
ure, intravenous  volume  overload,  or  exercise.  Only 
in  acute  states,  such  as  acute  left  ventricular  fail- 
ure, or  during  hypovolemic  shock  will  the  ratio  of 
pulmonary  to  systemic  blood  volume  be  signifi- 
cantly altered. 

The  interstitial  fluid  or  water  content  of  the 
lung  is  also  maintained  in  very  delicate  balance 
by  a number  of  factors  which  are  illustrated  in 
Figure  1.  Factors  promoting  edema  are  arbitrarily 
assigned  positive  pressure  values,  whereas  those 
factors  preventing  fluid  accumulation  within  the 
interstitium  are  assigned  negative  values.  An  aver- 
age surface  tension  of  35  dynes/ cm.  would  give 
14  cm.  H2O  pressure  promoting  increases  in  inter- 
stitial and  intraalveolar  fluid.  Also  contributing  to 
interstitial  fluid  volume  are  the  capillary  hydro- 
static pressure  and  the  tissue  oncotic  pressure. 
During  normal  breathing  only  the  osmotic  pressure 
of  plasma  albumin  opposes  these  factors.  However, 
during  intermittent  positive  pressure  breathing 
(I.P.P.B.)  or  while  under  anesthesia,  the  mean 
alveolar  pressure  increases  from  0 cm.  H2O  to  a 
more  p>ositive  value.  Under  these  conditions  the 
delicate  balance  is  disturbed,  and  considerable 
fluid  may  leave  the  alveolar  and  interstitial  spaces. 


FORCES  GOVERNING  EXTRACELLULAR  FLUID  VOLUME 


FIGURE  1: 

Promoting  edema  are  surface  tension,  capillary 
hydrostatic  pressure,  and  tissue  oncotic  pressure, 
while  preventing  edema  is  plasma  oncotic  pressure. 
The  diffusion  distance  for  gas  exchange  is  partially 
determined  by  the  thickness  of  fluid  lying  on  the 
intra-alveolar  surface  of  the  epithelial  cells.  A 
second  epithelial  cell  containing  pseudopodia  and 
cytoplasmic  lamellar  bodies  is  thought  to  be  the 
source  cell  of  lung  surfactant  (alveolar  type  II 
pneumonocyte). 


The  value  of  IPPB  in  counteracting  acute  pulmon- 
ary edema  is  easily  understood  when  these  factors 
are  considered.  In  addition,  positive  pressure 
breathing  helps  to  reduce  edema  fluid  by  impeding 
the  venous  return  of  blood  to  the  heart. 

(3)  Excretory  Function  of  the  Lung.  A brief 
mention  of  the  fact  that  CO2  plays  a vital  role  in 
maintaining  acid-base  balance  should  be  given  al- 
though this  presentation  is  not  primarily  related 
to  gas  exchange.  Through  the  action  of  carbonic 
anhydrase,  dissolved  plasma  carbon  dioxide  is  di- 
rectly related  to  hydrogen  ion  concentration.  Pul- 
monary physiologists  have  been  rather  passive  in 
emphasizing  the  primary  role  of  the  lung  in  de- 
termining and  maintaining  blood  PH  homeo- 
stasis. Not  only  does  the  lung  respond  rapidly  to 
changes  in  acid-base  balance  but  also  has  a great 
capacity  for  response.  Whereas  only  0.5  osmols/day 
of  solute  can  be  excreted  by  the  kidney,  nearly  30 
osmols  can  be  excreted  through  the  lungs.  For  ex- 
ample, patients  only  gradually  become  comatose 
in  diabetic  acidosis,  largely  because  of  the  marked 
compensation  the  lung  can  provide  during  hyper- 
ventilation (Kussmaul  breathing)  with  unloading 
of  carbon  dioxide.  A second  but  minor  role  in  dia- 
betic acidosis  is  the  acetone  which  the  lung  is  able 
to  excrete. 

A considerable  quantity  of  body  heat  is  lost 
daily  by  ventilation.  In  man,  350  kilocalories  can 
be  lost  per  day  with  normal  activity:  much  more 
is  lost  during  exercise  or  other  hypermetabolic 
states.  The  normal  insensible  loss  of  250  to  300 
ml.  of  water  through  humidification  of  expired  air 
should  also  be  noted.  In  furry  animals,  such  as 
the  dog,  ventilation  is  the  major  pathway  for  re- 
lease of  heat  and  water. 

Many  additional  substances  can  be  excreted  by 
our  tidal  ventilation.  Methyl  mercaptan  produces 
the  common  odor  of  foetor  hepaticus.  In  liver  fail- 
ure, ammonia  is  also  excreted  through  the  lung. 
Ethyl  alcohol  on  the  breath  has  been  utilized  for 
centuries  by  irate  wives  and  more  recently  by  law 
enforcement  agencies  in  breathalyzer  tests.  Physi- 
cians rely  upon  the  lungs  as  an  excretory  organ 
when  giving  hors  somni  medication  such  as  paralde- 
hyde. Arm  to  lung  circulation  time  is  estimated 
using  ether  in  the  breath  as  the  critical  end  point. 

Recent  evidence  has  brought  some  consterna- 
tion and  amusement  to  pulmonary  physiologists 
with  the  realization  that  the  lung  seems  to  co- 
operate with  the  colon  in  excretion  of  gases  formed 
there.  Three  hundred  to  1000  ml.  of  hydrogen  is 
(Continued  on  Next  Page) 
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formed  daily  in  the  colon,  15  per  cent  of  which 
is  excreted  by  the  lungs®. 

METABOLIC  PROCESSES 

(4)  Synthetic  Processes.  A.  Lipid  Synthesis- 
Surfactant.  The  lung  ranks  fourth  behind  adipose 
tissue,  the  gastrointestinal  tract,  and  the  liver  in 
the  synthesis  of  lipids  within  the  body.  Several 
facts  about  lipid  synthesis  appear  to  be  unique 
within  the  lung,  however. 

In  contrast  to  other  organs  mentioned  above, 
pulmonary  phospholipid  metabolism  appears  to 
predominate  over  neutral  lipid  production’’.  Tri- 
glyceride and  cholesterol  are  not  as  actively  syn- 
thesized as  in  other  areas  of  the  body.  Among 
the  various  phospholipids  that  are  produced,  phos- 
phatidyl choline  (lecithin)  is  one  of  the  most  com- 
mon. Several  mechanisms  by  which  this  important 
lung  ingredient  is  synthesized  have  been  docu- 
mented®. 

The  major  route  for  in  vivo  synthesis  of  lung 
lecithin  is  the  incorporation  of  choline  from  the 
substrate  cytidine  diphospho-choline  into  a a,  b, 
fatty  acid  diglyceride  through  the  diglyceride 
transferase  reaction  (A-Fig.  2).  A second  but 
minor  synthetic  pathway  is  the  three-step  methyla- 
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FIGURE  2: 

The  major  pathway  (A-heavy  arrow)  of  phos- 
phatidyl choline  is  the  diglyceride  transferase  re- 
action whereby  choline  from  cytidine  diphospho- 
choline  is  incorporated  into  a a-5-fatty  acid  digly- 
ceride. The  a and  B positions  on  the  molecule  rep- 
resent sites  for  attachment  of  the  hydrophobic 
fatty  acid  tails.  B pathway  represents  a minor 
synthetic  route  whereby  S-adenosylmethionine  do- 
nates CHs-radicals  for  a three  step  methylation  of 
phosphatidyl  ethanolamine.  The  C cycle  represents 
a remodelling  of  lecithin  by  deacylation  and  re- 
lease of  unsaturated  fatty  acids  from  the  B posi- 
tion, and  reincorporation  of  more  saturated  fatty 
acids  such  as  palmitate. 


tion  of  phosphatidyl  ethanolamine  into  phospha- 
tidyl choline  with  S-adenosylmethionine  con- 
tributing the  methyl  groups  (B-Fig.  2).  An  inter- 
mediary phospholipid,  phosphatidyldimethylethan- 
olamine  was  discovered  by  iMorgan  et  al.,  suggest- 
ing this  latter  pathway®. 

In  contrast  to  adipose  tissue  phosphilipids  in 
which  the  6-position  predominantly  contains  un- 
saturated fatty  acids,  lung  lecithin  apparently  con- 
tains an  unusually  large  percentage  of  saturated 
fatty  acids’®.  This  remodeling  is  accomplished  by 
deacylation  of  unsaturated  fatty  acids  from  the 
6-position  of  lecithin,  and  selective  incorporation 
of  a more  saturated  fatty  acid  such  as  palmitate 
(C-Fig.  2). 

The  fatty  acid  composition  of  alveolar  lecithin 
appears  to  be  quite  different  from  that  of  whole 
lung  or  other  metabolic  sites  for  lipid  synthesis’®. 
In  the  latter,  oleic  acid  (Cig:  1 double  bond)  gen- 
erally comprises  40  per  cent  and  palmitic  acid  (Cie: 
no  double  bond)  approximately  25  per  cent  of 
the  total.  In  contrast  (Table  2)  alveolar  phos- 
phatidyl choline  contains  reversed  proportions:  — 
63  per  cent  palmitic  acid  and  only  12  per  cent 
oleic  acid.  Nearly  25  per  cent  of  fatty  acid  com- 
position consists  of  unsaturated  fatty  acids,  an 
important  fact  that  will  be  amplified  below. 

Turnover  rates  of  lung  phospholipids  are  reason- 
ably rapid  compared  to  many  other  sites  in  the 
body.  Tierney”  first  demonstrated  that  saturated 
fatty  acids  within  phospholipids  of  lung  surfactant 
have  a biological  half-life  of  about  16  hours. 

The  cellular  source  of  lung  surfactant  produc- 
tion is  still  controversial  but  is  generally  believed 
to  be  located  within  unusual  alveolar  cells’^.  Oxy- 
gen supply  and  nutrition  to  this  type  II  pneu- 
monocyte  (Fig.  1)  is  therefore  dependent  upon  ven- 
tilation and  pulmonary  artery  circulation  rather 
than  upon  the  bronchial  circulation.  It  has  been 


TABLE  II 

MAJOR  FATTY  ACIDS  OF  LECITHIN  FROM 
LUNG  SURFACTANT 


Carbon  Number: 
Double  Bonds 

Per  Cent  Total 

12:0 

04 

14:0 

3.9 

14:1 

0.2 

14:2 

0.6 

16:0 

63.2 

16:1 

7.7 

16:2 

0.3 

18:0 

7.2 

18:1 

12.6 
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shown  that  phospholipid  metabolism  is  depressed 
by  unilateral  pulmonary  ligation,  chronic  fasting, 
or  poor  alveolar  ventilation*. 

Lipolysis  within  the  blood  stream  is  very  active 
in  the  lung.  Blood  stream  chylomicrons  are  broken 
down  by  lipases  in  the  pulmonary  capillaries,  with 
release  of  free  fatty  acids  that  are  located  on  the 
surfaces  of  or  within  the  capillary  endothelial 
cells'*. 

Phospholipids  are  very  important  constituents 
of  cell  membranes.  The  lung  has  by  far  the  largest 
membranous  surface  area  of  the  body  exposed  to 
the  atmosphere,  70  square  meters  in  an  adult.  Not 
only  is  this  a double  cell  membrane,  composed  of 
capillary  endothelial  and  alveolar  epithelial  cells, 
but  in  addition  there  is  an  intra-alveolar  air-saline 
interfacial  membrane  as  well.  The  latter  is  com- 
posed of  surface-active  lipids  which  have  a vital 
physiological  role  in  the  mechanics  of  ventilation. 

LUNG  SURFACTANT 

In  general  the  function  of  lung  surfactant  is  to 
markedly  lower  the  surface  tension  over  the  alveo- 
lar air-liquid  interface.  This  greatly  reduces  the 
work  of  breathing  so  that  relatively  small  negative 
pressures,  10  to  20  cm.  H2O  easily  permit  ventila- 
tion of  the  lung. 

Figure  3 shows  the  marked  changes  in  volume- 
pressure  relationships  of  the  lung  when  lung  sur- 
factant is  markedly  reduced  in  quantity  at  the  air- 
saline  interface.  In  these  observations  an  isolated 
dog  lung  was  dynamically  inflated  to  20  cm.  H2O 
pressure  at  a standard  cycling  rate  until  a resting 
“O  pressure”  volume  was  constant.  It  was  then  in- 
flated to  several  pressures  and  allowed  to  equil- 
ibrate for  one  minute  at  each.  The  upper  figure 
shows  the  typical  hysteresis  observed  between  in- 
flation and  deflation  of  a normal  lung.  Lung  surfac- 
tant was  then  largely  removed  by  repeatedly  washing 
the  alveoli  via  the  tracheo-bronchial  tree,  and  the 
pressure-volume  history  was  repeated  with  the 
same  standard  cycling  rate  (lower  Fig.  3).  It  is 
observed  that  the  “resting”  volume  of  the  same 
lung  is  much  reduced  because  surface  tension  is 
higher  within  the  alveoli.  The  critical  opening 
pressure  at  which  alveoli  begin  to  expand  rapidly 
in  concert  appears  to  be  greater,  and  the  maximum 
volume  achieved  is  less  for  the  same  pressure. 
During  deflation  there  is  marked  collapse,  unlike 
the  normal  lung  where  an  adequate  quantity  of 
surfactant  provides  low  surface  tensions.  Lung 
surfactant,  therefore,  appears  to  stabilize  alveoli, 
particularly  at  low  lung  volumes. 


OUASI-STATIC  COMPLIANCE 


PRESSURE  (cm 

FIGURE  3: 

Shown  are  representative  quasi-static  volume 
pressure  relationships  of  the  same  lung  before  and 
after  largely  removing  lung  surfactant  by  alveolar 
lavage.  Note  the  pronounced  fall  in  per  cent  lung 
volume  per  unit  pressure  when  surfactant  has  been 
removed. 


If  surfactant  is  present  in  sufficient  quantity  on 
the  alveolar  air-liquid  interface,  surface  tension 
will  be  remarkably  low.  Also,  surface  tension  is  a 
co-factor  in  promoting  edema  formation  within  the 
interstices  ot  the  lung  (Fig.  1).  Therefore,  the 
low  surface  tension  that  lung  surfactant  provides 
prevents  fluid  accumulation  within  alveoli. 

The  chemical  composition  of  lung  surfactant 
has  long  been  controversial  although  generally  con- 
sidered to  be  a lipoprotein''*.  Recent  evidence  in 
our  own  laboratory  suggests  that  mammalian  sur- 
factant is  a mixture  of  lipids  unattached  to  either 
protein  or  polysaccharide.  Surface-active  material 
has  been  isolated  from  dog'®,  sheep,  rat,  and  rabbit 
alveolar  washings  by  differential  centrifugation  in 
an  aqueous  medium — a technique  that  w'ould  not 
likely  dissociate  lipoprotein.  The  purified  material 
satisfies  all  of  the  known  physical  criteria  for  lung 
surfactant,  but  contains  only  lipids,  primarily  phos- 
pholipids, together  with  cholesterol  and  trigly- 
cerides. No  surface-active  lipoproteins  are  found. 
The  quantities  harvested  from  these  animals  are 
always  considerably  more  than  monolayer  require- 
ments within  the  alveolar  air-liquid  interface.  It 
is  therefore  likely  that  the  excess  resides  within 
the  basal  fluid  layer  between  the  cell  membrane 
and  the  interface  (Fig.  1).  Dynamic  exchange  to 
equilibrium  may  occur  between  surface  and  sub- 
(Continued  on  Page  5241 
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Development  of  Methods  of  Rapid 
Production  of  Specific  Immunologic 
Tolerance  Is  Suggested 


By  David  A.  Blumenstock,  M.D. 


The  principal  obstacle  to  the  successful  trans- 
plantation of  the  lung  in  experimental  animals  and 
in  man  is  immunologic  in  nature.  The  body’s  de- 
fense mechanisms,  originally  designed  to  protect 
the  organism  from  foreign  agents  such  as  bacteria 
and  viruses,  are  activated  by  the  allograft  and 
result  in  the  unfortunate  consequence  of  rejection 
of  the  essential  organ  transplanted. 

NEW  CONCEPTS  OF  IMMUNOLOGY 
The  stimulation  of  transplantation  research  has 
resulted  in  the  discovery  of  new  concepts  of  im- 
munology. The  body  defense  mechanisms  can  be 
subdivided  into  two  systems.  The  first  is  the  serum 
antibody  production  mechanism.  This  system  has 
been  recognized  for  many  years  because  of  its 
relation  to  the  study  of  infectious  disease.  The 
second,  cellular  immunity,  has  been  less  well  un- 
derstood and  is  characterized  by  reactions  of  the 
delayed  hypersensitivity  type  and  the  reaction  of 
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allograft  rejection.  In  1956  Glick‘  reported  studies 
of  the  development  of  the  immunologic  system  in 
the  chicken.  He  became  interested  in  the  function 
of  a thymus  like  organ,  the  bursa  of  Fabricious. 
present  in  the  hind  gut  of  the  chicken.  He  found 
that  chickens  subjected  to  neonatal  removal  of  the 
bursa  developed  into  adults  deficient  in  antibody 
production.  Subsequently,  J.  F.  A.  P.  Miller-, 
working  with  mice,  performed  similar  ablative  ex- 
periments removing  the  thymus  from  newborn 
mice.  These  animals  were  shown  to  be  deficient 
immunologically  in  that  they  were  unable  to  de- 
velop delayed  hypersensitivity  and  could  not  reject 
skin  grafts.  Good®,  originally  believing  the  thymus 
in  the  mouse  to  be  the  analogue  of  the  bursa  in 
the  chicken,  found  that  ablation  of  the  thymus 
produced  deficiency  in  the  cellular  type  of  im- 
munity. Cooper  returned  to  studies  of  the  chicken 
and  was  able  to  demonstrate  two  distinct  cell  popu- 
lations in  the  immunologic  system  of  the  adult. 
Because  the  immunologic  system  of  the  chicken 
is  partially  developed  at  birth,  it  was  necessary 
to  administer  sublethal  irradiation  in  addition  to 
ablation  in  order  to  produce  clear  cut  experimental 
results.  Bursectomy  plus  sublethal  irradiation  elim- 
inated the  antibody  producing  system,  while  thy- 
mectomy and  sublethal  irradiation  eliminated  cellu- 
lar immune  responses.  Ablation  of  both  the  thymus 
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and  the  bursa  when  combined  with  irradiation 
eliminated  all  immunologic  response. 

The  analogue  of  the  bursa  of  Fabricius  in  man 
has  not  yet  been  identified,  but  recent  studies  of 
Perey®  have  demonstrated  in  the  rabbit  that  the 
Peyer’s  Patch  and  the  other  lymphoid  tissue  of 
the  distal  small  bowel  serve  the  same  function  as 
the  bursa  of  Fabricius  in  the  chicken.  In  man  the 
bone  marrow  and  spleen  are  considered  possible 
alternate  analogues  of  the  bursa  of  Fabricius.  It 
is  now  thought  that  maturing  cells  escape  from 
the  thymus  and  seed  the  paracortical  thymic  de- 
pendent areas  of  the  lymph  nodes  and  are  respon- 
sible for  the  cellular  immune  reactions.  Another 
set  of  cells  arising  from  some  organ  analogous 
to  the  bursa  of  Fabricius  in  the  chicken  migrates 
to  the  lymph  nodes  and  spleen  and  establishes 
germinal  follicles.  These  cells  subsequently  convert 
to  plasma  cells  and  participate  in  the  production 
of  immunoglobulins.  The  thymic  dependent  cells 
appear  to  live  for  a number  of  years  while  the 
bursa  dependent  cells  are  relatively  short-lived. 
The  short-lived  thymus-independent  cells  appear 
to  be  responsible  for  antibody  production  and  play 
a major  role  in  the  body’s  defense  mechanisms 
against  bacterial  invasion. 

When  foreign  antigen  is  presented  to  the  or- 
ganism, it  is  first  engulfed  by  macrophage  cells, 
which  in  some  way  couple  the  antigen  or  subfrag- 
ment of  antigen  to  ribose  nucleic  acid.  This  re- 
action changes  the  originally  weak  antigen  into 
one  capable  of  strong  stimulation  of  the  antigenic 
recognition  cells  of  the  thymus  dependent  system. 
Presented  with  the  activated  antigen,  these  long- 
lived  lymphoid  cells  are  stimulated  to  divide.  They 
enter  the  circulation  and  are  spread  throughout 
the  body.  Numbers  of  these  cells  reach  the  foreign 
allotransplant  and  by  mechanisms  still  under  stud}' 
produce  an  intense  reaction  which  within  a few 
days  results  in  complete  destruction  of  the  allo- 
graft. It  is  known  that  humoral  antibody  and 
soluble  substances  participate  in  this  reaction,  but 
the  entire  sequence  of  events  is  still  being  evalu- 
ated, as  are  the  mechanisms  of  cell  destruction. 

ALTERING  THE  IMMUNOLOGIC  REACTION 

Up  to  the  present  time  the  principal  method  of 
altering  this  immunologic  reaction  has  been  the 
use  of  chemotherapeutic  agents  which  destroy  ac- 
tively dividing  cells.  By  destroying  immunologically 
competent  cells  the  immunologic  reaction  of  rejec- 
tion can  be  partially  interrupted  and  modified  so 
that  allografts  can  survive  considerable  periods  of 


time.  This  type  of  treatment  program  has  been 
particularly  successful  in  kidney  transplantation, 
but  unfortunately  has  not  been  easily  applied  to 
lung  transplantation  systems. 

Matching  of  favorable  donor-recipient  pairs  by 
histocompatibility  typing  by  a variety  of  methods 
has  improved  results  of  kidney  transplantation  in 
patients.  There  have  been  too  few  cases  of  lung 
transplantation  performed  to  determine  the  effec- 
tiveness of  such  typing,  and  the  data  available 
in  experimental  animals  are  limited. 

A number  of  years  ago.  Doctors  Thomas  and 
Ferrebee  of  our  Research  Laboratories  of  the  Bas- 
sett Hospital  in  Cooperstown,  New  York  became 
interested  in  problems  of  transplantation  of  bone 
marrow  in  lethally  irradiated  animals.  In  the  early 
experiments  their  immunosuppressed  animals  died 
of  varied  types  of  infection,  .\ctivation  of  latent 
distemper  virus  was  a particular  problem  and  led 
to  the  establishment  of  a virus-free  colony  of 
beagle  dogs.  As  experiments  in  transplantation  ex- 
panded to  include  major  organs,  a degree  of  con- 
sanguinity was  noted  among  the  animals  of  the 
beagle  breeding  group.  This  led  to  a study  of  this 
problem  and  to  the  development  of  methods  of 
histocompatibility  typing.  In  the  early  studies  re- 
ciprocal skin  grafts  were  exchanged  between  litter- 
mate  and  non-littermate  beagle  animals  and  litter- 
mate  and  non-littermate  mongrel  animals®.  Most 
animals  in  all  groups  rejected  their  skin  grafts  in 
10  to  12  days,  which  had  been  our  standard  con- 
trol survival.  It  was  noted  that  approximately  15 
per  cent  of  littermate  beagles  showed  graft  sur- 
vival extending  from  13  to  25  days.  There  were 
fewer  animals  with  similarly  long  surviving  grafts 
in  the  non-littermate  beagle  group.  There  was  no 
extension  of  survival  of  skin  grafts  in  littermate 
and  unrelated  mongrel  dog  studied.  Subsequently 
it  was  shown  that  the  increase  in  skin  graft  sur- 
vival for  a matter  of  a few  days  indicated  a de- 
gree of  histocompatibility  compatible  with  rela- 
tively long  survival  of  allografts  in  animals  re- 
ceiving immunosuppressive  therapy.  Cytotoxic  allo- 
immune  typing  sera  were  developed  which  proved 
useful  in  selecting  matched  pairs  of  animals  par- 
ticularly within  the  breeding  colony.  The  typing 
sera  appeared  capable  of  measuring  histocompati- 
bility relationships,  and  when  animals  were 
matched  it  was  found  that  survival  could  be  ex- 
tended without  immunosuppressive  therapy. 

We  have  been  able  to  obtain  survival  of  un- 
treated animals  receiving  lung  transplants  for  as 
(Continued  on  Next  Paget 
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long  as  200  days  when  lymphocyte  typing  groups 
are  identical.  The  graft,  however,  undergoes  a 
chronic  rejection  some  time  before  the  200th  day. 
^Mismatched  animals  rejected  lung  grafts  in  6 to 
8 days. 

It  is  difficult  to  know  whether  tissue  typing  in 
humans  will  be  as  useful  in  lung  transplantation 
as  it  has  been  in  kidney  transplantation".  It  should 
be  mandatory,  however,  to  determine  the  histo- 
compatibility relationships  in  all  cases  undertaken, 
so  that  the  results  can  adequately  be  interpreted. 
The  use  of  living  donors  for  lung  transplantation 
seems  unlikely  because  of  the  risk  of  pneumonec- 
tomy and  the  possible  development  of  pulmonary 
insufficiency  in  the  donor.  The  cadav'er  seems  the 
most  likely  source  of  donor  organs.  If  such  be  the 
case,  there  will  not  be  a large  group  of  related 
lung  donors  available  for  tissue  typing.  In  addition, 
large  numbers  of  cadaver  lungs  do  not  become 
available  at  any  one  time.  Thus,  it  will  be  neces- 
sary to  develop  satisfactory  methods  of  long-term 
preservation  before  tissue  typing  can  be  effec- 
tively utilized  as  an  aid  to  lung  transplantation. 

PROBLEMS  SPECIFIC  TO  LUNG 
TRANSPLANTATION 

There  are  additional  problems  specific  to  lung 
transplantation.  The  lung  appears  extremely  sen- 
sitive to  bacterial  and  viral  infection.  This  may 
be  due  to  the  fact  that  the  lung  is  in  contact  with 
the  outside  environment  via  the  airway.  In  any 
event,  infection  has  been  a major  problem  in  clin- 
ical transplantation  where  nonspecific  immunosup- 
pression, azathioprine  or  methotrexate  combined 
with  corticosteroids,  has  been  relied  upon  to  pre- 
vent rejection.  It  should  also  be  recalled  that  pul- 
monary infection  has  been  a major  complication 
of  kidney  transplantation  where  the  lung  is  pre- 
sumably normal.  It  is  probable  that  pulmonary 
infection  in  the  contralateral  lung  or  in  the  trans- 
plant in  immunosuppressed  animals  may  be  a 
greater  problem  in  lung  transplantation  than  it 
has  been  in  kidney  transplantation. 

Another  problem  is  the  lack  of  a satisfactory 
indicator  of  impending  rejection.  On  a number 
of  occasions  in  the  human  experience,  the  surgeon 
and  the  immunologist  have  been  presented  with 
infiltrations  in  the  lung  fields  and  have  been  frus- 
trated by  inability  to  determine  whether  to  increase 
the  immunosuppressive  therapy  to  halt  impending 
rejection  or  to  decrease  drug  therapy  to  counter- 
act advancing  infections. 

A third  problem  with  lung  transplantation  has 


been  the  distribution  of  ventilation  and  perfusion 
between  the  in  situ  diseased  lung  and  the  trans- 
plant. In  most  experimental  work  there  has  been 
an  in  situ  contralateral,  presumed  normal  lung 
present  which  continues  to  function  throughout 
the  duration  of  the  experiment.  In  patients,  how- 
ever, high  pulmonary  resistance,  elevated  pul- 
monary artery  pressure,  changes  in  compliance, 
and  other  alterations  can  be  expected.  In  most 
cases  it  is  apparent  that  the  transplant  must  func- 
tion immediately  for  the  patient  to  survive  and 
that  on  occasion  much  of  the  right  heart  output 
will  pass  through  the  newly  placed  transplant. 
Patients  with  emphysema  have  been  found  to  shunt 
most  of  the  cardiac  output  to  the  newly  placed 
transplant  while  ventilation  progressively  increases 
on  the  side  of  the  emphysematous  lung,  leading 
to  intolerable  alterations  in  perfusion  and  diffusion. 

Pulmonary  transplantation  is  further  hindered 
by  lack  of  a suitable  support  system  should  the 
transplant  fail  or  undergo  rejection.  While  prog- 
ress is  being  made  on  the  development  of  artificial 
lung  systems,  no  unit  currently  available  offers 
capability  of  support  of  the  patient  for  more  than 
a few  hours.  A long-term  life  support  system  analo- 
gous to  the  artificial  kidney  must  be  developed  if 
lung  transplantation  is  to  be  fully  exploited  as 
a method  of  therapy. 

Although  the  problems  discussed  above  are  of 
great  practical  importance,  the  major  impediment 
preventing  wide  application  of  lung  transplanta- 
tion is  immunologic  rejection.  It  seems  unlikely 
that  tissue  typing  can  be  very  effective  where  the 
source  of  donor  organs  is  limited  at  any  point 
in  time  to  a few  cadaver  organs.  Thus,  it  becomes 
important  to  concentrate  on  the  solution  of  two 
ancillary  problems.  The  first  is  to  develop  ade- 
quate methods  of  long-term  preservation.  The  sec- 
ond is  to  develop  practical  methods  of  producing 
specific  immunologic  tolerance  between  the  recipi- 
ent and  the  donor.  If  such  tolerance  could  be  de- 
veloped, a number  of  current  problems  associated 
with  generalized  immunosuppressive  therapy  could 
be  eliminated,  and  transplantation  might  become 
an  efficient  method  for  the  treatment  of  human 
disease. 

SUMMARY 

In  order  to  obtain  the  best  results  in  transplan- 
tation of  the  lung,  it  is  necessary  to  select  by 
histocompatibility  typing  the  most  satisfactory 
donor  for  a specific  recipient.  Application  of  such 
typing  methods  in  pulmonary  transplantation  is 
(Concluded  on  Page  523) 
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Experimental  and  Clinical  Lung  Transplantation 


Further  Trials  in  Human  Transplan- 
tation Are  Justified,  But  Many  Problems 
Remain  Unsolved 


By  Frank  J.  Veith,  M.D. 

Clinical  success  with  renal  homografts*  and  the 
wide  publicity  afforded  the  recent  human  heart 
transplants  have  raised  the  question:  If  kidneys 
and  hearts,  why  not  lungs?  Since  the  lung  is  a 
paired  organ  with  large  major  afferent  and  efferent 
blood  vessels,  it  is  technically  feasible  to  trans- 
plant. Because  of  this,  much  experimental  knowl- 
edge pertinent  to  pulmonary  transplantation  has 
accumulated  in  the  past  decade.  The  purpose  of 
this  presentation  is  to  examine  critically  the  pros- 
pects for  success  in  human  lung  transplantation 
in  the  perspective  of  this  information. 

Since  candidates  for  therapeutic  lung  transplan- 
tation will  have  bilaterally  inadequate  lungs,  ideal 

*Homograft  or  homotransplant  is  synonymous  with 
the  newer  word,  allograft.  All  three  terms  will  be 
used  interchangeably  and  indicate  the  transfer  of  a 
tissue  or  organ  between  different  members  of  the 
same  species.  .An  autograft  or  autotransplant  refers 
to  a tissue  or  organ  which  is  removed  from  an  animal 
and  then  replaced  in  that  individual. 
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therapy  would  replace  both  lungs  simultaneously, 
with  or  without  concomitant  transplantation  of 
the  heart.  This  has  not  proved  generally  feasible 
even  in  previously  healthy  animals.  It  has  been 
thought  that  the  reason  for  this  is  that  removal  or 
denervation  of  both  lungs  interrupts  a reflex  essen- 
tial for  respiration.  Although  there  is  clinical  and 
experimental  evidence  that  this  reflex  is  not  as 
vital  in  primates  and  although  dogs  have  survived 
bilateral  simultaneous  lung  transplantation  in  our 
laboratory,  the  added  technical,  immunologic,  and 
physiologic  complexity  of  bilateral  lung  transplan- 
tation indicates  that,  until  further  experimental 
support  is  available,  the  risks  of  transplanting  both 
lungs  would  be  prohibitive.  On  the  other  hand, 
the  procedure  of  transplanting  one  pulmonary  lobe 
alone,  which  has  been  advocated  by  some,  would 
appear  to  offer  insufficient  therapeutic  potential 
to  justify  the  surgical  and  immunologic  risks  in- 
volved. It  therefore  appears  wise  to  restrict  initial 
attempts  at  human  pulmonary  transplantation  to 
replacement  of  one  entire  lung.  Hence  the  present 
discussion  will  focus  on  a consideration  of  this 
procedure. 

Since  the  feasibility  of  clinical  pulmonary  trans- 
plantation will  depend  largely  on  information  in 
the  three  general  areas  of  function,  preservation, 
and  prevention  of  allograft  rejection  in  trans- 
planted lungs,  w'e  shall  examine  current  knowledge 
and  its  limitations  in  each  area  separately. 

(Continued  on  Next  Page) 
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FUNCTION  OF  TRANSPLANTED  LUNGS 

Because  candidates  for  therapeutic  lung  trans- 
plantation will  have  severe  bilateral  disease,  the 
transplant  must  assume  almost  total  pulmonary 
function.  Furthermore,  since  there  are  presently 
no  practical  artificial  methods  for  providing  sup- 
plementary gas  exchange,  the  transplanted  lung 
must  function  adequately  from  the  moment  of 
its  insertion.  Early  adequate  function  is  particu- 
larly crucial  in  view  of  some  existing  evidence 
which  shows  that  maximal  morphologic  and  func- 
tional changes  occur  in  the  autotransplanted  lung 
in  the  early  postoperative  period. 

To  date,  much  evidence  has  accumulated  to  in- 
dicate that  the  critical  issue  in  determining  the 
functional  adequacy  of  transplanted  lungs  involves 
their  vascular  resistance  characteristics  and,  ac- 
cordingly, their  ability  to  accept  adequate  blood 
flow  at  tolerable  pressures.  This  vascular  aspect 
of  function  is  particularly  important  when  one 
considers  that  a candidate  for  lung  transplanta- 
tion will  undoubtedly  have  a high  resistance  in  his 
remaining  lung.  The  transplant  must,  therefore, 
provide  not  only  most  of  the  gas  exchange,  but 
also  a vascular  bed  that  will  accept  the  bulk  of 
pulmonary  blood  flow  at  tolerable  arterial  pres- 
sures. If  this  requirement  is  not  met,  lung  trans- 
plantation in  patients  will  produce  fatal  acute 
right  heart  failure. 

Many  methods  for  assaying  the  functional  ade- 
quacy of  transplanted  lungs  have  been  utilized. 
None  thus  far  devised  allows  accurate  prediction 
of  the  fate  of  a pulmonary  allograft  in  a patient 
with  chronic  lung  disease.  Obviously  survival  of 
a lung  recipient  animal  is  no  index  of  transplant 
function,  since  such  an  animal  will  have  a normal 
and  independently  adequate  contralateral  lung. 

One  type  of  test  of  lung  transplant  function 
places  total  respiratory  dependency  on  the  graft 
from  the  moment  of  its  insertion.  A successful 
outcome  of  any  such  absolute  test  would  obviously 
support  the  feasibility  of  lung  transplantation  in 
patients  with  chronic  pulmonary  disease.  Absolute 
tests  which  have  thus  far  been  attempted  include 
simultaneous  contralateral  pulmonary  artery  liga- 
tion with  or  without  pneumonectomy.  Until  re- 
cently, all  these  attempts  have  failed,  presumably 
because  the  high  fixed  vascular  resistance  in  a 
transplanted  or  denervated  lung  prevents  it  from 
accepting  the  entire  pulmonary  blood  flow  without 
fatal  damage  to  itself  or  intolerable  right  heart 
strain.  However,  recent  observations  in  our  labora- 
tory indicate  that  the  failure  of  animals  to  survive 


transplantation  of  a lung  and  contralateral  pul- 
monary artery  ligation  is  due  in  part  to  relative 
narrowing  at  the  pulmonary  artery  anastomosisk 
This  stenosis  is  produced  when  the  nondistensible 
anastomosis  prevents  the  transplant  pulmonary 
artery  from  dilating  as  it  would  normally  when 
forced  to  accept  the  total  pulmonary  blood  flow 
by  occlusion  of  the  opposite  pulmonary  artery. 
Using  modifications  of  the  pulmonary  artery  anas- 
tomosis that  allow  its  dilation,  we  have  now  per- 
formed canine  lung  autotransplants  and  homo- 
transplants with  simultaneous  contralateral  pul- 
monary artery  ligation.  Transplant  vascular  re- 
sistance in  these  animals  routinely  jalh  following  i 
ligation  of  the  opposite  artery-.  Such  animals  can 
regularly  survive  at  least  one  year  following  opera- 
tion with  normal  blood  gas  values  and  exercise 
tolerances  and  with  only  slightly  elevated  pul- 
monary artery  pressures'^.  Thus  autografted  lungs 
can  have  absolute  respiratory  and  vascular  func- 
tional adequacy. 

I 

PRESERVATION  OF  LUNGS  FOR 
TRANSPLANTATION 

The  information  that  has  been  discussed  perti- 
nent to  function  is  derived  from  animal  studies  in 
which  donor  lungs  can  be  procured  at  a convenient 
time  from  living  healthy  animals  and  transplanted 
immediately  under  the  ideal  conditions  of  the  i 

experimental  laboratory.  The  actual  logistics  of  j 
clinical  transplantation  will  be  far  less  perfect.  | 
Lungs  will  have  to  be  obtained  from  cadaver  donors  | 
after  death.  It  will  be  inadvisable  to  anesthetize  , 
the  ill  recipient  until  permission  to  use  the  prospec-  I 
tive  donor  lung  is  obtained  and  until  it  has  been  ' 

removed  and  found  to  be  free  of  disease.  The  ! 

lung  transplant  will  then  be  subjected  to  an  addi-  [ 

tional  period  of  ischemia  while  the  operative  pro- 
cedure is  being  performed  on  the  recipient.  In  con-  i 
trast  to  the  50  to  70  minutes  of  ischemia  that 
occurs  during  the  performance  of  the  average  ex-  | 
perimental  lung  transplant,  transplant  ischemic  , 
intervals  of  at  least  two  to  four  hours  will  possibly 
be  required  to  perform  a human  transplant  even 
under  the  best  of  circumstances.  Lungs  subjected 
to  this  degree  of  ischemia  must  meet  all  the  func- 
tional requirements  already  discussed. 

In  this  regard,  work  in  our  own  laboratory  has 
shown  that  transplanted  lungs  subjected  to  two  to 
four  hours  of  normothermic  ischemia  will  unilat- 
erally maintain  adequate  oxygenation  as  indicated 
by  nitrogen/ oxygen  bronchospirometry  (N2/O2 
test ) performed  repetitively  over  the  first  two 
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postoperative  weeks^’  However,  six  hours  of  warm 
ischemia  produce  pulmonary  edema,  intolerably 
high  vascular  resistance,  and  general  functional 
inadequacy  in  a transplanted  lung.  In  other  studies, 
we  have  shown  that  animals  can  tolerate  contra- 
lateral pulmonary  artery  ligation  immediately  after 
autotransplantation  of  a lung  subjected  to  1-2 
hours  of  normothermic  ischemia. 

These  studies  all  support  the  feasibility  of  lung 
transplantation  from  the  point  of  view  of  trans- 
plant functional  adequacy  after  ischemic  intervals 
sufficient  to  permit  practical  human  transplanta- 
tion. Also  other  methods  such  as  hypothermia  and 
hyperbaria  will  probably  permit  extension  of  tol- 
erable ischemic  intervals,  although  the  exact  limits 
of  these  tolerable  periods  remain  to  be  defined  by 
functional  and  hemodynamic  tests  of  transplanted 
lungs  preserved  by  the  various  techniques.  The 
goal  of  any  preservation  technique  must  be  the 
provision  of  a lung  which  will  itself  provide  ade- 
quate gas  exchange  and  have  normal  vascular 
resistance  characteristics  from  the  moment  of  its 
insertion  onward. 

PREVENTION  OF  ALLOGRAFT  REJECTION  IN 
TRANSPLANTED  LUNGS 

The  entire  discussion  of  function  and  preserva- 
tion as  they  relate  to  the  feasibility  of  lung  trans- 
plantation, is  based  largely  on  studies  of  auto- 
grafts and  assumes  that  rejection  of  pulmonary 
allografts  can  be  prevented.  For  the  first  few  days 
after  transplantation,  a homografted  lung  behaves 
like  an  autotransplant.  However,  without  immuno- 
suppression, a homotransplant  begins  to  show- 
increasing  morphologic  damage  after  the  third  or 
fourth  post-transplant  day.  Thereafter,  the  damage 
increases  with  extensive  hemorrhage  and  hepatiza- 
tion. The  animal  receiving  the  pulmonary  homo- 
transplant, even  though  his  own  contralateral  lung 
is  normal,  will  succumb  from  the  effects  of  this 
large  mass  of  necrotic  rejected  pulmonary  tissue 
within  5 to  14  days.  Several  investigators  have 
shown  that  this  rejection  process  can  be  slow-ed 
by  the  administration  of  antimetabolite  drugs  such 
as  azathioprine  (Imuran®)  or  methotre.xate  to 
the  recipient.  In  a small  proportion  of  these  treated 
recipient  animals  the  transplanted  allograft  has 
been  show-n  to  retain  normal  morphology  and  the 
ability  to  take  up  oxygen  on  bronchospirometry 
I for  up  to  five  years.  While  the  long-term  preserva- 
tion of  function  in  these  allografts  is  encouraging. 
I it  can  only  be  achieved  in  a very  small  proportion 
' (two  per  cent  to  four  per  cent)  of  comparably 
treated  allograft  recipients. 


There  are  several  possible  e.xplanations  for  this 
disappointingly  low  incidence  of  prolonged  allo- 
graft function  in  laboratory  animals.  First,  the 
allografts  are  subject  to  the  technical  difficulties 
that  can  interfere  with  autograft  function,  i.e., 
stenosis  at  the  bronchial  or  left  atrial  suture  lines. 
Perhaps  the  apparent  difficulty  in  achieving  pro- 
tracted allograft  function  is  therefore  related  to 
technical  rather  than  immunologic  factors.  Second, 
significant  mortality  and  morbidity  accompany  the 
immunosuppressive  effects  of  the  antimetabolite 
drugs.  And  third,  the  protracted  preservation  of 
allograft  function  in  dogs  probably  depends  on 
some  fortuitous  antigen  matching  as  well  as  effec- 
tive surgical  technique  and  immunosuppression. 

An  even  greater  cause  of  concern  is  the  extreme 
rarity  of  protracted  survival  when  recipient  animals 
are  totally  dependent  on  the  function  of  their 
allografted  lung.  Although  we  have  had  several 
animals  survive  more  than  two  months  after  homo- 
grafting of  the  left  lung  and  simultaneous  contra- 
lateral pulmonary  artery  ligation,  no  animal  has 
lived  over  100  days®.  Furthermore,  rejection  has 
been  an  important  cause  of  death  in  such  animals. 

How  may  these  experimental  results  be  extra- 
polated to  predict  the  outcome  of  lung  homotrans- 
plantation in  patients?  Although  patients  will  have 
underlying  chronic  illness,  problems  of  technique 
and  management  will  probably  be  less  in  man 
than  in  laboratory  animals.  ^loreover,  although 
the  degree  of  mongrelization  is  approximately  the 
same  in  man  and  the  dog,  it  is  easier  in  man  than 
in  the  dog  to  achieve  immunosuppression  sufficient 
to  sustain  function  in  a renal  allograft.  Therefore, 
the  low  incidence  of  lung  allograft  function  in 
dogs  is  not  sufficiently  low-  to  contraindicate  the 
careful  clinical  trials  that  will  be  required  to  de- 
termine how  easily  the  human  response  to  an  allo- 
grafted lung  may  be  suppressed. 

.\lthough  it  is  apparent  from  the  foregoing  dis- 
cussion that  careful  investigations  of  lung  trans- 
plantation in  patients  are  justified,  it  is  equally 
clear  that  the  feasibiliity  of  therapeutic  pulmonary 
transplantation  in  man  cannot  presently  be  com- 
pletely assessed.  As  investigators  pursue  their  ex- 
perimental and  clinical  quest  to  determine  the 
ultimate  feasibility  of  lung  transplantation,  several 
additional  considerations  must  be  borne  in  mind. 
First  is  the  need  for  some  objective  safe  measure 
of  the  function  and  state  of  rejection  in  the  allo- 
graft. This  need  stems  from  the  fact  that  current 
methods  of  immunosuppression  are  not  absolute. 

(Continued  on  Next  Page) 
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The  fate  of  the  allograft  depends  on  the  balance 
between  the  rejection  process  and  dosages  used  in 
available  methods  of  immunosuppression.  Since 
these  methods  involve  significant  systemic  risks, 
one  needs  a simple,  safe  method  to  evaluate  the 
state  of  the  rejection  process.  Repetitive  broncho- 
spirometry  might  fill  this  need.  However,  the  in- 
tubation procedure  carries  too  great  a risk  of 
introducing  infection  in  immunosuppressed  patients 
whose  bacterial  defenses  are  weakened.  External 
scintillation  counting  over  each  lung  after  intra- 
venous injection  of  radioactive  xenon  or  krypton 
does  not  require  tracheal  intubation  and  has  been 
advocated  as  a method  for  indicating  separately 
blood  flow  and  ventilation  changes  in  the  trans- 
planted lung  and  the  recipient's  own  lung.  Although 
some  studies  with  these  radioactive  gases  have  been 
carried  out  with  canine  homotransplanted  lungs, 
more  wwk  correlating  these  techniques  with  bron- 
chospirometry  and  histologic  changes  must  be  done 
before  the  method  can  be  considered  an  effective 
guide  to  the  course  of  rejection.  In  all  probability, 
this  technique  will  become  one  of  multiple  tests 
and  parameters  that  will  provide  an  index  of  the 
balance  between  rejection  and  immunosuppression 
in  patients  with  transplanted  lungs,  as  is  the  case 
with  renal  transplant  recipients.  In  this  regard 
also,  there  can  be  no  substitute  for  careful  investi- 
gations. 

A second  consideration  related  to  feasibility  is 
the  question  of  infection  occurring  in  the  trans- 
planted lung  of  a patient  whose  bacterial  resistance 
is  weakened  by  the  immunosuppressive  agents  and 
perhaps  by  the  morphologic  alterations  that  follow 
transplantation.  This  question  is  underscored  by 
the  fact  that  infection  within  the  transplanted 
lung  was  a major  factor  in  the  demise  of  several 
of  the  human  lung  homotransplants  thus  far  at- 
tempted. However,  it  is  relevant  that  all  patients 
do  not  develop  pulmonary  infection  after  receiving 
immunosuppressive  agents  for  renal  transplanta- 
tion, nor  did  all  dogs  and  patients  receiving  im- 
munosuppressive drugs  and  pulmonary  allografts®. 

These  facts  would  indicate  that  the  problem  of 
sepsis  in  transplanted  lungs  does  not  constitute  an 
absolute  contraindication  to  human  lung  transplan- 
tation. They  do,  however,  emphasize  the  critical 
importance  of  donor  and  recipient  selection  in  any 
further  attempts  at  pulmonary  transplantation. 
Bronchopulmonary  infection  is  frequent  in  patients 
with  bilateral  chronic  pulmonary  insufficiency  who 
are  potential  transplant  candidates.  Care  must  be 
taken  to  exclude  patients  with  significant  pul- 

;"o: 


monary  sepsis  and  to  restrict  any  early  attempts 
at  lung  transplantation  to  the  relatively  rare 
patient  with  end-stage  pulmonary  insufficiency 
without  active  infection.  Similarly,  only  lungs  with- 
out any  overt  sepsis  must  be  selected  as  donor 
organs  for  use  in  transplantation. 

CONCLUSION 

r^Iuch  knowledge,  stemming  from  the  experi- 
mental laboratory,  currently  supports  the  ultimate 
feasibility  of  lung  transplantation  in  patients.  This 
knowledge  is  substantiated  by  Derom's  successful 
case  of  a patient  who  lived  for  10  months  largely 
on  the  function  of  a single  transplanted  lung^.  i 
However,  many  questions  remain  unanswered  and 
some  problems  are  as  yet  unresolved.  Nevertheless 
it  appears  that  careful  clinical  studies  on  patients  j 
receiving  lung  allografts  are  presently  justified  and  l 
indicated.  These  trials  should  be  restricted  to  cen- 
ters that  have  an  extensive  experience  with  pul- 
monary transplantation  in  laboratory  animals  and  ■ 
with  clinical  or  experimental  renal  transplan- 
tation. Only  by  such  trials  may  some  of  the  cur-  < 

rently  unanswered  questions  be  resolved.  In  con-  { 

junction  with  these  limited  clinical  investigations, 
there  is  a need  for  continued  laboratory  studies  of 
improved  methods  of  immunosuppression.  In  addi-  i 

tion  to  this  crucial  problem  area,  further  work  ^ 

must  be  done  to  evolve  methods  for  transplanting 
both  lungs,  for  evaluating  rejection,  and  for  pre- 
venting infection  in  pulmonary  transplants.  There 
is  also  a need  for  further  studies  in  the  area  of 
lung  preservation  with  the  emphasis  on  mainte- 
nance of  adequate  transplant  function.  Informa- 
tion in  all  of  these  areas  will  extend  the  presently 
limited  prospects  for  success  in  human  lung  trans- 
plantation. 
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Artificial  Blood-Gas  Interfaces  and  Their 
Application  to  “Membrane  Oxygenators” 


Author’s  Oxygenator  Module  Repre- 
sents Closest  Approximation  to  Natural 
Lung  Yet  Devised 


By  Pierre  M.  Galletti,  M.D.,  Ph.D. 

The  concept  of  an  artificial  blood  circulation 
has  received  a new  impetus  from  the  demand  of 
cardiac  surgeons  for  equipment  which  will  permit 
much  longer  periods  of  cardio-pulmonary  bypass 
than  are  currently  feasible.  As  in  the  past,  this 
goal  will  be  achieved  by  various  mechanical  sys- 
tems consisting  of  pumps  and  gas  exchangers,  and 
referred  to  as  “heart-lung  machines”,  or  “pump- 
oxygenators.”  The  novelty  is  in  the  development 
of  new  types  of  blood  pumps — which  shall  not  be 
discussed  here — and  in  the  emergence  of  a new 
class  of  blood-gas  interfaces,  characterized  by  the 
presence  of  a plastic  membrane  between  the  blood 
and  the  gas  atmosphere. 

THIN  LAYER  OF  PLASTIC 

Membrane  oxygenators  or  artificial  lungs  are 
devices  designed  to  replace  the  gas  exchange  func- 
tion of  the  natural  lung  through  continuous  contact 
between  a blood  stream  and  an  oxygen  atmosphere. 
Contact  between  the  liquid  and  the  gaseous  phase 
is  mediated  by  a thin  layer  of  plastic  material. 
The  requirements  placed  on  membrane  oxygena- 
tors resemble  those  which  natural  evolution  has 
developed  in  the  mammalian  lung:  the  ability  to 

PIERRE  M.  GALLETTI,  M.D.,  Ph.D.,  Chair- 
man, Division  of  Biological  and  Medical  Sciences, 
Brown  University,  Providence,  Rhode  Island 
02912. 


transfer  oxygen  and  carbon  dioxide  in  amounts 
proportional  to  body  needs;  a physical  arrange- 
ment for  gas  exchange  to  occur  with  fluids  moving 
rapidly  through  a relatively  small  exchange  device; 
a system  offering  little  resistance  to  the  passage 
of  blood,  in  other  words  requiring  a minimal  head 
of  pressure;  the  absence  of  damage  to  blood  in 
the  process  of  spreading  and  recollecting  it;  self- 
cleaning properties  in  case  of  obstruction,  or  at 
least  the  ability  on  the  part  of  the  oxygenator  to 
keep  functioning  in  the  presence  of  diffusion  bar- 
riers due  to  circumscribed  deposition  of  blood  ele- 
ments, or  local  impairment  to  flow. 

The  early  gas  exchangers^  functioned  with  a 
direct  blood-gas  interface  (bubble  o.xygenators, 
rotating  disc  contactors).  It  soon  became  apparent 
that  some  aspects  of  the  blood  damage  associated 
with  extracorporeal  gas  exchange  were  associated 
with  the  repeated  exposure  of  blood  to  a gas  at- 
mosphere. The  development  of  membrane  oxygen- 
ators, i.e.,  of  exchangers  in  which  the  blood  phase 
is  separated  from  the  gas  phase  by  a thin  layer 
of  gas-permeable  material  (as  in  the  case  in  the 
natural  lung)  resulted  indeed  from  a fortunate 
coincidence.  Two  classes  of  plastic  materials  which 
had  been  recognized  for  their  excellent  properties 
as  blood  containers  or  blood  conduits — properties 
which  include  chemical  inertness,  microscopically 
(Continued  on  Next  Page) 
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smooth  surfaces  and  low  wettability — also  dis- 
played high  {permeability  coefficients  for  oxygen 
and  carbon  dioxide.  In  addition  these  materials 
(polyfluoroethylenes  and  silicone  rubbers)  could 
be  machined  in  the  form  of  thin  membrane  sheets 
or  thin-walled  tubes,  and  thus  lent  themselves  im- 
mediately to  the  simplest  designs  for  a blood  gas 
exchanger:  flat  bed  or  tubular  models.  Two  addi- 
tional benefits  accrued  from  the  application  of 
plastic  materials  to  extracorporeal  blood  oxygena- 
tion: First  the  volume  of  blood  submitted  to  the 
gas  exchange  process  was  physically  constrained 
by  the  limited  distensibility  of  the  plastic  mem- 
branes, thereby  obviating  the  need  for  complex 
balance  systems  between  intracorporeal  and  extra- 
corporeal blood  compartments.  Second,  tetra- 
fluoroethylene  and  silicone  rubber  displayed  a 
relatively  low  permeability  to  water,  so  that  oozing 
or  condensation  of  water  in  the  gas  phase  did  not 
lead  to  the  formation  of  a water  film  barrier,  the 
equivalent  of  pulmonary  edema  in  the  pathology 
of  the  artificial  lung. 

LOGISTICS  OF  BLOOD  DISTRIBUTION 
The  ability  of  Teflon®  and  silicone  rubber  to 
transfer  respiratory  gases  (oxygen  and  carbon 
dioxide)  was  found  to  be  such  that,  under  most 
practical  conditions,  the  arterialization  of  blood 
is  not  limited  b\^  the  membrane  itself,  but  to  a 
large  extent  by  the  diffusion  process  in  the  slowly 
moving  blood  film  adjacent  to  the  physical  bound- 
ary between  the  two  phases.  Thus  in  the  initial 
period  of  development  (1955-1967),  most  of  the 
efforts  on  membrane  lungs  concentrated  in  two 
areas:  a)  the  design  of  a blood  flow  path  which 
would  simultaneously  offer  a minimum  of  longi- 
tudinal resistance  to  blood  flow,  and  a minimum 
of  transverse  resistance  to  o.xygen  diffusion  within 
the  blood;  b)  the  selection  of  a simple  and  effi- 
cient manifold  which  would  distribute  the  {perfusate 
evenly  to  the  different  parts  of  the  e.xchanger, 
avoid  channelling  through  a path  of  least  resist- 
ance, and  |3revent  venous  admixture  in  the  arterial- 
ized  blood.  In  short,  the  logistics  of  blood  dis- 
tribution presented  greater  difficulties  than  the 
{permeability  properties  of  the  plastic  membranes. 
This  early  period  was  characterized  by  a largely 
empirical  search  for  mechanisms  which  could  in- 
troduce blood  at  a low  oygen  tension  into  the 
concentration  boundary  layer,  i.e.  continuously 
renew  the  film  of  blood  in  direct  contact  with  the 
membrane.  The  use  of  baffles,  recirculation,  and 
secondary  flows  permitted  significant  improvement 
in  {performance.  The  various  designs  of  membrane 
lungs  of  the  first  generation  have  been  grouped 


somewhat  arbitrarily  into  "cascade  lungs”,  '‘capil- 
lary lungs  ’,  and  ‘'sandwich  lungs  ”,  according  to 
the  physical  arrangement  employed  to  make  the 
best  use  of  the  plastic  sheets  or  plastic  tubes 
available  at  the  time-.  The  plastic  sheets  were 
incorporated  into  multilayered,  flat  bed  systems 
(“sandwiches”)  in  which  a number  of  parallel 
blood  films  advance  between  two  membranes  sup- 
ported by  semi-rigid,  non-masking  structures;  into 
cascade  systems,  where  a blood  film  falls  inside  of 
a plastic  envelope  suspended  in  an  oxygen  at- 
mosphere; or  into  tubular  display  systems,  with 
thin-walled  silicone  rubber  conduits  presenting  in 
a variety  of  coil,  bundle,  or  harplike  arrangements. 

LEVEL  OF  BLOOD  FLOW 

In  operational  terms  membrane  lungs  can  be 
classified  according  to  the  level  of  blood  flow  for 
which  they  are  intended,  and  to  the  type  of  extra- 
corporeal circuit  in  which  they  will  be  inserted. 
Machines  designed  to  replace  the  natural  lung 
during  total  heart-lung  bypass  must  have  a blood 
flow  capacit}'  of  at  least  4 liters  {per  minute,  and 
an  oxygen  or  carbon  dioxide  transfer  capacity  in 
excess  of  200  ml./min.  Since  they  will  be  used 
under  general  anesthesia  and  o{pen  chest  conditions, 
current  e.x{pectations  are  in  the  order  of  4 to  6 
hours  of  continuous  operation.  Units  designed  for 
functional  pulmonary  assistance  in  case  of  failure 
of  the  natural  mechanisms  for  blood  oxygenation 
will  also  be  used  in  a vein-to-artery  shunt,  but 
connection  to  the  vascular  S3’stem  does  not  neces- 
sarily imph'  opening  the  chest,  or  general  anes- 
thesia. The  blood  flow  capaciU'  required  is  in  the 
order  of  1.5  to  2.0  liters  {per  minute,  with  a respira- 
tor}’ gas  transfer  abilit}'  in  the  order  of  100 
ml./min.  .\pplication  is  envisioned  for  a minimum 
of  12  hours,  but  more  likely  for  several  days. 
Finallv,  there  is  a need  for  units  of  limited  blood 
flow  capacity,  in  the  order  of  500  ml./min.  (with 
gas  transfer  requirements  correspondingly  reduced 
to  about  25  ml./min.),  for  two  main  clinical  {Pur- 
{poses:  res{pirator3’  assistance  in  the  newborn  with 
respirator}’  distress  syndrone,  and  organ  perfusion 
and  preservation  prior  to  transplant.  Circuitry  may 
vary  from  conventional  veno-arterial  to  arterio- 
venous (using  the  umbilical  vessels  to  create  an 
•‘artificial  placenta”^)  to  veno-venous  shunts,  when 
it  is  felt  better  to  achieve  “prepulmonary  oxygena- 
tion”, and  to  avoid  the  cardiovascular  stress  of  an 
o{pen  artery-to-vein  shunt.  The  a{pplicabilit}’  of 
low  blood  flow  membrane  oxygenators  to  these 
clinical  problems  may  seem  both  limited  and  re- 
mote. Vet  clinical  trials  may  well  have  to  start 
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at  that  level,  since  membrane  oxygenators  with 
a flow  capacity  of  500  ml./min.  are  emerging  in 
all  classes  of  design,  whereas  medium  and  high 
flow  exchangers  are  still  at  the  prototype  stage, 
and  problems  of  scaling  up  will  frustrate  designers 
for  many  years  to  come. 

In  recent  years,  Teflon®  has  fallen  into  disuse 
because  of  the  limited  extent  to  which  it  can  be 
physically  or  chemically  modified  to  serve  as  a 
blood-gas  interface,  and  because  its  low  CO2  and 
O2  permeability  ratio  makes  carbon  dioxide  reten- 
tion the  bottleneck  under  the  peculiar  trans-mem- 
brane concentration  conditions  prevailing  in  arti- 
ficial lungs.  Investigators  have  increasingly  have 
relied  on  membrane  materials  belonging  to  the 
class  of  silicone  rubber  polymers,  i.ee.  high  mo- 
lecular weight,  linear  polydimethylsiloxanes  with 
significant  amounts  of  silica  filler  to  improve  co- 
hesive properties.  The  strength  of  such  films 
depends  upon  cross  linkage  by  hydrogen  bonds 
developed  under  the  action  of  peroxide  catalysts, 
and  the  choice  of  the  additives  is  critical  if  the 
material  is  to  be  in  contact  with  blood  or  other 
living  tissues.  Silicone  rubbers  are  endowed  with 
a unique  degree  of  chemical  inertness,  display  good 
blood  handling  properties — although  still  far  from 
the  antithrombogenicity  that  would  be  required 
for  prolonged  blood  handling  in  the  absence  of 
anticoagulants — and  finally  posses  a more  favor- 
able CO2  to  O2  permeability  ratio  than  Teflon®^. 
The  early  silicone  membrane  lung  designs  reflected 
the  limitations  of  the  materials  available  at  the 
time,  first  and  foremost  the  inadequate  structural 
strength  of  sheets  thinner  than  0.1  mm.,  and  the 
difficulty  of  casting  them  free  of  pinholes. 

FUNCTIONAL  IMPROVEMENTS 

Functional  improvements  of  the  membrane  mate- 
rial are  now  proceeding  in  several  directions: 

1 ) Production  of  silicone-coated  fabric  sheets 
which  combine  the  advantages  of  structural 
strength  imparted  by  Dacron®,  Nylon®,  or  fiber- 
glass meshes,  with  the  permeability  of  a thinner 
gas  transfer  membrane.  Reinforced  membranes  are 
quite  sturdy  and  easy  to  handle,  but  suffer  from 
moderate  masking  effect  due  to  the  underlying  lat- 
tice. It  is  also  important  that  cut  surfaces  do  not 
exix)se  blood  to  the  mesh  material,  which  in  sev- 
eral instances  has  proved  very  toxic 

2)  Copolymerization  of  silicone  rubber  with  an- 
other chemical  e.g.  polycarbonate  or  sulfaniline, 
gives  the  product  some  crystalline  structure.  This 
treatment  improves  the  mechanical  properties  of 


silicone  rubber  and  fjermits  thinner  laminates  at 
the  cost  of  a somewhat  decreased  gas  permeability 
compared  to  the  original  silicone  polymer.  This 
loss  in  permeability  is  unlikely  to  represent  a sig- 
nificant limitation,  since  the  physiological  boundary 
conditions  under  which  blood-gas  e.xchange  occurs 
makes  it  difficult  to  exploit  to  the  utmost  the 
transfer  properties  of  ultrathin  membranes 

3)  Printing  or  embossing  of  multiple  point  or 
ridge  structures  on  the  membrane  sheet  itself 
creates  blood  mixing  and  obviates  the  need  for 
spaces  between  adjacent  membranes  in  stacked 
assemblies.  This  technology  opens  the  way  to  low- 
bulk  gas  exchangers  which  may  some  day  be 
implanted  inside  the  chest. 

4)  Incorporation  on  non-methyl  radicals  in  the 
polymethylsiloxane  chain  imparts  a more  hydro- 
phobic  surface  to  the  cured  material  and  hopefully 
enhances  thrombo-resistance.  So  far  this  approach 
has  met  limited  success,  mainly  because  of  our 
ignorance  regarding  the  true  nature  of  thrombus 
formation  in  extracorporeal  circuits 

5)  Incorporation  of  unsaturated  components  in 
the  basic  polymer  can  provide  covalent  bonding 
between  adjacent  chains  and  improve  strength, 
since  covalent  bonds  are  stronger  than  the  hydro- 
gen bonds  resulting  from  peroxide-catalyzed  cross- 
linking 

6)  Incorporation  of  heparin  into  and  onto  the 
silicone  rubber  enhances  thromboresistance.  This 
effect  can  be  achieved  either  through  the  use  of 
water-insoluble  quaternary  ammonium  salts  as 
an  intermediate  to  ionically  bind  the  heparin  to 
the  plastic,  or  through  bonding  an  organoaminosi- 
lane  compound  to  silica  particles  already  imbedded 
in  silicone  rubber,  and  then  complexing  heparin 
to  this  intermediate.  Nevertheless  no  material  does 
yet  permit  prolonged  contact  with  blood  in  the 
absence  of  anticoagulation  of  the  liquid  phase 

7)  Medium  scale  production  of  ultrathin  mem- 
branes of  pure  silicone  rubber  has  resulted  in 
British  hands  from  an  ingenious  technique  for 
continuous  casting  of  catalyzed  gumstock  in  con- 
centrated solution.  This  development  opens  the 
way  to  all  kinds  of  miniaturized  devices  in  the 
field  of  blood  oxygenation,  anesthesia,  and  gas 
separation  systems 

8)  Production  of  hollow  fibers  approaching  in 
wall  thickness  the  thinnest  flat  material  available 
now  permits  the  multiple,  parallel  tube  systems 
to  compete  in  convenience  and  efficiency  with  flat 
sheet  systems.  The  current  drawback  of  hollow 

(Continued  on  Page  522) 
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Systemic  Effects  of  Extracorporeal  Circulation 


Unfavorable  Biological  Effects  Are 
Related  to  Mechanical,  Thermodynamic, 
Biochemical,  and  Residence  Causes 


I 


By  Jerzy  Gajewski,  M.D.,  Ph.D. 


Extracorporeal  circulation,  while  providing  an 
invaluable  assistance  in  cardiac  and  vascular  sur- 
gery as  well  as  in  hemodialysis,  induces  at  the 
same  time  several  unfavorable  biological  effects. 
The  following  sources  of  trauma  can  be  attributed 
to  extracorporeal  circulation^®. 

^Mechanical  Trauma  can  be  produced  by  the 
exertion  of  mechanical  forces  on  the  blood.  Forces 
exerted  by  certain  circuit  components  may  be  large 
enough  to  cause  disintegration  of  morphological 
elements  of  circulated  blood.  Thermodynamic 
Trauma  is  associated  with  changes  of  the  thermal 
environment.  Blood  cannot  tolerate  any  significant 
increase  in  temperature  without  changes  in  its 
chemical  and  physical  structure.  Another  important 
cause  of  trauma  is  of  a biochemical  nature.  Chem- 
ically active  substances  circulating  in  the  blood 
may  enter  into  reactions  with  the  materials  from 
which  the  extracorporeal  circulatory  device  is 
made.  The  most  typical  example  of  that  type  would 
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be  protein  denaturation.  Residence  Trauma  can 
be  of  two  forms.  One  of  them  is  called  Bulk  Resi- 
dence Trauma,  where  sedimentation  occurs.  The 
other  one  is  called  Local  Surface  Residence 
Trauma,  where  a blood  clot  may  form  by  attach- 
ment. 

Although  an  enormous  effort  has  been  made  to 
construct  an  atraumatic  extracorporeal  device,  this 
final  goal  has  not  been  achieved.  We  are  still  con- 
fronted, therefore,  with  several  different  clinical 
complications  that  result  from  different  types  of 
trauma. 

EFFECT  ON  BLOOD  CELLS 

As  far  as  mechanical  destruction  of  blood  ele- 
ments is  concerned,  it  has  been  shown  by  both  in 
vitro  and  in  vivo  studies  that  extracorporeal  circu- 
lation produces  definite  damage  to  red  blood  cells, 
resulting  in  more  or  less  pronounced  hemolysis®’ 
This  has  been  ascribed  mainly  to  dynamic  mechani- 
cal forces,  but  could  probably  also  be  due  to  con- 
tact with  surfaces  or  gas  interfaces®'*.  The  number 
of  erythrocytes  destroyed  during  perfusion  is 
usually  estimated  from  the  plasma  hemoglobin  con- 
centration. Figure  1 indicates  that  all  three  para- 
meters— plasma  hemoglobin,  red  cell  mechanical, 
and  osmotic  fragility — showed  a significant  increase 
immediately  after  the  cessation  of  extracorporeal 
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Fig.  1 

Totol  Cardiopulmonary  Byposs  in  Puppies; 

Hematological  Studies 


Changes  in  plasma  hemoglobin,  mechanical  and  os- 
motic fragility  following  two  hours  of  total  in  vivo 
and  in  vitro  artificial  heart-lung  bypass.  (From 
Visudh-arom,  K.,  Miller,  et  al.  RF.  48) 

circulation,  returning  to  normal  values  two  weeks 
later^®. 

Perfusions  with  blood  lasting  several  hours,  using 
pumps  even  without  an  oxygenator,  may  cause 
two  types  of  blood  cell  injury^^.  The  first  type 
occurs  when  some  erythrocytes  may  sustain  injury 
sufficient  to  produce  destruction  of  the  cell,  as 
evidenced  by  prompt  appearance  of  free  plasma 
hemoglobin.  The  second  type  is  due  to  the  fact 
that  other  erythrocytes  may  sustain  injury  of  a 
degree  which  is  insufficient  to  produce  instant  cell 
destruction,  but  which  may  manifest  itself  subse- 
quently with  a post-perfusion  hemolysis  and 
anemia. 

Sublethal  injury  is  also  reflected  by  shortened 
red  blood  cell  life  span.  Transient  hyperbilirubi- 
nemia and  an  increase  in  erythroblastic  activity  in 
bone  marrow  aspirates  provide  additional  evidence 
for  increased  rate  of  red  blood  cell  destruction®. 
The  above-mentioned  second  type,  “delayed”  red 
blood  cell  damage,  can  be  measured  best  by  spon- 
taneous auto-hemolysis  over  a period  of  twenty- 
four  hours  as  well  as  delayed  lactic  dehydrogenase 


Fig.  2 


Variations  in  the  erythrocyte,  leukocyte  and  platelet 
counts  during  and  after  external  perfusion.  (From 
Galletti,  P.M.,  and  Bracher,  G.A.  Rf.  11) 


Fig.  3 
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Scheme  of  protein  denaturation  at  gas-liquid  interface. 
(From  Lee,  W.H.  Jr.,  et  al.  Rf.  27) 

(LDH)  release®.  A search  for  a specific  agent 
causing  this  kind  of  delayed  destruction  has  been 
fruitless  so  far.  A “humoral”  factor  has  been  pro- 
posed to  explain  why  an  aliquot  of  extracorporeally 
traumatized  red  blood  cells  on  reinfusion  produces 
systemic  anemia,  but  this  factor  has  not  been 
identified®®. 

Extensive  damage  can  occur  even  in  the  presence 
of  very  low  levels  of  plasma  hemoglobin  during 
the  perfusion,  indicating  that  the  free  plasma  hemo- 
globin level  by  itself  is  not  an  adequate  indicator 
of  pump-induced  red  cell  damage.  As  mentioned 
before,  this  can  be  measured  by  auto-hemolysis,  or, 
in  other  words,  increase  in  hemolysis  observed 
after  the  sterile  incubation  of  blood  for  twenty- 
four  hours.  This  method  permits  the  identification 
of  otherwise  latent  red  blood  cell  abnormalities. 
This  sublethal  damage  and  post-perfusion  anemia 
result  either  from  disturbances  in  the  chemical 
structure  of  the  red  cell  membrane  or  from  red 
cell  fragmentation  with  a pinching  off  of  a small 
area  of  membrane®®.  Of  course,  the  extent  of 
trauma  induced  by  extracorporeal  circulation  de- 
pends largely  upon  the  mechanical  setup,  condi- 
(Continued  on  Next  Page) 
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tions,  and  duration  of  perfusion,  as  well  as  the 
resistance  of  the  whole  blood  to  trauma.  That, 
in  turn,  shows  significant  individual  as  well  as 
species  differences. 

It  has  been  reported  recently  that  by  using  a 
non-occlusive  pump  and  employing  only  a silicone 
or  Teflon®  blood  interface,  prolonged  extracor- 
poreal veno-venous  pumping  with  o.xygenation  was 
possible.  This  procedure  lasted  a whole  week.  A 
blood  flow  rate  of  SO  ml.  kg.  per  minute  was 
achieved  successfully  in  lambs  with  long  term 
survival^^.  Interestingly,  this  group  did  not  observe 
the  progressive  development  of  anemia  that  has 
usually  been  present  with  extracorporeal  circula- 
tion. 

Figure  2 represents  an  overall  picture  of  the 
effect  of  extracorporeal  perfusion  on  erythrocyte, 
leukocyte,  and  platelet  counts.  Cell  counts  per 
mm.,  as  indicated  on  the  ordinate,  are  plotted  on 
a logarithmic  scale”.  The  number  of  erythrocytes 
destroyed  during  perfusion  is  too  small  to  be  as- 
sessed by  a red  cell  count,  although  it  can  be  easily 
estimated  from  the  amount  of  hemoglobin  liberated 
in  the  plasma.  On  the  next  day,  however,  a signifi- 
cant drop  in  erythrocyte  represents  a “delayed" 
hemolysis.  A definite  leukocytosis,  preceded  by 
transient  leukopenia  during  the  early  hours  of 
perfusion,  is  consistently  observed  after  eight 
hours  of  perfusion^^.  This  will  be  discussed  in 
detail  later  as  related  to  the  abnormal  defense 
mechanism.  The  appearance  in  the  peripheral 
blood  stream  of  very  young  cells,  such  as  myelo- 


POSTOPERATIVE  DAY 

Postoperative  platelet  levels  as  a function  of  the 
duration  of  the  perfusion.  (From  Schmidt,  P.J.  et  al. 
Rf.  40) 


cytes  and  promyeloctyes,  suggests  a definite  stimu- 
lation of  myeloid  series  in  the  bone  marrow'^. 
Finally,  platelets  drop  during  the  first  hours  of 
perfusion,  the  counts  tending  to  remain  relatively 
constant  thereafter. 

Pronounced  effects  of  extracorporeal  circulation 
on  the  cellular  form  of  circulating  blood  cannot  be 
present  without  affecting  the  hematopoietic  system. 
As  mentioned  before,  acute  hemolysis  is  usually 
accompanied  by  increased  activity  in  erythroblastic 
forms.  Clinical  studies  in  patients  who  had  under- 
gone open-heart  surgery  revealed  that  erythro- 
poiesis  is  only  slightly  affected  b\"  the  extracor- 
poreal circulation,  but  that  rather  a decrease  in 
the  newly  formed  erythroblasts  immediately  fol- 
lowing the  operation  was  seen-®.  The  myelopoiesis, 
in  turn,  differed  radically  from  the  control  cases, 
showing  a shift  to  the  younger  forms  with  increased 
mitosis. 

EFFECT  ON  PLASMA  PROTEINS 

For  many  years,  it  has  been  asserted  that  blood 
that  has  circulated  through  a pump-oxygenator 
for  a fi.xed  time  period  becomes  toxic.  This  “tox- 
icity" could  be  measured  by  an  exchange  trans- 
fusion of  this  blood  into  an  experimental  animal. 
It  has  been  shown  not  only  that  most  of  the  ani- 
mals die  when  transfused  with  this  kind  of  blood, 
but  also  that  a positive  correlation  exists  between 
mortality  and  the  duration  of  recirculation  through 
the  pump-oxygenator®.  Plasma  protein  denaturation 
resulting  from  surface  tension  forces  of  the  blood- 
(Continued  on  Page  515) 
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SYNDROME 

Mechanism  of  hemorrhagic  syndrome  in  patients 
undergoing  open-heart  surgery.  (From  Cans,  H.,  and 
Krivit  W.  Rf.  12) 
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Progress  JSotes— 

Viable  Organ  Procurement* * 


Following  Development  of  Feasible 
Procurement  Systems,  Subsequent  Ob- 
jective Should  Be  Quality  Of  Organ 
Preservation 


By  Frank  B.  Freedman,  Ph.D. 

Work  relating  to  organ  transplantation  is  pro- 
ceeding along  three  lines  of  investigation:  surgical 
techniues,  procurement  of  viable  organs  and  the 
rejection  phenomenon.  The  primary  emphasis  of 
this  paper  will  deal  with  the  various  problems 
associated  with  viable  organ  procurement  and, 
in  particular,  organ  preservation  techniques. 

large  number  of  organ  storage  variables 
have  been  assessed.  These  include:  temperature, 
environmental  pressure,  environmental  gaseous 
composition,  vascular  medium,  surgical  prepara- 
tion and  pretreatment,  perfusion  flow  profiles, 
perfusion  flow  rates,  storage  duration  and  stor- 
age modes.  The  various  modes  of  storage  in- 
clude schemes  ranging  from  very  elementary  to 
the  very  complex.  An  organ  placed  in  an  ice 
slurry  or  a pressurized  vessel  is  an  example  of 
the  former.  The  various  extracorporeal  storage 
techniques  represent  a somewhat  more  complex 
approach  to  this  problem.  Ex-vivo  and  cadaver 
maintenance  schemes  represent  perhaps  the  most 
complex  attempts  of  storing  organs. 
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\'ital  organs  have  been  stored  in  buckets,  plas- 
tic bags,  saline  soaked  sponges,  rubber  gloves, 
and  pressure  vessels,  and  in  conjunction  with 
living  organisms.  The  primary  emphasis  has  been 
directed  toward  renal  preservation.  To  a lesser 
degree,  attempts  at  storing  the  heart,  lungs,  liver, 
and  intestine  have  also  been  reported.  Two  recent 
publications  review  the  current  state  of  the  art. 

TECHNIQUES  OF  ORGAN  PRESERVATION 
1.  In-vitro.  In-vitro  storage  is  the  technique 
most  often  employed  in  organ  preservation 
studies.  Perfusion  (either  continuous  or  inter- 
mittent) is  being  utilized  in  more  recent  studies; 
hypothermia,  when  included  in  the  experimental 
plan,  is  achieved  by  incorporating  a heat  ex- 
changer into  the  system  or  by  housing  the  entire 
system  in  a refrigerator.  Oxygen,  carbon  dioxide, 
and  other  gas  levels  in  solution  are  maintained 
using  membrane  oxygenators. 

Hyperbaria  is  also  employed  in  many  studies 
in  an  attempt  to  extend  the  range  of  storage 
duration.  Commercially  available  or  custom  built 
pressure  vessels  are  used  for  these  studies.  More 
often  than  not,  physiological  variables  (e.g. 
weight  gain,  flow  rates,  and  perfusion  pressures) 
rather  than  biochemical  variables  in  combination 
with  the  former  are  used  to  assess  organ  viability 
after  storage  is  terminated.  Rarely  are  on-line 
(Continued  on  Ne.xt  Page) 
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bio-chemical  organ  assessments  utilized  to  assess 
the  quality  organ  storage.  In  some  schemes  such 
assessments  are  not  physically  possible.  Typically, 
‘•successful”  organ  preservation  durations  range 
between  8 to  72  hours  utilizing  extracorporeal 
methods. 

2.  Ex-vivo  Perfusion.  Ex-vivo  p>erfusion  em- 
ploys a “normal”  organism  to  perfuse,  and  hence 
maintain,  the  stored  organ  outside  the  host’s 
body.  This  type  of  storage  provides  the  stored 
organ  with  an  almost  “normal”  physiological 
environment.  The  organ  is  usually  housed  in  a 
relatively  simple  container;  and  perfusion  is 
achieved  through  vascular  connections  made  at 
appropriate  cannulation  sites. 

Perhaps  the  most  successful  organ  storage 
scheme  was  achieved  using  ex-vivo  perfusion.  A 
donor  kidney,  mounted  in  a chamber  and  posi- 
tioned on  the  forearm  of  an  anephretic  male,  was 
capable  of  providing  good  renal  function  for  ap- 
proximately 27  days.  Previously  the  patient  was 
maintained  by  dialysis;  and  rejection  drugs  were 
employed  during  the  stud3^  A ureter  cannula 
enabled  urine  flow.  The  host  benefitted  from  the 
functioning  stored  organ. 

.Another  example  of  this  technique  employed 
short-term  perfusion  (4-6  hours)  of  the  heart  by 
cannulation  to  the  cartoid  artery  and  jugular 
vein.  A number  of  ether  organs  have  been  stored 
in  this  manner,  each  employing  an  animal  to 
provide  both  the  perfusion  and  perfusion  medium. 

3.  Intermediate  Host.  Another  type  of  organ 
storage  employs  the  principal  of  an  intermediate 
host.  An  organ  is  implanted  into  an  otherwise  in- 
tact animal;  and  some  immulogical  suppressive 
technique  is  employed  to  maintain  the  organ. 
Typically  a heterologous  host  is  employed.  In 
one  study  primate  kidneys  functioned  in  human 
subjects  for  up  to  7 months;  and  the  host  relied 
on  this  kidney  for  renal  function. 

In  another  study  total  body  lethal  radiation 
was  employed  to  suppress  the  rejection  mechan 
ism.  This  resulted  in  the  death  of  the  host  or- 
ganism within  approximately  ten  days;  however, 
the  latter  provided  a good  environment  for  the 
stored  organ.  By  this  technique,  termed  xeno- 
banking.  Rhesus  monkey  kidneys  were  stored  in 
baboons. 

4.  Whole  Body  Storage.  Circulatory  support 
by  mechanical  cardiac  massage,  artificial  respira- 
tion, and  various  other  physical  devices  have  been 
employed  to  maintain  the  respiration  and  circula- 
tion of  cadavers  for  up  to  ten  days.  A mechanical 


massage  system  has  maintained  the  circulation  of  i 
dogs  with  induced  ventricular  fibrillation,  for  up  ' 
to  24  hours.  Other  approaches  to  maintain  or 
support  the  circulation  employ  whole  body  pres- 
surization. (alternate  compression  and  decompres- 
sion) and  counterpulsation.  Although  still  in  the 
experimental  stages,  these  methods  can  in  theory 
be  applied  to  whole  body  storage. 

5.  Freezing.  Organ  freezing  is  currently  being 
examined  due  to  past  success  with  blood  and  skin 
preservation,  coupled  with  the  apparent  simplicity 
of  any  resulting  storage  system.  Various  tempera- 
ture patterns,  perfusate  additives,  and  techniques 

for  achieving  low  temperatures  have  been  invest!-  ) 
gated.  The  results  are  generally  poor,  currently  | 
offering  little  possibility  for  long-term  storage.  j 

6.  Autoperjusion.  “Autoperfusion”  involves  the  . 

reconstruction  of  an  organ-organ  system  outside  | 
the  body.  The  two  basic  components  are  the  heart 
and  the  lungs.  This  two-organ  system  was  ap- 
parently successful  for  approximately  17  hours.  j 

It  is  interesting  to  speculate  what  effect  adding  ] 

other  vital  organs  (kidney,  liver,  intestine)  would  j 
have.  . ( 

DISCUSSION  (ORGAN  STORAGE  TECHNIQUES) 

Complex  in-vitro  preservation  techniques  have  i 

not  significantly  increased  organ  storage  durations 
relative  to  the  most  elementary  schemes  (organ 
in  ice  slurry  or  pressure  vessel).  Although  this 
approach  may  provide  techniques  for  very  short- 
term storage  (a  few  days  at  the  most),  other 
approaches  appear  more  promising  for  long-term 
storage.  Long-term  storage  will  probably  be  de- 
fined somewhere  near  21  days,  the  duration  of 
blood  storage. 

The  successes  in  the  limited  number  of  ex-vivo 
and  intermediate  host  studies  reported  seem  to 
indicate  that  physiological  conditions  provide  one 
siuitable  environment  for  storing  organs.  This 
conclusion  should  naturally  surprise  no  one.  The 
primary  problems  resulting  from  application  of 
this  approach  are  logistical,  if  animals  are  used, 
and  ethical,  if  humans  are  used,  as  storage  sys- 
tems. Long-term  problems  associated  with  con- 
tinued use  of  rejection  drugs  are  currently  being 
documented  by  several  research  groups. 

Intermediate  host  techniques  for  long-term 
organ  storage  offer  a good  trade-off  as  among 
logistical,  medical,  and  ethical  problems,  .\lthough 
this  concept  is  not  currently  very  popular,  it 
should  be  considered  strongly  for  its  potential  in 
providing  viable  organs. 
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Whole  body  storage,  using  mechanical  support 
to  maintain  respiration  and  circulation,  offers  an- 
other sound  technique  for  organ  preservation. 
Storage  for  up  to  ten  days  or  more  is  possible; 
however,  utilization  of  this  technique  requires  a 
more  acceptable  criterion  of  death  (or  life).  If  an 
adequate  definition  were  available,  then  whole 
body  storage  would  be  a satisfactory  technique 
for  storing  viable  organs. 

The  two  other  techniques  of  organ  storage, 
autoperfusion  and  freezing,  do  not  presently  offer 
much  possibility  for  long-term  storage.  Xo  other 
techniques  were  reported  in  the  literature  exam- 
ined. 

VIABLE  ORGAN  PROCUREMENT 

The  number  of  researchers  and  amount  of  fund- 
ing being  devoted  to  this  effort  would  indicate  a 
potentially  wide-scale  application  of  organ  storage 
(as  it  relates  to  organ  transplantation).  There  are 
only  several  dozen  institutions  in  this  country 
where  transplantation  might  be  done  routinely. 
Ideally  the  organ  storage  centers  wmuld  be  located 
close  to  the  site  of  utilization. 

The  complex  flow  of  materials  and  personnel 
involved  in  viable  organ  procurement  has  yet  to 
be  rigorously  assessed  from  an  economic,  social, 
and  technical  point  of  view.  For  example,  a criti- 
cally injured  accident  patient  might  be  a potential 
organ  donor.  His  family  would  have  to  be  ap- 
proached, the  situation  explained  to  them,  and  a 
decision  rendered.  They  might  in  turn  request 
opportunity  to  seek  out  their  family  physician 
or  clergyman  for  advice  before  making  a decision. 
The  decision  would  naturally  apply  only  upon 
death  of  the  victim.  Our  present  definition  of 
death  is  so  unsatisfactorjq  that  lawyers  and  phy- 
sicians are  looking  to  each  other  for  one  that  is 
more  useful. 

This  uncertainty  might  place  the  family  or 
attending  physician  in  a dilemma.  A determina- 
tion of  death  might  be  disputed  as  between  the 
attending  physician,  and,  for  example,  a neurolo- 
gist. 

If  permission  were  obtained  to  enable  organ 
removal  (or  harvesting),  rapid  transport  of  the 
surgical  team  to  the  victim,  or  vice  versa,  is  neces- 
sary. Smaller  hospitals  are  usually  not  equipped 
to  facilitate  such  removal.  Surgical  removal  would 
probably  be  performed  in  the  organ  storage  cen- 
ter; and  specially  trained  personnel  and  special 
equipment  would  be  required  to  retrieve  the  donor 
organ. 

Organ  removal,  tissue  typing,  and  organ  as- 


sessment precede  the  decision  to  store,  transplant, 
or  discard  the  various  vital  organs.  Tissue  typing 
presently  requires  sending  blood  samples  to  Los 
Angeles  since  the  eight  or  so  regional  tissue  typing 
centers  do  not  meet  the  standards  established  by 
Doctor  Paul  Terasaki  of  that  city. 

If  transplantation  is  indicated,  then  the  candi- 
date's health  and  travel  time  to  the  transplanta- 
tion center  become  important  factors.  A significant 
delay  between  organ  removal  and  transplantation 
is  undesirable,  the  delay  being  limited  by  the  maxi- 
mum allowable  duration  of  organ  storage.  The 
renal  transplant  candidate  can  presently  be  main- 
tained in  good  health  at  the  transplant  center  if 
placed  on  artificial  dialysis. 

Record  keeping,  surgical  and  technical  person- 
nel, hospital  space,  supporting  equipment  and 
facilities,  and  human  factors  must  also  be  con- 
sidered. X'o  one  has  seriously  questioned  that  we 
can  meet  this  potential  demand  and  still  attend 
to  the  existing  load  on  the  medical  care  system! 

Approximately  six  regional  (and  independent) 
organ  procurement  centers  are  currently  being 
funded.  Valuable  information  relating  to  the  feasi- 
bility of  providing  wide-scale  viable  organ  pro- 
curement, and  hence  wide-scale  transplantation, 
should  be  available  in  the  near  future. 

A REVIEW  OF  THE  "STATE  OF  THE  ART" 

Carrell  and  Lindbergh  e.xamined  the  possibility 
of  in-vitro  organ  storage  over  thirty  years  ago. 
Within  the  last  ten  years  a renewed  interest  in 
this  problem  resulted  from  the  “apparent”  break- 
throughs in  organ  transplantation.  It  is  now  ap- 
propriate to  examine  why,  after  sacrificing  thou- 
sands of  animals  and  expenditure  of  hundreds  of 
thousands  of  man  hours  and  tens  of  millions  of 
dollars,  the  present  techniques  of  organ  preserva- 
tion are  either  of  limited  value,  lacking  in  scien- 
tific merit,  or  lacking  in  technical  feasibility. 

In  the  broad  field  of  organ  preservation  three 
elements  share  responsibility  for  progress  or  lack 
of  progress:  the  individual  researcher,  the  scien- 
tific community,  and  the  funding  agencies.  Organ 
preservation  research  has  been  conducted  pri- 
marily by  academic  surgeons.  A team  effort,  em- 
ploying. for  example,  a surgeon,  a physiologist,  a 
biochemist,  and  a biological  engineer,  is  the  ex- 
ception rather  than  the  rule. 

Since  organ  preservation  encompasses  areas  of 
knowledge  spanning  many  traditional  disciplines 
of  basic  medical  and  clinical  sciences,  exclusion 
(Continued  on  Page  520) 
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Editorials 


I 

HUMAN  LUNG  ALLOTRANSPLANTATION 


This  issue  of  the  Journal  is  devoted  to  a sym- 
posium on  the  problems  of  pulmonary  physiology 
as  related  to  extracorporeal  ventilation  and  lung 
transplantation.  The  obvious  hiatus  in  the  papers 
of  course,  is  the  absence  of  reports  of  actual  lung 
replacements.  In  view  of  the  sparsity  of  successful 
results  to  date,  this  is  understandable. 

In  June  1969  Beall,  et  al.^  reported  before  the 
Western  Surgical  Congress  20  known  cases  of 
human  lung  transplantation  that  had  been  perform- 
ed world  wide  prior  to  that  time,  including  two  of 
their  own.  Only  one  case,  a twenty-four  year  old 
male  operated  upon  in  Europe  for  terminal  silicosis, 
was  still  alive  some  six  months  after  surgery.  The 
present  status  of  this  patient  is  not  known  to  us.  A 
cursory  review  of  the  literature  to  date  reveals  no 
other  cases,  although  there  may  be  one  or  few 
buried  in  recent  reports. 

These  discouraging  results  are  somewhat  analo- 


gous to  those  for  heart  transplantation.  There  are 
in  addition  to  the  problems  of  rejection,  however, 
ventilatory  and  other  physiological  enigmas  which 
have  not  yet  been  solved,  and  also  the  problems  of 
the  underlying  disease. 

Beall  states  that  “Although  canine  lung  allo- 
grafts have  survived  with  function  for  periods  up 
to  five  years  to  date  [June  1969]  human  lung  allo- 
transplantation has  been  unsuccessful,”  with  of 
course,  the  exception  noted  in  his  paper. 

It  is  clear,  then,  that  lung  transplantation  re- 
mains an  experimental  procedure,  as  does,  in  fact, 
cardiac  transplantation.  Interdisciplinary  studies, 
however,  such  as  that  reported  in  this  issue  of  the 
Journal  will  help  to  push  back  the  frontiers  in  this 
highly  complex  and  difficult  technical  field. 

•Beall  AC.  Jr,  et  al : Human  lung  allotransplantation. 

-\nier  I Surg  1 19 :3()0-310,  Mar  70. 


NEW!  NO  CYCLAMATES 


Since  the  outlawing  of  cyclamates,  which  we 
are  not  yet  prepared  to  concede  was  necessary, 
strange  things  have  happened  to  some  popular 
soft  drinks.  An  “imitation  lemonade  mix,”  dis- 
pensed in  packets  of  soluble  powder,  formerly 
contained  no  caloric  value  at  all.  Although  it  is 
still  designated  a diet  drink,  it  now  makes  up  to 
a beverage  which  contains,  according  to  the  label, 
“only  34  calories  per  8-ounce  serving.”  This  is 
equivalent  to  two  teaspoonsful  of  sugar. 

A very  successful  diet  cola,  the  first  on  the 
market  in  fact,  formerly  contained  “less  than  one 
calorie  per  bottle.”  Since  the  banning  of  cycla- 
mates, the  old  bottles  displaying  the  cyclamate- 
saccharin  formula  have  been  continued  in  use. 
We  presume  that  this  was  permitted  as  a measure 


of  economy.  A new  cap  was  added  which  states: 
“Xo  cyclamates.  Sugar  added.”  Although  it  is 
still  sold  under  its  former  trade  name,  which  con- 
ains  the  word  “diet,”  the  caloric  value  is  nowhere 
to  be  found.  A call  to  the  bottler  reveals  that 
the  new  formula  provides  6 calories  per  ounce, 
as  against  13  calories  per  ounce  for  the  regular 
cola.  Six  calories  translates  to  about  one-half  tea- 
spoonful, or  4 teaspoonsful  in  an  8-ounce  glass. 
An  8-ounce  glass  would  yield  48  calories.  This  is 
equivalent  to  a 5 per  cent  sugar  solution. 

While  the  sugar  contents  of  these  drinks  runs 
to  approximately  one-half  that  of  non-diet  drinks, 
the  amount  is  not  negligible  for  those  with  a large 
thirst. 

Let  dieters  beware! 


512 


Rhode  Island  Medical  Journal 


TOLBUTAMIDE 


Twelve  medical  schools  joined  forces  in  1961 
to  form  the  University  Group  Diabetes  Program 
(U.G.D.P.)  to  conduct  a prospective  study  of  dia- 
betic treatment.  Now  823  patients  with  mild  non- 
insulin dependent  diabetes  have  been  studied  for 
eight  years.  All  patients  have  been  on  a diabetic 
diet  but  otherwise  have  been  divided  into  four 
groups  by  additional  methods  of  treatment  for 
comparison.  The  four  different  treatment  methods 
included:  administration  of  1.5  grams  of  tolbuta- 
mide, use  of  1.5  grams  of  placebo,  use  of  a fixed 
daily  dose  of  insulin  (12-16  units),  and  use  of  a 
variable  daily  dose  of  insulin. 

These  patients  were  subjected  to  a wide  range 
of  observations  during  the  study,  and  the  outcome 
at  eight  years  was  then  evaluated  by  rigorous 
statistical  methods.  To  date  the  tolbutamide  group 
has  showed  a distinct  separation  from  the  other 
three  groups  in  increased  frequency  of  cardio- 
vascular incidents  and  increased  frequency  of  myo- 
cardial infarction.  The  U.G.D.P.  physicians  re- 
ported their  data  at  the  annual  meeting  of  the 
American  Diabetes  Association  in  June,  1970  and 
concluded  that:  “‘a  regimen  employing  tolbuta- 
mide was  no  more  effective  than  diet  alone  and, 
as  far  as  death  from  heart  disease  and  related 
conditions  is  concerned,  may  be  less  effective  than 


diet  or  diet  and  insulin.”  Premature  release  of  this 
conclusion  was  widely  publicized  in  American 
newspapers  in  May,  1970  and  led  to  an  official 
statement  in  June  by  the  president  of  the  Amer- 
ican Diabetes  Association,  Doctor  Robert  C.  Har- 
din: “At  this  point  the  evidence  does  not  appear 
to  warrant  abandoning  the  presently  accepted 
methods  of  treatment  of  diabetes — diet,  diet  with 
oral  agents,  or  diet  and  insulin  as  indicated.” 

A great  medical  controversy  has  resulted  from 
these  developments  because  other  American  and 
foreign  investigators  have  not  observed  a deleteri- 
ous effect  from  tolbutamide.  And  because  hundreds 
of  thousands  of  patients  are  taking  tolbutamide 
newspaper  reports  have  created  confusion  and  con- 
^sternation  among  diabetics  everywhere.  Doctor 
Hardin’s  statement  represents  the  best  answer  to 
date  on  what  to  do  when  doctors  disagree  about 
tolbutamide.  But  resolution  of  the  controversy 
must  wait  on  scientific  evidence  that  confirms  or 
rejects  the  U.G.D.P.  findings.  This  is  the  long 
tested  and  established  technique  of  science  that 
brooks  no  short  cuts  nor  easy  answers.  The  re- 
quirement for  suspended  judgment  is  a familiar 
one  to  physicians;  it  is  equally  necessary  for  our 
medically  enlightened  patients. 
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Books  Received  for  Review 


^MORRIS  FISHBEIX,  ^I.D.  An  Autobiography. 
Doubleday  and  Company,  Inc.,  Garden  City, 
1969.  $10.00 

WILLIAM  HEXRY  WELCH  AND  THE  HE- 
ROIC AGE  OF  AMERICAN  MEDICINE,  by 


DISTRICT  MEDICAL  SOCIETY 
MEETINGS 


Bristol  County  Medical  Society 
At  the  annual  meeting  of  the  Bristol  County 
Medical  Society,  held  on  June  18,  the  following 
officers  were  elected:  President,  Victor  deMedeiros, 
^I.D.;  Vice  President,  Charles  Millard,  M.D.; 
Treasurer,  Paul  Botelho.  iM.D.;  Secretary,  Fred 
Vohr,  M.D.;  Delegate,  David  Newhall,  M.D.;  and 
State  Council,  Manuel  daSilva,  IM.D. 


Newport  County  Medical  Society 
At  a recent  meeting  of  the  Newport  County 
Medical  Society  the  following  officers  were  elected: 
President,  Frederick  A.  Pierce,  Jr.,  M.D.;  Vice 
President,  Anthony  T.  Carrellas,  M.D.;  Secretary, 
Philip  C.  ^IcAllister,  iM.D.;  and  Treasurer,  Olga 


H.  Torres,  M.D. 


Disability 

Death 

DEPRESSION 

Devaluation 


Insurance 


We've  been  buying  insurance  against  loss 
from  the  above  listed  hazards  for  our 
clients  all  through  the  rising  tide  of 

inflation. 


NOW,  we  have  a special  message. 

BUY  DEPRESSION  INSURANCE,  NOW  - 

Even  if  the  current  market  slide  should 
turn  out  to  be  temporary,  you'll  be  hap- 
pier end  more  secure. 

If  you  want  DEVALUATION  insurance,  we 
can  buy  it  for  you  cheaper,  now,  than  it 
has  been  for  many  years! 

Nuf  sed? 


Fourdee  Planning  Corporation 
Fourdee  Agency,  Inc. 

R.  A.  Derosier  Agency 

54  Custom  House  Street 
Providence,  Rhode  Island 
Tel:  - 831-4833 


Simon  Flexner  and  James  Thomas  Flexner.  Do- 
ver Publications,  Inc.,  New  V'ork  (repr.  of  Vi- 
king Press  publication,  1941).  $3.00 
MEDICAL  INTERVIEWING.  A Programmed 
Manual,  by  Robert  E.  Froelich  and  E.  Marian 
Bishop.  The  C.  V.  iSIosby  Company,  Saint  Louis, 
1969.  $4.75 

SYMPOSIUM  ON  CANCER  OE  THE  HEAD 
AND  NECK.  Vol.  2 — Total  Treatment  and 
Reconstructive  Rehabilitation.  Edited  by  John 
C.  Gaisford.  Proceedings  of  the  Second  Annual 
Symiposium  of  the  Educational  Foundation  of 
the  American  Society  of  Plastic  and  Reconstruc- 
tive Surgeons,  Inc.  The  C.  W Mosby  Company, 
Saint  Louis,  1969.  $31.50 
PRACTICAL  PSYCHIATRY  FOR  THE  IN- 
TERNIST, by  Douglas  Goldman  and  George 
A.  Llett.  The  C.  V.  IMosby  Company,  Saint  Lou- 
is, 1968.  $9.85 

MEDICAL  PHARIMACOLOGY.  Principles  and 
Concepts,  by  Andres  Goth.  Fourth  Edition.  The 
C.  V.  ]Mosby  Company,  Saint  Louis,  1968.  $13.50 
INSTRUCTIONS  FOR  PATIENTS,  by  H.  Win- 
ter Griffith.  W.  B.  Saunders  Company,  Phila- 
delphia, 1968.  $25.00 

QUESTIONS  .\ND  ANSWERS  ON  CONTACT 
LENS  PRACTICE,  by  Jack  Hartstein.  With  a 
Foreword  by  T.  E.  Sanders  and  an  Introduction 
by  Bernard  Becker.  The  C.  V.  Mosby  Company, 
Saint  Louis,  1968.  $10.75 
YOU  ARE  AS  YOUNG  AS  YOUR  SPINE,  by 
Editha  Hearn.  Doubleday  and  Company,  Inc., 
Garden  City,  1967.  $4.50 
PERSONNEL  ADMINISTRATION  AND  LA- 
BOR RELATIONS  IN  HEALTH  CARE  FA- 
CILITIES, by  James  O.  Hepner,  John  M.  Boy- 
er, and  Carl  L.  Westerhaus.  The  C.  V.  IMosby 
Company,  Saint  Louis,  1969.  $15.00 
STRABISMUS  IN  CHILDHOOD,  by  Herbert  IM. 
Katzin  and  Geraldine  Wilson.  The  C.  V.  Mosby 
Company,  Saint  Louis,  1968.  $3.95 
SCIENTIFIC  WRITING,  by  Lester  S.  King  and 
Charles  G.  Roland.  American  Medical  Associa- 
tion, Chicago,  1968.  $1.00;  60c,  Students,  Resi- 
dents, Interns. 

TESTIMONY  FOR  iMAN.  The  Story  of  the  City 
of  Hope,  by  Aaron  Levenstein.  (Los  Angeles), 
1968.  $1.00 

ARTHRITIS  AND  PHYSICAL  MEDICINE. 
Edited  by  Sidney  Licht.  Elizabeth  Licht,  Pub- 
lisher, New  Haven,  1969.  $14.00 
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Campbell’s  Soups . . . 

wide  variety... for  limited  appetites 


Many  people  lose  interest  in  food  as  they  grow 
older.  Some  of  them  are  fussy  eaters — with  only 
a few  favorite  foods.  Others  become  indifferent 
to  foods — because  planning  and  preparing  meals 
becomes  a chore.  Here  Campbell’s  Soups  can  help 
— for  these  four  very  good  reasons; 

Appeal  With  a variety  of  tastes,  textures, 
aromas,  and  colors,  Campbell’s  Soups  can 
add  interest  and  appetite  appeal.  And  they’re 
easy  to  eat — ingredients  are  tender,  bite-size. 

Even  patients  on  special  diets  will  find  soups 
they  can  enjoy  among  the  more  than  50  dif- 
ferent varieties  available. 


Nourishment  Campbell’s  Soups  contain  selected 
meats  and  sea  foods,  best  garden  vegetables — 
carefully  processed  to  help  retain  their  natural 
flavors  and  nutritive  values. 

Convenience  Within  4 minutes  a bowl  of  deli- 
cious soup  is  heated  and  ready  to  eat. 

Economy  Campbell’s  Soups  are  inexpen- 
sive— an  important  consideration  to  those 
whose  budgets  are  limited. 

Recommend  Campbell’s  Soups  . . . and, 
of  course,  enjoy  them  yourself.  Remember, 
there’s  a soup  for  almost  every  patient  and 
diet  . . . and  for  every  meal. 


therefore  this  is  the  logical 
potassium-sparing  diuretic  for  the 
digitalized  patient 

Aldactone* 

(spironolactone) 

for  unique  physiologic 
advantages  which 
no  other  diuretic  can  provide 


• Does  not  cause  potassium  depletion  (as  do  the 
thiazides,  furosemide  and  ethacrynic  acid)  which 
may  increase’  the  effect  of  digitalis  on  the  myo- 
cardium, giving  rise  to  premature  systoles,  ventricu- 
lar tachycardia  or  ventricular  fibrillation. 

• Unique  "safety-valve"  action  due  to  competitive 
antagonism^  of  aldosterone  helps  prevent  excessive 
potassium  retention,  since  endogenous  aldosterone 
production  is  increased^  and  counterbalances 
Aldactone  action  if  the  serum  potassium  level  be- 
comes too  high. 


• Hyperkalemia  may  occur,  especially  in  severely 
ill  patients  with  relatively  small  urine  outputs  or  in 
patients  receiving  supplemental  potassium.  How- 
ever, with  Aldactone,  because  of  its  mechanism  of 
action,  hyperkalemia^  should  be  less  likely  than  with 
triamterene  or  other  agents  which  act  independ- 
ently of  aldosterone. 

• Gradual  onset  of  action  avoids  the  danger‘’of  sud- 
den electrolyte  and  fluid  depletion. 

• May  be  effective  as  the  sole  diuretic  or  may  be 
combined  with  a thiazide,  furosemide^  or  ethacrynic 
acid^ 


Indications-Essential  hypertension;  edema 
or  ascites  of  congestive  heart  failure,  cirrhosis 
of  the  liver  and  the  nephrotic  syndrome;  idio- 
pathic edema.  Some  patients  with  malignant 
effusions  may  benefit  from  Aldactone,  particu- 
larly when  given  with  a thiazide  diuretic. 

Contraindications— Acute  renal  insuffi- 
ciency, rapidly  progressing  impairment  of  renal 
function,  anuria  and  hyperkalemia. 

Warnings— Potassium  supplementation  may 
cause  hyperkalemia  and  is  not  indicated  un- 
less a glucocorticoid  is  also  given.  Discontinue 
potassium  supplementation  if  hyperkalemia 
develops. 

Usage  of  any  drug  in  women  of  childbearing 
age  requires  that  the  potential  benefits  of  the 
drug  be  weighed  against  its  possible  hazards 
to  the  mother  and  fetus. 

Precautions— Patients  should  be  checked 
carefully  since  electrolyte  imbalance  may  occur. 
Although  usually  4nsignificant,  hyperkalemia 
may  be  serious  when  renal  impairment  exists; 
deaths  have  occurred.  Hyponatremia,  mani- 
fested by  dryness  of  the  mouth,  thirst,  lethargy 
and  drowsiness,  together  with  a low  serum 
sodium  may  be  caused  or  aggravated,  espe- 
cially when  Aldactone  is  combined  with  other 
diuretics.  Elevation  of  BUN  may  occur,  espe- 
cially when  pretreatment  hyperazotemia  exists. 
Mild  acidosis  may  occur.  Reduce  the  dosage 
of  other  antihypertensive  drugs,  particularly 
the  ganglionic  blocking  agents,  by  at  least  50 
per  cent  when  adding  Aldactone  since  it  may 


potentiate  their  action. 

Adverse  Reactions— Drowsiness,  lethargy, 
headache,  diarrhea  and  other  gastrointestinal 
symptoms,  maculopapular  or  erythematous  cu- 
taneous eruptions,  urticaria,  mental  confusion, 
drug  fever,  ataxia,  gynecomastia,  mild  andro- 
genic effects,  including  hirsutism,  irregular 
menses  and  deepening  voice.  Adverse  reac- 
tions are  infrequent  and  usually  reversible. 

Dosage  and  Administration-For  essential 
hypertension  in  adults  the  daily  dosage  is  50 
to  100  mg.  in  divided  doses.  Aldactone  may 
be  combined  with  a thiazide  diuretic  if  neces- 
sary. Continue  treatment  far  two  weeks  or 
longer  since  an  adequate  response  may  not 
occur  sooner.  Adjust  subsequent  dosage  ac- 
cording to  response  of  patient. 

For  edema,  ascites  or  effusions  in  adults  ini- 
tial daily  dosage  is  100  mg.  in  divided  doses. 
Continue  medication  for  at  least  five  days  to 
determine  diuretic  response;  add  a thiazide 
or  organic  mercurial  if  adequate  diuretic  re- 
sponse has  not  occurred.  Aldactone  dosage 
should  not  be  changed  when  other  therapy  is 
added.  A daily  dosage  of  Aldactone  consider- 
ably greater  than  75  mg.  may  be  given  if 
necessary. 

A glucocorticoid,  such  as  15  to  20  mg.  of 
prednisone  daily,  may  be  desirable  for  patients 
with  extremely  resistant  edema  which  does  not 
respond  adequately  to  Aldactone  and  a con- 
ventional diuretic.  Observe  the  usual  precau- 
tions applicable  to  glucocorticoid  therapy;  sup- 


plemental potassium  will  usually  be  necessary. 
Such  patients  frequently  have  an  associated 
hyponatremia— restriction  of  fluid  intake  to  1 
liter  per  day  or  administration  of  mannitol  or 
urea  may  be  necessary  (these  measures  are 
contraindicated  in  patients  with  uremia  or 
severely  impaired  renal  function).  Mannitol  is 
contraindicated  in  patients  with  congestive 
heart  failure,  and  urea  is  contraindicated  with 
a history  or  signs  of  hepatic  coma  unless  the 
patient  is  receiving  antibiotics  orally  to  "steri- 
lize" the  gastrointestinal  tract. 

Glucocorticoids  should  probably  be  given 
first  to  patients  with  nephrosis  since  Aldactone, 
although  useful  for  diuresis,  will  not  directly 
affect  the  basic  pathologic  process. 

For  children  the  daily  dosage  should  provide 
1.5  mg.  of  Aldactone  per  pound  of  body  weight. 
References:  1.  Dali,  J.  L.  C.:  Amer.  Heart  J. 
70:572-574  (Oct.)  1965.  2.  Liddle,  G.  W.:  Ann. 
New  York  Acad.  Sci.  139:466-470  (Nov.)  1966. 
3.  Gantt,  C.  L.:  Diuretic  Therapy,  DM  (Disease- 
A-Month),  Chicago,  Year  Book  Medical  Pub- 
lishers, Inc.,  1967,  pp.  1-31.  4.  Alexander,  S.: 
Geriatrics  23:131-139  (Nov.)  1968.  5.  Stason, 
W.  B.,  and  others:  Circulation  34:910-920 
(Nov.)  1966.  6.  Lieberman,  F.  L.,  and  Reyn- 
olds, T.  B.:  Gastroenterology  49:531-538  (Nov.) 
1965.  012 
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Urised  does  not  present  unpleasant  surprises;  it  brings  patient  comfort  with  first 
dose  pain  relief.  Unlike  newer  antibiotics  or  sulfonamides,  Urised  does  not  create 
problems.  It  has  a time-tested  record  of  minimal  side  effects.  The  patient  gets 
additional  psychological  reassurance  of  Uriseds  effectiveness  by  the  evidence  of 
the  blue  urine. 

For  over  50  years  Urised  has  created  physician  and  patient  confidence  by  provid- 
ing effective  therapy  when  needed. 


Clinically  effective  for  G.U.  Therapy’-® 
FIRST  DOSE  PAIN  RELIEF 


For  G.U.  Frequency- Urgency- Burning 


X 


• CYSTITIS 

• PYELITIS 

• TRIGONITIS 

• URETHRITIS 


\ 


Each  blue-coated  tablet  contains  these  active  ingredients: 


Atropine  Sulfate  ..0.03  mg. 
Hyoscyamine  ....0.03  mg. 
Methenamine  ....40. 8 mg. 


Methylene  Blue  ...  5.4  mg 
Phenyl  Salicylate  .18.1  mg 
Benzoic  Acid  ....  4.5  mg 


Contraindications:  Glaucoma,  urinary  blad- 
der neck  or  pyloric  obstruction,  duodenal 
obstruction  and  cardiospasm.  Hypersensi- 
tivity to  any  of  the  ingredients. 

Warning:  Do  not  exceed  recommended 
dosages. 

Precautions:  Administer  with  caution  to 
persons  with  known  idiosyncrasy  to  atro- 
pine and  cardiac  disease.  While  under  this 
therapy  the  urine  is  blue;  patients  should 
be  so  advised  to  allay  apprehension. 


Adverse  Reactions;  Neither  irritation  nor 
untoward  reactions  have  been  reported; 
however,  if  pronounced  dryness  of  the 
mouth,  flushing,  or  difficulty  in  initiating 
micturition  occurs,  decrease  dosage.  If 
rapid  pulse,  dizziness  or  blurring  of  vision 
occurs,  discontinue  use  immediately.  Acute 
urinary  retention  may  be  precipitated  in 
prostatic  hypertrophy. 

Dosage  and  Administration:  Adults:  Two 
tablets,  orally,  four  times  per  day,  followed 
by  liberal  fluid  intake.  Older  children  re- 


duce dosage  in  proportion  to  age  and 
weight. 

How  Supplied:  Bottles  of  50,  500  and 

I , 000  tablets. 

References:  (1)  Sand,  R.X.:  New  York  St. 

J.  Med.  61:2598-2602,  1961:  (2)  Renner, 
M.J..  et  al.;  Hosp.  Topics  39:71-73,  1961: 
(3)  Haas,  J.,  and  Kay.L.L.:  Southwest.  Med. 
42:30-32,  1961:  (4)  Marshall,  W.:  Clin.  Med. 
7:499-502,  1960:  (5)  Strauss,  B.:  Clin.  Med. 
4:307-310,  1957. 
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SYSTEMIC  EFFECTS  OF 
EXTRACORPOREAL  CIRCULATION 

(Continued  from  Page  508) 
gas  interface  is  a likely  cause  of  morbidity  and 
death  after  prolonged  perfusion®. 

Several  clinical  observations  have  directed  at- 
tention to  an  undesired  “negative”  effect  of  blood 
bypass.  These  include  “sludging”  of  blood  as  well 
as  a reported  high  incidence  of  cerebral  fat  em- 
bolism and  neurological  complications  after  cardiac 
operations  with  pump-oxygenator  perfusion®’^®. 
The  mechanism  of  protein  alteration  has  not  been 
elucidated. 

Figure  3 presents  a schematic  version  of  the 
theory  of  Lee  et  ah,  which  explains  surface  film 
denaturation  of  protein  molecules^^.  Electrostatic 
surface  forces  exert  a polarizing  effect,  with  forma- 
tion of  a monomolecular  layer  in  the  interface. 
This  all  happens  when  a globular  protein  molecule 
moves  into  the  interface  between  gas  and  liquids. 
That,  in  turn,  results  in  disruption  of  intermolecu- 
lar  sulfhydril  and  hydrogen  bonds  which  normally 
stabilize  secondary  and  tertiary  structure  of  the 
protein  molecule.  The  net  result  is  an  unfolding 
of  the  globular  molecule  into  a linear,  chainlike 
molecule.  If  the  protein  molecule  transports  lipids, 
these  may  be  released  in  a free  state. 

There  are  several  physico-chemical  changes  that 
may  occur  and  may  be  measured  as  an  index  of 
denaturation.  First  of  all,  unfolding  of  the  molecule 
may  expose  so  called  “masked”  chemical  groups 
and  increase  the  chemical  reactivity  of  the  molecu- 
lar constituents.  The  unfolded  linear  molecule  is 
more  asymetrical  in  shape  and  thus  creates  many 
changes  in  the  physical  properties.  The  changes 
in  symmetry,  chemical  reactivity,  and  stereocon- 
figuration may  result  in  aggregation  to  form  macro- 
molecules which,  in  turn,  may  either  flocculate  or 
precipitate.  They  may  also  alter  mobility  in  an 
electrophoretic  field.  Typical  changes  in  plasma 
proteins  following  two  hours  of  total  bypass  show 
a visible  drop  in  total  proteins,  albumin,  globulin, 
and  fibrinogen,  with  a return  to  normal  within  two 
weeks'*®.  The  plasma  electrophoretic  pattern  of  a 
sample  that  has  been  oxygenated  for  ten  hours 
shows  about  a ten  per  cent  decrease  in  albumin 
peak  and  about  an  eight  per  cent  increase  in  glo- 
bulin peak^^. 

There  seem  to  be  two  basic  effects  which  result 
from  protein  denaturation.  The  first  one  would  be 
the  release  of  free  lipids,  which  can  produce  fat  em- 
boli. These  can  come  by  deconjugation  of  the 
lipids  from  protein  complexes  of  lipoproteins  and 
by  progressive  denaturation,  aggregation,  and  de- 


terioration of  the  protein  capsules  of  chylornicrons. 
The  second  consequence  of  protein  denaturation 
could  be  a rigid  intravascular  sludging  with  capil- 
lary obstruction. 

It  has  been  demonstrated  that  the  sludging  oc- 
curring during  pump-oxygenator  perfusion  is  due 
to  the  formation  of  an  adhesive  gel  of  colloid  on 
the  surface  of  the  erythrocytes.  Lee  et  al.  postu- 
lated that  this  gel  is  produced  by  the  denaturation 
of  plasma  proteins^^.  An  attempt  to  control  intra- 
vascular blood  sludging  by  the  use  of  hypothermia 
or  chemical  agents  such  as  dextran  or  ascorbic 
acid  has  not  solved  this  problem  completely,  al- 
though some  transient  improvement  has  been  ob- 
served®*’ 

EFFECT  ON  BLOOD  COAGULATION 

The  effect  of  extracorporeal  circulation  on  blood 
coagulation  is  extremely  cimplicated,  not  only  be- 
cause of  its  specific  effect  on  the  coagulation  sys- 
tem, but  also  because  of  the  unavoidable  addition 
of  heparin.  Extensive  studies  on  the  coagulation 
abnormalities  in  open  heart  surgery  revealed  mul- 
tiple defects  of  a rather  complicated  nature.  Among 
them,  a decrease  in  platelet  count  during  cardio- 
pulmonary bypass  has  been  well  documented.  Eig- 
ure  4 represents  the  platelet  counts  in  patients 
subjected  to  open-heart  surgery  with  the  use  of  a 
perfusion  system  lasting  15-30,  30-45,  and  45-60 
minutes'*®.  Interestingly  the  drop  in  platelet  count 
was  not  related  to  the  duration  of  bypass,  and  in 
each  case  reached  the  preoperative  level  after 
about  one  week.  The  decrease  is  in  obvious  excess 
of  the  reduction  that  would  be  due  to  dilution 
alone.  IMany  etiological  factors  have  been  listed. 
Among  them  are  platelet  loss  by  destruction,  by 
adhesion  to  components  of  the  extracorporeal  sys- 
tem, by  platelet  sequestration  and,  most  important, 
by  platelet  utilization. 

The  original  report  by  Salzman®®  stating  that, 
during  extracorporeal  circulation,  platelets  show 
a decrease  in  adhesiveness  has  been  recently  con- 
firmed®®. In  addition,  decreased  platelet  aggrega- 
tion has  also  been  observed.  These  changes  re- 
turned to  near  preoperative  levels  by  the  sixth  post- 
operative day.  Platelet  adhesiveness  was  not 
markedly  altered  by  the  injection  of  heparin;  but, 
with  the  onset  of  extracorporeal  perfusion,  ad- 
hesiveness falls  abruptly  to  a very  low  level  and 
in  most  cases  remains  low  during  the  rest  of  the 
perfusion®®. 

The  fact  that  extracorporeal  devices  are  made 
of  more  or  less  thrombogenic  substances  or,  to  be 

(Continued  on  Next  Page) 
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more  specific,  that  the  entire  circuit  is  covered  with 
thrombogenic  surfaces  makes  prophylactic  anti- 
coagulation almost  unavoidable.  It  has  been  re- 
ported, however,  that  treatment  of  surfaces  with 
graphite,  benzalkonium,  and  heparin  results  in 
temporary  retardation  of  clotting,  although  it 
does  not  prevent  platelet  deposition®^.  With  the 
use  of  coated  polyvinyl  tubing  perfusions  were 
carried  out  in  dogs  without  any  heparin,  but 
apparently  with  good  survival,  up  to  48  hours^®. 

There  are  two  aspects  to  anticoagulation  of  the 
circulating  blood  during  open-heart  surgery:  First, 
heparinization  of  the  patient’s  blood  just  before 
perfusion  and,  second,  heparinization  of  the 
priming  donor  blood.  In  both  instances,  heparin 
is  added  in  a large  e.xcess  because  of  the  widely 
confirmed  observation  that  the  heparin  require- 
ment increases  drastically  during  extracorporeal 
damage*®.  An  inappropriate  dose  of  heparin,  either 
very  low  or  too  high,  could  paradoxically  in  both 
instances  lead  to  extensive  bleeding. 

Figure  5 shows  schematically  the  mechanism 
of  the  hemorrhagic  syndrome  under  extracorporeal 
circulation  conditions*®.  The  previously  discussed 
red  cell  and  platelet  destruction  produces  a release 
of  thromboplastic  substances  and  thus  a “hyper- 
coagulable  state’’.  In  addition,  substances  released 

INTERESTED  IN 
TAX  EXEMPT  INCOME 

NOW  NOW  NOW 

6v2%— 7% 

Exempt  from  Federal  Income  Tax.  Wouldn’t 
you  like  some  tax  free  income?  Municipal 
bonds  rated  AA  and  A give  a 6)4%  to  7% 
yield  today.  You  can  have  a table  that 
shows  in  your  tax  bracket  what  to  7% 

is  equivalent  to  in  a non-exempt  investment 
or  savings  plan.  These  yields  are  yours  to 
have  for  the  next  25  years  if  you  take  ad- 
vantage of  these  current  high  returns. 


Kindly  send  me  selective  information  on 
Fixed  Income  Tax  Exempt  investments 
with  6j4%-7%  yield. 

WILKES  & CO. 

P.O.  BOX  766 
WARWICK,  R.  I.  02888 
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by  damaged  cells  utilize  heparin  co-factor,  making 
heparin  much  less  active®.  Both  of  these  pathways 
could  lead  to  intrav'ascular  clotting.  This  in  turn 
would  be  responsible  for  consumption  of  coagula- 
tion factors  with  a subsequent  decrease  in  their 
level,  as  well  as  by  the  feedback  mechanism  for 
fibrinolysis.  Both  of  these  phenomena  would  end 
up  with  a hemorrhagic  syndrome. 

Basic  blood  clotting  studies  done  in  extracor- 
poreal circulation  usually  reveal,  in  addition  to 
decreased  platelet  count,  a slight  prolongation  of 
prothrombin  time  as  well  as  a decrease  in  fibrinogen 
level*®.  It  has  also  been  demonstrated  that  activa- 
tion of  the  thromboplastic  system  in  blood  can 
take  place  during  extracorporeal  circulation  for 
open  heart  surgery®®.  The  changes  in  fibrinogen 
and  prothrombin  are  assumed  to  be  the  result 
of  intravascular  consumption.  The  opportunity 
for  intravascular  coagulation  is  present  if  less  than 
excess  amounts  of  heparin  are  used  during  cardiac 
bypass.  As  mentioned  before,  excess  amounts  of 
heparin  are  necessary  to  prevent  clotting  of  blood 
which  has  been  exposed  to  damaging  foreign  sur- 
faces such  as  extracorporeal  devices.  Because  the 
products  of  cellular  breakdown  have  a heparin 
neutralizing  effect®®,  the  balance  in  the  organism 
which  prevents  intravascular  coagulation  can  be 
easily  upset.  As  a result  of  hypercoagulability  and 
intravascular  coagulation,  the  organism  responds 
by  attempting  to  lyse  the  deposited  fibrin.  Intra- 
vascular clotting  has  been  shown  to  be  associated 
with  increased  fibrinolytic  activity  in  many  patho- 
logical conditions.  Cellular  damage  associated  with 
extracorporeal  perfusion  will  release  a potent 
fibrinolytic  activator,  probably  contained  in  the 
lysosomal  fraction^®. 

Proteolytic  action  of  plasmin  on  fibrin,  fibrino- 
gen, or  both  results  in  a production  of  Fibrin  De- 
gradation Product  which  has  a pronounced  anti- 
thrombin activity,  in  some  way  similar  to  that 
of  heparin.  It  is  quite  likely  that  he  so-called 
Heparin  Rebound  Phenomenon,  namely  the  sudden 
decrease  in  blood  coagulability  observed  shortly 
after  extracorporeal  circulation,  is  at  least  partially 
due  to  the  appearance  of  Fibrin  Degradation 
Product  brought  about  by  increased  fibrinolytic 
activity.  This  seems  to  be  in  agreement  with  clinical 
observations,  which  show  at  times  inadequacy  of 
heparin  neutralization  by  protamine  or  Poly- 
brene®'*®. 

It  is  practically  impossible  to  predict  to  what 
extent  fibrinolytic  activity  will  follow  extracor- 
poreal circulation  because  it  is  unknowm  1 ) how 
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profound  intravascular  coagulation  is  induced  and 
2)  how  much  plasminogen  activator  is  being  re- 
leased from  damaged  cells.  The  amount  of  plas- 
minogen activator  released  during  cardio-pulmon- 
ary  bypass  was  found  to  be  related  to  the  duration 
of  bypass^^.  When  adequate  laboratory  tests  are 
employed,  activation  of  the  fibrinolytic  enzyme 
system  during  cardio-pulmonary  bypass  is  almost 
always  detectable.  This  in  turn  can  be  controlled 
by  application  of  a specific  inhibitor  of  plasmino- 
gen activator,  namely  epsilon-aminocaproic  acid, 
together  with,  if  necessary,  fibrinogen  or  fresh 
blood  or  plasma.  The  complicated  phenomena  just 
described  make  almost  mandatory  the  meticulous 
evaluation  of  the  blood  clotting  mechanism  in  order 
to  provide  the  precise  knowledge  required  to  guide 
the  therapeutic  use  of  heparin,  epsilon-amino- 
caproic acid,  or  protamine. 

EFFECT  ON  HOST  DEFENSE  MECHANISM 

It  has  been  observed  generally  that  the  incidence 
of  infection  after  cardio-pulmonary  bypass  pro- 
cedures is  significantly  increased  as  compared  to 
other  surgical  thoracic  procedures^'*.  Impairment 
of  the  phagocytic  function  of  leukocytes  following 
open-heart  surgery  was  suggested  as  a possible 
cause.  In  an  experiment  in  vitro  it  was  shown  that 
prolonged  mechanical  pumping  causes  a decrease 
in  phagocytic  capacity  of  leukocytes^®.  In  clinical 
studies  no  evidence  of  impairment  of  phagocytic 
or  bacteriocidal  capacity  of  polymorphonuclear 
leukocytes  in  patients  was  observed^^.  The  rate 
of  killing  and  the  number  of  bacteria  killed,  when 
measured  at  different  times  of  the  procedure,  did 
not  differ  from  those  in  normal  controls.  It  is 
uncertain  whether  polymorphonuclear  leukocytes 
could  be  damaged  either  by  the  pump-oxygenator 
or  by  events  associated  with  bypass  and  still  re- 
tain apparently  normal  phagocytic  and  bacterio- 
cidal capacity.  When  intracellular  digestion  was 
measured  using  radioactively  labeled  bacteria,  a 
sublethal  form  of  damage  in  patients  exposed  to 
extracorporeal  circulation  appeared  likely’^.  On 
the  other  hand,  there  are  other  mechanisms  that 
may  be  responsible  for  the  apparently  increased 
susceptibility  to  serious  infections  in  such  patients. 
For  example,  it  has  been  suggested  that  variations 
in  acid-base  balance  may  affect  phagocytosis*®. 

Furthermore,  when  reticuloendothelial  function 
of  the  liver  was  studied  in  vitro  in  isolated  perfu- 
sion systems  after  total  cardio-pulmonary  bypass, 
a specific  impairment  of  the  phagocytic  function 
of  the  Kupffer  cells  occurred**.  Perfusion-induced 
trauma,  although  not  sufficient  in  degree  to  cause 


white  cell  destruction,  may  also  bring  about  sig- 
nificant metabolic  impairment  as  measured  by 
leukocyte  oxygen  utilization^®.  The  exact  mechan- 
ism of  impairment  of  Kupffer  cell  function  by  the 
traumatized  blood  is  not  clear.  Because  destroyed 
erythrocytes,  platelets,  and  denatured  proteins  are 
also  cleared  by  the  Kupffer  cells,  the  impairment 
of  these  cells  may  represent  a form  of  competitive 
reticuloendothelial  blockade*®.  In  line  with  the 
findings  of  abnormal  host  defense  mechanism,  it 
is  reported  that  lymphocytes  isolated  before  and 
after  open  heart  surgery  showed  a depression  of 
both  protein  synthesis  and  DNA  turnover  when 
cultured  on  tissue*®. 

EFFECT  ON  SPECIFIC  ORGANS 
Lungs — One  of  the  main  setbacks  in  an  attempt 
to  treat  respiratory  insufficiency  with  prolonged 
perfusion  using  artificially  oxygenated  blood  was 
the  inevitable  development  of  diffuse  pulmonary 
damage*.  Pulmonary  changes  have  been  described 
following  isolated  lung  perfusions  as  well  as  after 
veno-venous  pump-oxygenator  bypass  and  after 
total  cardio-pulmonary  bypass*®’  *^.  All  the  above 
mentioned  systems  were  observed  to  produce  very 
similar  pulmonary  lesions.  The  lesions  are  also 
(Continued  on  Next  Page) 
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similar  to  those  occurring  in  shock  and  after  mas- 
sive blood  transfusions.  Generally,  the  most  repre- 
sentative type  of  lesion  is  focal  hemorrhage. 

As  a rule,  no  micro-emboli  or  thrombi  are 
found,  although  there  are  some  contradictory  re- 
ports®". It  has  been  suggested  that  primary  pul- 
monary damage  occurs  to  small  and  medium  sized 
muscular  pulmonary  arteries,  and  the  observed 
hemorrhage  may  originate  from  the  vasa  vasorum^^. 
It  has  also  been  found  that  the  severity  of  pul- 
monary lesions  during  veno-venous  perfusion  cor- 
related vi’ell  with  the  duration  of  the  perfusion^h 
There  have  been  many  etiological  factors  listed  as 
possible  causes  of  these  changes,  but  none  of  them 
have  been  proven. 

Kidneys — Prolonged  pump-o.\ygenator  bypass 
has  been  associated  occasionally  with  acute  renal 
failure,  which  is  most  likely  due  to  decrease  in 
renal  blood  flow.  Hemolysis,  although  always  pres- 
ent, is  usually  of  an  insufficient  magnitude  to  pro- 
duce hemoglobinuria  or  renal  damage®®. 

It  has  been  demonstrated  that  during  cardio- 
pulmonary bypass  in  dogs  an  increase  in  resistance 
to  renal  blood  flow  occurs^®.  Studies  of  both  animal 
and  human  blood  consistently  demonstrated  the 
progressive  formation  of  intensely  vaso-active  ma- 
terials after  prolonged  oxygenation^^. 

Heart — Some  clinical  evidence  suggests  that,  fol- 
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lowing  extracorporeal  perfusion,  patients  are  prone 
to  develop  digitalis  toxicity  on  conventional  dos- 
age. This  was  confirmed  by  an  experimental  ap- 
proach in  dogs  where  decreased  tolerance  to  digi- 
talis was  demonstrated  following  a standardized 
extracorporeal  perfusion^.  The  most  common  anato- 
mic complication  of  open-heart  surgery  appears 
to  be  a peculiar  type  of  hemorrhagic  necrosis  which 
extensively  affects  the  subendocardium  of  the  left 
ventricle".  The  specific  effect  of  extracorporeal  cir- 
culation on  the  heart  muscle  has  also  been  studied. 

decrease  in  the  myosin  ATPase  activity  and 
physico-chemical  property  changes  in  actin  after 
total  cardio-pulmonary  bypass  have  been  reported®. 

Brain — The  brain,  being  the  organ  most  sensi- 
tive to  oxygen  shortage,  reacts  very  easily  to  a 
transient  hypoxia  during  extracorporeal  perfusion. 
This  fact  is  used  by  some  investigators  to  monitor 
the  electroencephalogram  during  cardio-pulmonary 
bypass  with  the  understanding  that  it  provides  a 
practical  and  relatively  sensitive  index  of  cerebral 
function^®.  Changes  in  voltage  and  rhythm  have 
been  observed  in  dogs  during  extracorporeal  per- 
fusion. Similar  changes  have  been  observed  in 
Addison’s  disease.  It  is  not  known  what  could 
cause  the  observed  electroencephalographic  (EEG) 
changes.  It  was  thought  that  perhaps  cerebral 
edema  or  adrenal  depletion  might  be  involved  in 
this  phenomenon.  Of  course,  the  most  common 
cause  of  brain  damage  during  perfusion  is  ischemia 
following  the  occlusion  of  cerebral  vessels,  either 
by  gas  or  solid  emboli.  This  could  be  caused  by 
technical  failure  in  the  extracorporeal  system  as 
w'ell  as  by  extensive  protein  and  cell  damage  with 
the  consequent  formation  of  solid  particles.  It  has 
been  observed  that  advanced  age,  low  mean  arterial 
pressure  during  perfusion,  and  prolonged  cardio- 
pulmonary bypass  appear  to  be  significant  causes 
of  central  nervous  system  damage  after  open-heart 
surgery®h 

SUMMARY 

The  biological  effect  of  extracorporeal  circulation 
has  been  reviewed,  and  an  attempt  has  been  made 
to  elucidate  some  of  the  potential  causes  of  trauma. 

The  effects  on  morphotic  elements,  plasma  pro- 
teins, and  the  host  defense  mechanism  have  been 
reviewed.  Special  emphasis  was  placed  on  the  in- 
volvement of  the  coagulation  mechanism  during 
extracorporeal  circulation. 
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of  any  appropriate  disciplines  is  self-defeating. 
Perhaps  even  more  important  in  explaining  the 
present  slow  rate  of  progress  is  the  failure  of 
many  researchers  to  understand  or  utilize  the 
•‘scientific  method.’’ 

The  scientific  method  describes  the  concept  of 
stating  a hypothesis  and  proving  (or  disproving)  it 
by  appropriate  experimentation.  The  experimental 
data  in  turn  suggest  a modification  of  the  hypothe- 
sis which  may  involve  an  extension  or  an  altera- 
tion of  the  original  hypothesis.  Each  hypothesis 
suggests  goal  oriented  research;  and,  ideally,  the 
reiterative  process  of  hypothesis-data-hypothesis- 
data-etc.  continues  until  the  original  objectives 
are  fulfilled. 

F'ormulation  of  the  hypothesis  and  establish- 
ment of  the  appropriate  experimentation  are  the 
two  most  important  features  of  scientific  discov- 
ery. Both  require  the  ability  to  recognize  and 
understand  basic  mechanisms  and  common  prop- 
erties. Training  the  clinical  researcher  to  observe 
empirical  trends,  or  patterns,  or  both,  does  not 
automatically  establish  his  ability  in  scientific 
discovery. 

In  lieu  of  research  directed  toward  answering 
specific  questions  (posed  by  the  hypothesis), 
typically  the  “shot-gun"’  experimental  approach 
is  employed.  The  shot-gun  approach  characterizes 
experiments  in  which,  for  example,  several  dozen 
animals  or  more  are  utilized — five  subjected  to 
condition  one,  six  to  condition  two,  and  so  forth, 
and  finally,  five  animals  serve  as  controls. 

The  several  dozen  animals  utilized  in  this  man- 
ner provide  very  little,  if  any,  new  scientific  in- 
formation. To  narrow  the  scope  of  the  experimen- 
tation, say  by  examining  the  effect  of  one  experi- 
mental parameter,  might  provide  definitive  in- 
formation on  one  specific  question.  By  repeating 
this  process  all  questions  can  usually  be  resolved; 
however,  a much  greater  expenditure  of  resources 
may  be  required.  The  shot-gun  approach  rather 
than  the  scientific  method  is  too  often  utilized 
both  in  science  and  in  engineering. 

The  medical  scientific  community  as  a whole 
must  for  two  reasons  share  some  of  the  responsi- 
bility for  the  present  state  of  organ  preservation. 
First  of  all,  it  is  entirely  possible  that  sufficient 
information  suggesting  the  feasibility  of  storing 
organs  (in  some  modes)  is  lacking.  If  a living 
organism  cannot  be  maintained  safely  by  a heart- 
lung  machine  for  more  than  several  hours,  how 


can  we  expect  to  perfuse  an  organ  for  days?  If 
we  do  not  fully  understand  the  information  con- 
tained in  a tissue  preparative  slide,  then  how  can 
we  expect  to  employ  histology  as  a means  of 
assessing  long-term  effects  of  organ  storage?  If 
we  do  not  have  a good  understanding  of  cellular 
metabolism,  how  can  we  expect  that  inhibition 
of  metabolism  to  prolong  storage  durations  will 
not  result  in  cellular  damage? 

These  are  but  a few  examples  of  the  gaps  of 
knowledge  missing  but  necessary  to  ensure  the 
goal  of  successful  organ  preservation.  Organ  stor- 
age is  not  the  only  area  of  investigation  where 
such  information  is  lacking. 

The  scientific  community  has  never  supported 
the  concept  of  centralized  or  directed  research,  al- 
though they  readily  embrace  centralized  funding 
agencies.  F'or  major  problems  having  high  priority, 
centralized  research  should  be  employed  more 
often,  since  it  is  apparent  that  our  resources  are 
finite.  The  space  effort  by  NASA  is  a good  ex- 
ample of  centralized  research  with  specific  goals, 
subgoals,  and  information  requested  by  one 
agency.  If  any  area  of  major  research  is  deemed 
worthwhile,  (e.g.,  established  as  a national  goal), 
then  all  interested  individuals  and  groups  should 
determine  the  long-term  plan  or  plans  of  study, 
periodically  review  the  results,  and  suggest 
changes  that  would  ensure  ultimate  accomplish- 
ment of  the  proposed  research  goals.  This  concept 
would  not  stifle  the  individual  effort;  in  fact,  it 
would  enhance  the  individual  effectiveness. 

The  funding  agencies  also  share  the  responsi- 
bility for  progress  of  supported  research  and  ap- 
parently are  satisfied  with  the  rate  of  progress  in 
this  field.  Since  they  do  not  specify  the  experi- 
mental objectiv'es  and  conditions,  the  researcher 
is  free  to  choose  both.  What  results  is  a lack  of 
systematic  investigation  of  any  variable  or  com- 
bination of  organ  storage  variables.  It  becomes 
difficult  to  pool  information  from  reports  of  vari- 
ous researchers  and  very  little  specific  knowledge 
results.  There  also  tends  to  be  a lack  of  universal 
agreement  and  sometimes  even  mutual  distrust. 
At  the  very  least  agencies  should  reject  those  pro- 
posals suggesting  quick  solutions  in  lieu  of  long- 
term goals. 

CONCLUSIONS 

Organ  storage  research  is  being  conducted  along 
several  lines  of  approach.  Attention  is  presently 
being  directed  toward  the  more  general  aspects 
of  viable  organ  procurement.  If  procurement  sys- 
( Continued  on  Page  52!) 
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(Continued  from  Page  520) 
terns  prove  to  be  both  economically  and  techni- 
cally feasible,  then  sufficient  direction  should  be 
focused  upon  improving  the  quality  of  organ  pres- 
ervation. The  latter  must  conform  with  accept- 
able moral,  religious,  social  and  medical  standards» 
If  not  possible,  the  research  funds  and  talents 
should  be  redirected. 
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A federal  health  official  warned  that  small  out- 
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other  areas  where  it  is  difficult  to  achieve  100 
per  cent  immunization,  here  already  have  been 
1 1 known  cases  and  one  death  in  the  Rio  Grande 
\’alley  citrus  growing  region  of  Texas  where  there 
was  a problem  of  convincing  parents  of  the  need 
for  immunizing. 
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expressing  reservations  concerning  current 
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ARTIFICIAL  BLOOD— GAS 
INTERFACES 

(Continued  from  Page  505) 
fiber  oxygenators  is  that  all  exchange  channels  are 
terminal  channels,  with  the  result  that  partial 
obstruction  leads  to  the  vicious  cycle  of  reduced 
flow  and  aggregation  of  formed  elements  until 
plugging  finally  occurs  in  a significant  fraction  of 
the  exchanger.  Refinements  in  manifolding  or 
branching  techniques  may  hold  the  key  to  this 
problem  or 

9)  Deposition  of  an  ultrathin  sheet  of  silicone 
onto  a microporous  paper  made  of  regenerated 
cellulose 

10)  Deposition  of  same  onto  a microporous 
blend  of  graphite  and  Teflon®.  These  have  led 
to  the  intriguing  concept  of  asymetric  or  skinned 
gas  transfer  membranes,  in  which  the  gas  transfer 
resistance  is  localized  to  the  silicone  lining,  whereas 
the  microporous  substrate  and  its  reinforceed 
matrix  provide  for  both  the  mechanical  strength 
and  the  flow  of  gas  in  close  contact  with  the  blood. 

In  this  latter  design®,  a microporous  hydropho- 
bic, rubbery  substrate  with  communicating  voids 
(a  mixture  of  colloidal  graphite  with  a Teflon® 
emulsion  rolled  onto  a stainless  steel  mesh)  is  sub- 


mitted to  the  action  of  appropriately  gapped  and 
profiled  rollers  in  order  to  transfer  a pattern  of 
parallel  capillary  channels.  Once  cured,  the  sub- 
strate is  lined  with  a silicone  rubber  film  approxi- 
mately 1 100  of  a mm.  thick,  using  a float-coating 
technique  to  transfer  the  tacky,  catalyzed  silicone 
rubber  film  onto  the  vacuum-suspended  substrate. 
After  curing,  the  membrane-lined  substrate  is 
folded  like  an  envelope  with  its  wiremesh  backing 
around  coarsely  grooved  pol}q)ropylene  spacers 
which  will  serve  for  oxygen  distribution.  Thus  the 
o.xygenator  module  includes  a system  for  gas  flow 
along  one  axis  and  inside  the  envelope,  and  a 
system  for  blood  flow  along  the  other  axis  on  the 
surface  of  the  envelope.  Similar  envelopes  are 
prepared  with  a flat,  membrane-lined  substrate 
without  preformed  capillaries.  The  oxygenator 
itself  is  built  of  a series  of  flat  and  channeled 
modules  alternately  stacked  on  top  of  one  another, 
and  moderately  compressed  in  a filter  press  assem- 
bly. 

CLOSEST  APPROXIMATION  TO  NATURAL  LUNG 
This  type  of  membrane  lung  represents  the 
closest  approximation  to  the  natural  lung  yet 
(Continued  on  Next  Page) 
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devised,  since  it  involves  two  fluid  distribution 
systems,  one  for  blood  and  one  for  oxygen,  with 
only  a thin  plastic  membrane  separating  the  two 
streams  between  the  “alveoli”  in  the  microporous 
substrate  and  the  “pulmonary  capillaries”  on  the 
surface  of  the  modules.  Not  surprisingly,  the  mem- 
brane lung  can  also  suffer  from  “diseases”,  or 
rather  functional  disturbances,  which  recall  those 
of  the  natural  organ.  IMost  common  is  shunting 
of  blood  through  non-ventilated  areas,  which  results 
in  the  admixture  of  venous  blood  into  the  out- 
going stream  of  arterialized  blood,  and  thus  inade- 
quate oxygen  saturation.  In  addition  to  maldistri- 
bution problems,  diffusion  blocks  can  result  from 
a coating  of  formed  elements,  or  plasma  proteins, 
or  both,  on  the  gas  transfer  membrane.  A phenome- 
non analogous  to  pulmonary  edema  has  also  been 
observed  with  the  microporous  membrane  oxygen- 
ator**. It  is  attributed  to  the  condensation  of  a 
water  film  evaporated  from  the  blood  and  acting 
as  a diffusion  barrier  within  the  spongy  substrate 
whenever  oxygen  temperature  drops  below  blood 
temp>erature.  The  phenomenon  can  be  reverted 
with  high  flows  of  thermostabilized,  dry  gas. 

The  microporous  membrane  oxygenator  can 
transfer  under  physiologic  conditions  70  ml.  of 
oxygen  per  square  meter  per  minute  and  carbon 
dioxide  in  excess  of  100  ml.  per  square  per  minute. 
The  unit  does  not  lose  any  of  its  gas  transfer 
ability  over  a period  of  12  hours.  The  damage  to 
blood  is  well  within  acceptable  limits,  since  in 
dogs  with  a normal  hematocrit  ratio  the  plasma 
hemoglobin  at  the  end  of  a 12  hour  run  averages 
55  mg.  per  cent,  and  the  platelet  count  190,000 
elements/mm®. 
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SELECTION  OF  LUNGS  FOR 
TRANSPLANTATION 

(Concluded  from  Page  498) 
difficult  because  most  lungs  for  transplantation 
come  from  cadaver  donors  and  there  are  insuffi- 
cient numbers  of  these  organs  available  at  any 
one  time  to  select  effectively  a satisfactory  histo- 
compatibility match.  In  addition,  the  lack  of  effec- 
tive preservation  methods  prevents  the  develop- 
ment of  an  organ  bank  system.  These  problems 
prevent  wide  application  of  histocompatibility 
selection  to  lung  transplantation  at  the  present 
time.  The  alternative  of  concentrating  research 
efforts  on  the  developments  of  methods  of  rapidly 
producing  specific  immunologic  tolerance  of  the 
recipient  for  donor  tissue  is  suggested. 
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CHEMISTRY  OF  THE  LUNG 

(Continued  from  Page  495) 
surface  lipids  depending  upon  contraction  or  ex- 
pansion of  the  surface  area^®. 

Electron  microscopy  of  lung  tissue  is  consistent 
with  these  conclusions.  WeibeE^  has  demonstrated 
the  superficial  lamellar  layer  of  osmiophilic  phos- 
pholipids and  a basal  layer  of  fluid  containing  pro- 
tein between  the  a Iveolar  cell  membrane  and  the 
air.  The  lamellar  periodicity  of  these  osmiophilic 
lines  have  dimensions  which  suggest  that  only  lipids 
without  protein  can  be  accommodated. 

Lung  surfactant  must  spread  quickly  across  an 
air-water  interface,  have  lability  so  that  if  it  is 
pushed  off  the  surface  into  the  hypophase  it  will 
quickly  return,  and  also  have  rigidity  so  that  low 
surface  tensions  can  be  obtained  when  the  surface 
area  is  compressed  to  low  lung  volumes.  These 
physical  properties  can  be  admirably  fulfilled  by 
polar  lipids  such  as  phospholipids  possessing  a 
spectrum  of  fatty  acids.  For  example,  phospha- 
tidyl choline  is  amphophilic,  with  its  polar  head 
(choline)  hydrophilic  and  its  fatty  acid  tail  hydro- 
phobic.  At  a compressed  air-water  interface,  the 
polar  heads  align  within  the  liquid's  surface  with 
the  water-fearing  fatty  acid  tails  protruding  into 
the  air  at  right  angles  to  the  interface.  The  surface 
tension  of  water  is  opposed  by  the  surface  pressure 
of  aligned  phospholipids,  which  in  turn  is  de- 
pendent upon  the  degree  of  compression  of  the 
surface  area.  During  compression  some  molecules 
may  be  pushed  from  the  interface  into  the  hypo- 
phase  where  they  align  in  circumferential  sheets, 
polar  head  to  head,  and  tail  to  tail,  and  onion- 
skinlike structures  called  micelloids  are  formed. 

A second  physical  property  of  phospholipids  is 
their  strong  temperature-dependent  structural  ar- 
rangement which  is  mainly  related  to  fatty  acid 
chain  length  and  degree  of  saturation.  For  ex- 
ample, dipalmitoyl  lecithin  (containing  only  pal- 
mitic acid ) abruptly  changes  from  a gel  to  a 
liquid-crystalline  state  at  43°  C.,  and  its  surface 
properties  are  remarkably  altered  at  this  tempera- 
ture*®. Below  43°  C.  it  is  quite  rigid  and  does  not 
spread  well  on  interfaces  unless  deposited  within 
a hydrocarbon  solvent.  Therefore,  dipalmitoyl  leci- 
thin's surface  properties  are  not  optimal  at  either 
r(K»m  or  body  temperature,  although  it  was  previ- 
ously considered  to  be  the  functional  lipid  moiety 
of  lung  surfactant.  By  contrast  natural  canine  lung 
surfactant  undergoes  a gradual  rather  than  an 
abrupt  structural  change  from  20  to  40°C.  which 
can  be  observed  either  on  a surface  balance  or  in 


a scanning  calorimeter.  Although  palmitic  acid 
comprises  nearly  two-thirds  of  the  fatty  acids 
present  the  additional  25  per  cent  of  unsaturated 
fatty  acids  is  necessary  to  produce  the  observed 
behavior  of  lung  surfactant  (Table  II). 

Surfactant  has  received  considerable  attention 
for  its  possible  primary  pathogenic  role  in  the 
respiratory  distress  syndrome  of  premature  new- 
borns. Because  of  atalectasis  and  the  markedly 
increased  work  of  breathing  associated  with  this 
syndrome,  inactivation  or  deficiency  of  lung  sur- 
factant has  been  implicated.  If  a direct  relation- 
ship does  exist,  stimulation  of  the  infant’s  own 
surfactant  production  or  the  administration  of  an 
artificial  surfactant  that  matches  the  physical  be- 
havior of  the  natural  material  might  be  beneficial 
in  promoting  survival  of  these  infants. 

B.  Vaso-Active  Polypeptides.  The  lung  plays 
a predominant  role  in  the  action  of  certain  vaso- 
active compounds  by  influencing  the  circulatory 
level  and  activity  of  these  substances.  Generally 
three  spheres  of  influence  are  observed:  (1)  that 
of  binding  or  degrading  of  biologically  active  sub- 
stances such  as  serotonin,  histamine,  prostaglan- 
dins, and  bradykinin,  ( 2 ) acting  as  a storehouse 
from  which  these  vaso-active  substances  may  be 
released,  and  (3)  that  of  enchancing  activity. 

an  example  of  ( 1 ) bradykinin,  a nonapep- 
tide  derived  from  a-2-globulin,  is  largely  cleared 
from  the  bloodstream  by  one  passage  through  the 
lungs.  The  subsequent  increase  in  pulmonary  artery 
and  left  atrial  pressure  is  partially  a direct  action 
but  is  also  attributable  to  its  inotropic  effect  upon 
myocardium  with  increased  cardiac  output  and 
venous  return.  Epinephrine  release  is  also  stimu- 
lated by  this  polypeptide  affecting  the  above 
events.  Because  bradykinin  may  be  released  into 
the  systemic  circulation  from  a damaged  lung  dur- 
ing pulmonary  embolism,  it  can  also  be  included 
in  category  2. 

(2)  Histamine  is  stored  in  mast  cells  within 
the  interstices  of  lung  parenchyma.  The  lung  is 
so  rich  a source  of  mast  cells  and  other  meta- 
bolically  active  cells  that  their  numbers  may  e.x- 
ceed  the  size  of  the  spleen. 

During  acute  stress  due  to  such  diverse  situa- 
tions as  shock,  allergic  reactions  to  extrinsic  agents, 
or  pulmonary  embolism,  histamine  or  serotonin 
release,  or  both  may  cause  an  increase  in 
total  lung  flow  resistance  through  hilar  bron- 
choconstriction  and  a pronounced  fall  in  lung 
(Continued  on  Next  Page) 


524 


RHODE  ISLAND  MEDICAL  JOURNAL 


compliance  through  small  airway  and  alveolar  duct 
constriction**. 

(3)  Angiotensin  II  is  derived  from  Angiotensin 
I within  the  capillary  network  of  the  pulmonary 
parenchyma  by  a splitting  off  of  two  amino  acids 
rendering  the  new  vaso-active  substance  many 
times  more  potent  than  its  precursor.  ^Moreover 
angiotensin  II  does  not  lose  its  potency  upon  re- 
passing through  the  lungs. 

C.  Clotting- Anticlotting  Factors.  Another  im- 
portant feature  of  lung  metabolism  is  its  con- 
tribution to  the  clotting  mechanisms  within  the 
body.  In  addition  to  supplying  factors  that  either 
promote  or  inhibit  clotting,  plasminogen,  the  pre- 
cursor of  fibrinolysin,  is  activated  by  a factor  whose 
source  is  probably  located  in  the  endothelial  cells 
of  the  pulmonary  arteries,  veins,  and  capillaries***. 

Initiation  of  the  extrinsic  clotting  cascade  starts 
with  a phosphatide-protein-calcium  complex,  com- 
ponents which  are  found  in  abundance  within  lung 
tissue.  Countering  this  is  the  mast  cell’s  produc- 
tion of  heparin,  which  is  known  in  vitro  to  have 
anti-thromboplastic  and  anti-thrombin  activity  in 
addition  to  preventing  the  release  of  platelet 
amines. 

The  balance  of  the  concentrations  of  clotting 
and  anticlotting  factors  determines  the  fluidity  of 
the  blood.  Some  investigators  feel  that  there  is  a 
continuous  physiological  cycle  of  formation  of 
microthrombi  within  the  systemic  capillaries  and 
veins,  embolization  on  a small  scale  to  the  pul- 
monary filter,  and  dissolution  by  fibrinolytic  mech- 
anisms. When  these  delicate  mechanisms  are  un- 
balanced by  a variety  of  stress  agents,  pathological 
features  appear. 

(5)  Pulmonary  Clearance  Mechanisms.  The 
vast  internal  surface  area  of  the  lung,  nearly  40 
times  that  of  the  body  skin,  is  highly  vulnerable 
to  infection  for  many  reasons.  Unlike  the  epider- 
mis, the  alveolar  membrane  is  neither  stratified 
nor  keratinized  so  that  less  invasiveness  is  neces- 
sary on  the  part  of  an  infecting  agent.  Consider- 
able quantities  (nearly  360  cubic  feet  day)  of  our 
polluted  atmosphere,  often  enriched  by  burning 
tobacco,  pass  into  juxtaposition  with  the  alveolar 
membrane.  Several  lines  of  defense  are  therefor 
required  to  maintain  sterility  within  the  lung. 

Perhaps  the  most  important  defense  against  in- 
fection (viruses,  bacteria)  is  the  pulmonary  macro- 
phage, an  unattached  group  of  cells  which  reside 
within  the  alveoli.  These  cells  depend  upon  ven- 
tilation as  their  source  of  O2  and  require  obliga- 
tory aerobic  glycolysis  unlike  macrophages  else- 


where in  the  body  (peritoneum).  There  is  specu- 
lation that  they  are  one  of  the  main  O2  consumers 
within  lung  tissue.  They  contain  several  bacterio- 
lytic enzymes,  cathepsin,  acid  phosphatase,  and 
lysozyme,  as  well  as  antibody  protein.  It  is  not 
known  whether  this  a-2-immunoglobulin  comes 
only  from  the  lung’s  lympho-proliferative  tissue  or 
is  actively  synthesized  in  macrophages  as  well. 
Macrophage  activity  is  markedly  inhibited  by 
alcohol,  and  to  a lesser  extent  by  hypoxia,  corti- 
sone, and  barbiturates. 

Once  foreign  agents  are  destroyed,  engulfed,  or 
both,  several  pathways  of  exit  from  the  alveoli  are 
open  to  the  macrophage.  Amoeboid  mobility  per- 
mits these  cells  to  move  across  the  alveolar  mem- 
brane into  the  parenchymal  lymph  channels  which 
may  lead  them  to  lymphoid  tissue  located  sub- 
pleurally,  along  the  broncho-vascular  bundles  of 
lobes  of  lungs  or  to  hilar  lymph  nodes.  An  alter- 
nate route  for  these  cells  is  up  the  tracheobronchial 
muco-ciliary  escalator.  With  coughing,  alveolar  and 
bronchial  material  can  also  be  rapidly  propelled 
back  out  into  the  environment  once  it  reaches  the 
mainstem  bronchi. 

(6)  In  Utero  Lung  Function.  The  foetal  lung 
is  quite  different  from  the  adult  counterpart  in 
many  ways.  In  utero  it  obtains  only  10  per  cent 
of  the  cardiac  output  from  the  right  ventricle,  and 
is  not  required  for  the  O2-CO2  exchange  which 
preferentially  occurs  across  the  placenta. 

The  lung  has  many  similarities  to  the  kidney 
in  the  foetus.  In  utero,  the  lung  performs  largely 
an  excretory  role  by  contributing  to  the  formation 
of  amniotic  fluid.  Thus  it  is  not  surprising  that 
congenital  abnormalities  of  the  lung  are  often  asso- 
ciated with  oligohydramnios.  The  tracheal  secre- 
tions of  the  foetal  lung  are  quite  different  from 
plasma  constituents  or  amniotic  fluid,  suggesting 
that  it  is  an  ultrafiltrate.  The  pH  of  this  ultrafil- 
trate is  about  6.45,  the  bicarbonate  content  only 
4.3  meq.,  while  the  chloride  is  higher  than  in  the 
plasma.  Although  information  about  the  develop- 
mental physiological  chemistry  of  the  foetal  lung 
is  accumulating,  much  remains  to  be  done. 

CONCLUSIONS 

For  a more  comprehensive  report  of  non-ventila- 
tory  functions  of  the  lung,  the  reader  is  referred 
to  the  excellent  review  of  Heinemann  and  Fish- 
man^**. This  resume  serves  as  an  indication  that 
this  new  field  of  exploration  is  only  in  its  infancy 
and  many  more  man  years  of  research  are  neces- 
CContimied  on  Next  Page) 
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sary  to  identif}'  and  evaluate  as  yet  unknown  im- 
portant functions  of  the  lung. 
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ON-LINE  MONITORING 

(Concluded  from  Page  490) 

by  mechanical  ventilation  may  be  more  effective. 

Such  a hope  is  based  upon  the  following  con- 
siderations: 1)  there  is  better  understanding  of 
the  processes  involved  in  abnormal  ventilation ; 
2 ) the  facilities  to  detect  and  measure  these 
changing  phenomena  are  at  hand;  and  3)  techno- 
logical advances  make  it  possible  to  determine 
such  processes  automatically,  calculate  their  ef- 
fects, and  present  such  information  to  the  medical 
attendants  on  an  “on-line”  basis.  My  efforts  are 
concerned  with  the  third  of  the  above  factors 
which  may  lead  to  improved  patient  care.  Herein 
presented  are  my  reasons  for  the  need  of  such  a 
device  and  an  approach  for  its  achievement. 
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DERMAQUIZ  ANSWERS 

(See  Page  479) 

At  left,  a crateriform  ulcer,  bleeding  in  the  center, 
surrounded  by  a winding  wall  of  yellowish  nodules 
with  telangectases,  in  an  elderly  woman,  duration  3 
years. 

At  right,  also  a punched  out  ulcer,  not  bleeding, 
with  borders  strikingly  different  in  disposition  and 
shape.  There  are  no  nodes,  no  telangectases,  the 
shape  is  somewhat  geometric,  quadrangular. 


ONE  SENTENCE  ESSAY 
Happiness  is  a byproduct  of  life,  not  a goal. 

. . . Dr.  Haim  Ginott,  Child  Psychologist 


526 


RHODE  ISLAND  MEDICAL  JOURNAL 


Picture  of 
I )ainful  myositis 


treated  with 
Parafon  Forte  ™leis 

Paraflex®  (chlorzoxazone)*  250  mg. 

Tylenol®  (acetaminophen)  300  mg. 


iifon  Forte  tablets  help  to  relieve  pain, 
:S)re  mobility. . . stop  pain-spasm  feedback 

’ ’oviding: 

n isalicylate  analgesic  equal  to  aspirin  for  the  relief 
in, '’2  yet  unlikely  to  produce  the  irritation  to  the 
li’ic  mucosa  so  often  associated  with  salicylate 
(eipy2 

If  a skeletal  muscle  relaxayit  effective  in  a wide  va- 
e of  conditions2-5...but  not  likely  to  have  the  cen- 
^jffects  of  tranquilizing  compounds.^ 


rcribe  Parafon  Forte  for  effective  spasmolysis 
vanalgesia  in  sprains,  strains,  myalgias,  low  back 
bursitis  and  other  musculoskeletal  disorders, 
patients  will  appreciate  the  restored  comfort 
1‘freedom  of  movement  it  usually  provides. 


Contraindications:  Sensitivity  to  either  component.  Precautions: 
E-xercise  caution  in  patients  with  known  allergies  or  history  of 
drug  allergies.  If  a sensitivity  reaction  or  signs  or  symptoms  sug- 
gestive of  liver  dysfunction  are  observed,  the  drug  should  be 
stopped.  Adverse  Reactions:  Occasionally,  drowsiness,  dizziness, 
lightheadedness,  malaise,  overstimulation  or  gastrointestinal 
disturbances  may  be  noted;  rarely,  allergic-type  skin  rashes, 
petechiae,  ecchymoses,  angioneurotic  edenia  or  anaphylactic 
reactions.  In  rare  instances,  Paraflex  (chlorzoxazone)  may  pos- 
sibly have  been  associated  with  gastrointestinal  bleeding.  While 
Paraflex  (chlorzoxazone)  and  chlorzoxazone-containing  prod- 
ucts have  been  suspected  as  being  the  cause  of  hepatic  toxicity 
in  approximately  eighteen  patients,  it  was  not  possible  to  state 
that  the  dysfunction  was  or  was  not  drug  induced.  Usual  Adult 
Dosage:  Two  tablets  q.i.d.  Supplied:  Scored,  light  green  tablets, 
imprinted  “McNEIL”  — bottles  of  100. 
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anxiety: 
the  tyrant 
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Excessive  anxiety  can  often  dominate  the  patient  made 
vulnerable  by  illness,  surgery,  prolonged  emotional  stress.  Itcan ' 
induce  or  aggravate  symptoms,  disrupt  medical  management, 
divert  energy  the  patient  needs  for  recovery. 

The  antianxiety  action  of  Librium®  (chlordiazepoxide  HCD— 
used  adjunctively  or  alone— has  demonstrated  clinical 
usefulness  in  virtually  every  field  of  medical  practice  vi/here 
anxiety  complicates  the  patient's  condition. 


for  the  patient 
ruled  by  anxiety 

Librium® 

(chlordiazepoxide 
HCl)5-mg,  10-mg, 
25-mg  capsules 

Before  prescribing,  please  consult  com- 
plete product  information,  a summary  of 
which  follows: 

Indications:  Indicated  when  anxiety,  ten- 
sion and  apprehension  ore  significant 
components  of  the  clinical  profile. 
Contraindications:  Patients  with  known 
hypersensitivity  to  the  drug. 

Warnings:  Caution  patients  about  possible 
combined  effects  with  alcohol  and  other 
CNS  depressants.  As  with  all  CNS-acting 
drugs,  caution  patients  against  hazardous 
occupations  requiring  complete  mental 
alertness  (e.g.,  operating  machinery, 
driving).  Though  physical  and  psychologi- 
cal dependence  have  rarely  been  re- 
ported on  recommended  doses,  use 
caution  in  administering  to  addiction- 


prone  individuals  or  those  who  might 
increase  dosage;  withdrawal  symptoms 
(including  convulsions),  following  dis- 
continuation of  the  drug  and  similar  to 
those  seen  with  barbiturates,  have  been 
reported.  Use  of  any  drug  in  pregnancy, 
lactation,  or  in  women  of  childbearing 
age  requires  that  its  potential  benefits  be 
weighed  against  its  possible  hazards. 
Precautions:  In  the  elderly  and  debilitated, 
and  in  children  over  six,  limit  to  smallest 
effective  dosage  (initially  10  mg  or  less 
per  day)  ta  preclude  ataxia  oraverseda- 
tion,  increasing  gradually  as  needed  and 
tolerated.  Not  recommended  in  children 
under  six.  Though  generally  not  recom- 
mended, if  combination  therapy  with 
other  psychotropics  seems  indicated, 
carefully  consider  individual  pharmaco- 
logic effects,  particularly  in  use  of  po- 
tentiating drugs  such  as  MAO  inhibitors 
and  phenothiazines.  Observe  usual  pre- 
cautions in  presence  of  impaired  renal  or 
hepotic  function.  Paradoxical  reactions 
(e.g.,  excitement,  stimulation  and  acute 
rage)  have  been  reported  in  psychiatric 
patients  and  hyperactive  aggressive 
children.  Employ  usual  precautions  in 
treatment  of  anxiety  states  with  evidence 
of  impending  depression;  suicidal  ten- 
dencies may  be  present  and  protective 


measures  necessary.  Variable  effects 
on  blood  coagulation  have  been  reported 
very  rarely  in  patients  receiving  the  drug 
and  oral  anticoagulants;  causal  relation- 
ship has  not  been  established  clinically. 
Adverse  Reactions:  Drowsiness,  ataxia  and 
canfusion  may  occur,  especially  in  the 
elderly  and  debilitated.  These  are  re- 
versible in  most  instonces  by  proper 
dosage  adjustment,  but  are  also  occasion- 
ally observed  ot  the  lower  dosage  ranges 
In  a few  instances  syncope  has  been 
reported.  Also  encountered  are  isolated 
instances  of  skin  eruptions,  edema,  minor 
menstrual  irregularities,  nausea  and 
constipation,  extrapyramidol  symptoms, 
increased  and  decreased  libido  — all  in- 
frequent and  generally  controlled  with 
dosage  reduction;  changes  in  EEG  pat- ' 
terns  (low-voltage  fast  activity)  may  , . 
appear  during  and  after  treatment; 
blood  dyscrasias  (including  agranulocyto- 
sis), jaundice  and  hepatic  dysfunction 
have  been  reported  occasionally,  making 
periodic  blood  counts  and  liver  function 
tests  advisable  during  protracted  therapy. 
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in  cardiac  edema 


gets  the  wacter  out 
spa^res  the  potassitun 


Before  prescribing,  see  complete  prescribing  in- 
formation in  SK&F  literature  or  PDR. 

Indications:  Edema  associated  with  congestive 
heart  failure,  cirrhosis  of  the  liver,  the  nephrotic 
syndrome,  late  pregnancy;  also  steroid-induced 
and  idiopathic  edema,  and  edema  resistant  to 
other  diuretic  therapy.  ‘Dyazide’  is  also  indicated 
in  the  treatment  of  mild  to  moderate  hypertension. 

Contraindications:  Pre-existing  elevated  se- 
rum potassium.  Hypersensitivity  to  either  compo- 
nent. Continued  use  in  progressive  renal  or  hepatic 
dysfunction  or  developing  hyperkalemia. 

Warnings:  Do  not  use  dietary  potassium  sup- 
plements or  potassium  salts  unless  hypokalemia 
develops  or  dietary  potassium  intake  is  markedly 
impaired.  Enteric-coated  potassium  salts  may 
cause  small  bowel  stenosis  with  or  without  ulcer- 
ation. Hyperkalemia  (>5.4  mEq/L)  has  been  re- 
ported in  4%  of  patients  under  60  years,  in  12% 
of  patients  over  60  years,  and  in  less  than  8%  of 
patients  overall.  Rarely,  cases  have  been  as- 
sociated with  cardiac  irregularities.  Accordingly, 
check  serum  potassium  during  therapy,  par- 
ticularly in  patients  with  suspected  or  confirmed 
renal  insufficiency  (e.g.,  certain  elderly  or  dia- 
betics). If  hyperkalemia  develops,  substitute  a 
thiazide  alone.  If  spironolactone  is  used  con- 
comitantly with  ‘Dyazide’,  check  serum  potassium 
frequently — they  can  both  cause  potassium  reten- 
tion and  sometimes  hyperkalemia.  Two  deaths 
have  been  reported  in  patients  on  such  combined 
therapy  (in  one,  recommended  dosage  was  ex- 
ceeded; in  the  other,  serum  electrolytes  were  not 
properly  monitored).  Observe  regularly  for  possi- 
ble blood  dyscrasias,  liver  damage  or  other  idio- 
syncratic reactions.  Blood  dyscrasias  have  been 
reported  in  patients  receiving  Dyrenium  (triam- 


terene, sk&f).  Rarely,  leukopenia,  thrombocyto- 
penia, agranulocytosis,  and  aplastic  anemia  have 
been  reported  with  the  thiazides.  Watch  for  signs 
of  impending  coma  in  acutely  ill  cirrhotics. 
Thiazides  are  reported  to  cross  the  placental  bar- 
rier and  appear  in  breast  milk.  This  may  result  in 
fetal  or  neonatal  hyperbilirubinemia,  thrombocyto- 
penia, altered  carbohydrate  metabolism  and  pos- 
sibly other  adverse  reactions  that  have  occurred 
in  the  adult.  When  used  during  pregnancy  or  in 
women  who  might  bear  children,  weigh  potential 
benefits  against  possible  hazards  to  fetus. 

Precautions:  Do  periodic  serum  electrolyte 
and  BUN  determinations.  Do  periodic  hematologic 
studies  in  cirrhotics  with  splenomegaly.  Anti- 
hypertensive effects  may  be  enhanced  in  post- 
sympathectomy patients.  The  following  may  occur: 
hyperuricemia  and  gout,  reversible  nitrogen  reten- 
tion, decreasing  alkali  reserve  with  possible 
metabolic  acidosis,  hyperglycemia  and  glycosuria 
(diabetic  insulin  requirements  may  be  altered), 
digitalis  intoxication  (in  hypokalemia).  Use  cau- 
tiously in  surgical  patients.  Concomitant  use  with 
antihypertensive  agents  may  result  in  an  additive 
hypotensive  effect. 

Adverse  RecVCtions:  Muscle  cramps,  weak- 
ness, dizziness,  headache,  dry  mouth;  anaphylaxis; 
rash,  urticaria,  photosensitivity,  purpura,  other 
dermatological  conditions;  nausea  and  vomiting 
(may  indicate  electrolyte  imbalance),  diarrhea, 
constipation,  other  gastrointestinal  disturbances. 
Rarely,  necrotizing  vasculitis,  paresthesias,  icterus, 
pancreatitis,  and  xanthopsia  have  occurred  with 
thiazides  alone. 

Supplied: Bottles  of  100  capsules. 
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BROMSULPHALEIN®  IN  A STERILE,  DISPOSABLE,  ECONOAAICAL  UNIT 


The  Bromsulphalein  test  is  a 
convenient,  sensitive,  reliable  test  of 
liver  function. 

The  precalibrated  syringe  contained 
in  the  BSP  Disposable  Unit  makes 
weight  calculations  unnecessary, 
providing  proper  dosage  regardless  of 
patient-weight.  Each  unit  contains 
complete  directions  for  use,  precautions 
and  contraindications. 

The  all-inclusive  BSP  Disposable  Unit 
provides  economic  unit  dispensing. 

Complete  literature  available  on 
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A urinary  tract 
infection  was 
eliminated  last  week 


For  women  who  are  diabetic  or  debilitated,  oral  antibiotic 
therapy  often  sets  the  stage  for  monilial  overgrowth  in  the 
intestine. 


Intestinal  monilial  overgrowth 

has  appeared 
this  week 


When  you  anticipate  such  a problem,  take  action  with 
DECLOSTATIN  300.  It  combines  the  broad-spectrum  potency 
of  demethylchlortetracycline  with  the  antifungal  effectiveness 
of  nystatin -it  helps  avoid  monilial  take-over.  Experience  has 
shown  DECLOSTATIN  to  be  highly  useful  for  many  women 
patients;  individual  culture  studies  will  show  exactly  where 
this  usefulness  may  best  be  applied. 

It  doesn’t  let  monilia  begin 
where  bacteria  end. 
Declostatin’300 


Demethylchlortetracycline  HCI  300  mg  and 

Nystatin  500,000  units  Capsule-Shaped  Tablets  Lederle 


Effectiveness.  Because  Its  antibacterial  component  is 
DECLOMYCIN  ® Demethylchlortetracycline.  DECLOSTATIN  should 
be  equally  or  more  effective  therapeutically  than  other  tetracyclines 
in  infections  caused  by  tetracycline-sensitive  organisms.  The 
antifungal  component,  nystatin,  protects  against  superinfection  by 
antibiotic-resistant  fungal  overgrowth  (particularly  monilia)  in  the 

intestinal  tract. 

Contraindication:  History  of  hypersensitivity  to  demethylchlortetra- 
cycline or  nystatin. 

Warning:  In  renal  impairment,  usual  doses  may  lead  to  excessive 
accumulation  and  liver  toxicity.  Under  such  conditions,  lower  than 
usual  doses  are  indicated  and.  if  therapy  is  prolonged,  serum  level 
determinations  may  be  advisable.  A photodynamic  reaction  to 
natural  or  artificial  sunlight  has  been  observed.  Small  amounts  of 
drug  and  short  exposure  may  produce  an  exaggerated  sunburn 
reaction  which  may  range  from  erythema  to  severe  skin  mani- 
festations. In  a smaller  proportion,  photoallergic  reactions  have 
been  reported  Patients  should  avoid  direct  exposure  to  sunlight 
and  discontinue  drug  at  the  first  evidence  of  skin  discomfort. 
Necessary  subsequent  courses  of  treatment  with  tetracyclines 
should  be  carefully  observed. 

Precautions:  Overgrowth  of  nonsusceptible  organisms  may  occur. 

Constant  observation  is  essential.  If  new  infections  appear, 
appropriate  measures  should  be  taken.  In  infants,  increased 


intracranial  pressure  with  bulging  fontanels  has  been  observed. 

All  signs  and  symptoms  have  disappeared  rapidly  upon  cessation 
of  treatment. 

Side  Effects:  Gastrointestinal  system -anorexia,  nausea,  vomiting, 
diarrhea,  stomatitis,  glossitis,  enterocolitis,  pruritus  ani.  Skin  — 
maculopapular  and  erythematous  rashes:  a rare  case  of  exfoliative 
dermatitis  has  been  reported.  Photosensitivity;  onycholysis  and 
discoloration  of  the  nails  (rare).  Kidney  — rise  in  BUN.  apparently 
dose-related.  Transient,  reversible,  nephrogenic  diabetes  insipidus 
with  excessive  thirst  and  polyuria  (rare).  Hypersensitivity  reactions 
— urticaria,  angioneurotic  edema,  anaphylaxis.  Teeth  — dental 
staining  (yellow-brown)  in  children  of  mothers  given  this  drug 
during  the  latter  half  of  pregnancy,  and  in  children  given  the  drug 
during  the  neonatal  period,  infancy  and  early  childhood.  Enamel 
hypoplasia  has  been  seen  in  a few  children.  If  adverse  reaction  or 
idiosyncrasy  occurs,  discontinue  medication  and  institute  appro- 
priate therapy.  Demethylchlortetracycline  may  form  a stable 
calcium  complex  in  any  bone-forming  tissue  with  no  serious 
harmful  effects  reported  thus  far  in  humans. 

Average  Adult  Daily  Dosage:  One  tablet  b i d.  Should  be  given 
1 hour  before  or  2 hours  after  meals,  since  absorption  is  impaired 
by  the  concomitant  administration  of  high  calcium  content 
drugs,  foods  and  some  dairy  products.  Treatment  of  streptococcal 
infections  should  continue  for  10  days,  even  though  symptoms 
have  subsided. 
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3,000  YAJJ^KS  COMPLETING 
STUDIES  ABROAD 

Do  young  American  medical  hopefuls  who  are 
turned  down  by  U.S.  medical  schools  merely  fade 
away? 

You  can  bet  your  latest  miracle  drug  that  many 
do  not. 

A large  proportion  enroll  in  Italian  medical 
schools,  while  many  of  the  others  are  scattered  in 
about  two  dozen  schools  in  Switzerland,  Belgium, 
France,  Germany,  Holland,  Spain  and  Mexico. 

Overall,  some  3,000  Americans  are  completing 
their  medical  school  studies  abroad,  nearly  one- 
third  of  them  in  Italy. 

According  to  a leading  national  medical  maga- 
zine, most  of  the  students  located  in  Italy — 745 
of  them — attend  the  University  of  Bologna,  “the 
world’s  oldest  medical  school.” 

And,  reports  the  article,  “virtually  all  intend  to 
practice  medicine  in  the  U.S.  once  they  earn  their 
Italian  IM.D.  degrees.” 

Once  back  in  the  United  States,  these  Americans 
with  foreign  degrees  will  help  ease  the  nation’s 
severe  doctor  shortage,  which  according  to  the 
Health  Insurance  Institute,  is  about  50,000 — and 
on  the  rise. 

And  it  might  be  worse  if  not  for  the  40,000 
foreign  graduates  (both  U.S.  and  foreign  nation- 
als) now  practicing  here. 

The  problem  is  that  many  potentially  good  doc- 
tors are  turned  down  by  crowded  U.S.  medical 
schools  physically  unable  to  handle  all  applicants. 

To  add  to  the  problem  is  the  posture  now  being 


taken  by  many  European  medical  schools  who 
have  begun  to  reject  Americans. 

Switzerland’s  five  medical  schools,  for  example, 
which  have  probably  trained  more  American  stu- 
dents than  those  in  any  other  European  country, 
have  set  up  restrictions  partly  because  they  would 
rather  aid  poor  countries  than  rich  ones. 

The  Netherlands,  too,  has  decided  not  to  accept 
any  Americans  for  at  least  two  years,  while  Spain 
has  sharply  cut  back  its  medical  school  admissions 
to  all  out-of-country  applicants. 

Also,  Sweden  and  the  United  Kingdom  no  longer 
take  any  substantial  numbers  of  Americans, 
though  there  are  currently  several  dozen  in  Ire- 
land. 

This  may  be  the  reason  why  so  many  young 
Americans  have  headed  for  Italy,  or  in  America, 
for  Mexico. 

Currently  there  are  600  American  students 
studying  at  the  Universidad  Autonoma  de  Guada- 
lajara in  the  state  of  Jalisco. 

(Continued  on  Next  Page) 

SEEBERT  J.  GOLDOWSKY,  M.D.  recently 
marked  the  10th  anniversary  of  his  leadership  of 
the  Rhode  Island  Medical  Journal.  He  was  elec- 
ted as  Editor-in-Chief  in  September  of  1960  by 
the  House  of  Delegates.  At  a joint  meeting  of  the 
Publications  Committee  and  the  editorial  staff, 
Goldowsky  was  given  a rising  acclamation. 
Robert  V.  Lewis,  M.D.,  Committee  Chairman, 
commended  Doctor  Goldowsky  for  his  outstand- 
ing service  and  offered  felicitations  for  his  con- 
tinued success. 
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This  represents  the  second  largest  American  stu- 
dent body  outside  the  U.S.,  but  with  ever  increas- 
ing numbers  applying,  even  here  Americans  must 
be  limited  to  retain  space  for  qualified  Mexicans. 

But  whatever  the  situation  in  foreign  schools, 
the  exodus  of  foreign  doctors  to  this  country  con- 
tinues. 

Latest  available  government  figures  shows  that 
in  1968  over  3,000  physicians  and  surgeons  mi- 
grated here,  1,300  from  Asia. 

The  largest  number  of  physicians  entering  the 
United  States  from  any  single  country  came  from 
the  Philippines,  650. 

Also,  nearly  300  immigrant  physicians  came 
from  Cuba — the  largest  number  of  any  country 
in  North  and  Central  America,  and  a 29  per  cent 
gain  over  the  previous  year. 

MOVE  TOWARD  LEGAL  ABORTIONS 
EFFECTS  HEALTH  INSURANCE  ROLE 

The  legal  status  of  abortions  is  undergoing  rapid 
changes  as  legislatures  across  the  country  review 
their  statutes. 

In  1967  Colorado  became  the  first  state  to  per- 
mit legal  abortions.  At  that  time  the  grounds  were 
the  condition  of  a mother’s  mental  health,  the  men- 
tal or  physical  defectiveness  of  the  fetus,  rape  or 
incest. 

Since  then  at  least  21  other  states  made  either 
similar  or  more  encompassing  changes,  or  are  cur- 
rently considering  them. 

.\nd  this  move  toward  legal  voluntary  abortion 
in  the  United  States  has  had  an  effect  on  the  exist- 
ing structure  of  health  insurance. 

.According  to  the  Health  Insurance  Institute, 
some  insuring  organizations  are  reviewing  current 
programs  to  see  if  wider  coverage  is  needed,  or 
whether  premiums  should  be  increased. 

.At  the  same  time,  a number  of  insurance  com- 
panies writing  health  insurance  have  indicated 
that  legal  abortions  have  been  covered  in  their 
policies  and  will  continue  to  be. 

An  Institute  survey  of  a number  of  major 
health  insurance  companies  shows  a pattern  of 
covering  legal  abortions  by  including  them  in  the 
category  of  benefits  for  normal  births,  miscarriage, 
and  therapeutic  abortion. 

These  insurers  also  say  they  plan  to  extend 
their  abortion  coverage  to  pay  benefits  for  opera- 
tions either  in  or  out  of  hospital. 

Outpatient  abortions  are  now  being  considered 
as  the  most  feasible  way  to  handle  large  numbers 
of  abortions. 


For  instance,  as  an  outpatient,  a woman  comes 
into  the  hospital  in  the  a.  m.,  is  aborted,  then  goes 
home  in  the  p.m. 

She  spends  about  3.4  hours,  on  the  average, 
in  the  recovery  room  before  being  sent  home, 
compared  with  the  37  hours  usually  necessary  for 
inpatient  abortion  patients. 

But  the  American  Aledical  Association’s  posi- 
tion is  that  an  abortion  should  only  be  performed 
in  an  accredited  hospital,  following  medical  con- 
sultation, by  a licensed  physician  and  surgeon 
who  agrees  medically  and  morally  with  the  deci- 
sion to  operate. 

Included  among  the  states  which  have  modified 
their  abortion  laws  since  1967  are  Arkansas, 
Delaware,  Georgia,  Kansas,  New  Alexico,  New 
York,  North  Carolina,  Oregon  and  Virginia. 

Those  states  now  considering  revision  of  their 
abortion  laws  include: 

Alaska,  California,  Florida,  Hawaii,  Illinois, 
Alaryland,  Alissouri,  New  Jersey,  Texas,  Vermont, 
Washington  and  Wisconsin. 

More  changes  may  be  forthcoming  because  of: 

Legislation  introduced  in  the  U.S.  Congress  to 
allow  the  abortion  decision  to  involve  solely 
patient  and  physician. 

The  U.S.  Supreme  Court's  impending  action — 
probably  by  this  fall — on  the  constitutionality  of 
abortion  laws. 

The  enactment  of  the  nation’s  most  liberal 
abortion  law  (containing  no  legislated  residency 
requirements  and  making  abortion  a personal 
matter  between  physician  and  patient)  which 
went  into  effect  in  New  York  on  July  1,  1970. 

BOARD  OF  FAMILY  PRACTICE 
LISTS  CERTIFICATION  DATES 

The  American  Board  of  Family  Practice  an- 
nounces that  it  will  give  its  SECOND  examination 
for  certification  in  various  centers  throughout  the 
United  States.  The  examination  will  be  over  a 
two-day  period  on  February  27-28,  1971.  Infor- 
mation regarding  the  examination  and  eligibility 
for  the  examination  can  be  obtained  by  writing: 

Nicholas  J.  Pisacano,  AI.D.,  Secretary-Treasurer 

.American  Board  of  Family  Practice,  Inc. 

University  of  Kentucky  Aledical  Center 

.Annex  ^2,  Room  229 

Lexington,  Kentucky  40506 

PLE.ASE  NOTE:  Deadline  for  receiving  com- 
pleted applications  in  the  Board  office  is  Novem- 
ber 1,  1970. 

(Continued  on  Page  533) 
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The  actions  of  the  official 
Tincture  and  Extract  of 
Belladonna  result  chiefly  from 
their  Atropine  content . . . 
conclude  Goodman  and  Gilman 

THE  PHARMACOLOGICAL  BASIS  OF  THERAPEUTICS 
3rd  Edition,  page  522 


Antrocol  provides  the  prompt^  predictable  antisecretory  action  of  the  bella- 
donna alkaloid,  atropine,  fortified  with  sedation  and  blended  wiihBensul- 
foid,  contributing  to  even  absorption. 


Each  tablet  or  capsule  contains: 
Atropine  sulfate,  0.324  mg.;  Phe- 
nobarbital,  16  mg.  (may  be  habit 
forming);  Bensulfoid,  65  mg.  (see 
white  section  PDR) . The  atropine 
content  of  Antrocol  is  the  maxi- 
mum amount  the  average  patient 
can  take  at  six  horn:  intervals  over 
long  periods  with  comfort. 

SUPPLIED 

Tablet  in  bottles  of 
100,  500  and  5000 
Capsule  in  bottles 
of  100, 500  and  1000 

Caution:  Federal  law  prohibits 
dispensing  without  prescription. 


Prescribing  Information 
Contraindicated  in  glaucoma.  Use  cautiously  in  pro- 
static hypertrophy.  Side-effects  of  toxic  dose  of 
atropine:  flushing,  dryness  of  mouth,  cycloplegia, 
tachycardia  and  urinary  retention. 

Dosage:  One  tablet  or  capsule  after  each  meal  to 
correct  emotional  stress  and  normalize  gastric  se- 
cretions. In  treating  peptic  ulcer,  doses  at  regular 
intervals  up  to  eight  (8)  tablets  or  capsules  per  day 
to  provide  the  proper  gastric  titer  for  healing.  After 
ulcer  has  healed,  one  tablet  or  capsule  after  each 
meal  to  maintain  a titer  unfavorable  to  recurrence. 


Clinical  supply  available  to  physicians. 


WILLIAM  P.  POYTHRESS  & CO.,  INC. 
RICHMOND,  VIRGINIA  23217 


Roche 

announces 


Efudex* 


1/22/68— Treatment  with  5%  5-FU 
cream  commences.  Patient  K.L.  showing 
widespread  but  mild  solar  keratoses  (also 
known  as  actinic  keratoses). 


(fluorouracil) 

cream/solution 

for  the  treatment 
of  solar/actinic  keratoses... 

a topical  alternative 
to  conventional  therapy 

Fluorouracil— the  Roche  contribution 

In  1962,  Roche  Laboratories  introduced  Fluorouracil 
Roche®  (5-fluorouracil).  Early  clinical  work  with  this 
drug  suggested  that  it  possessed  a selective  cytotoxic 
activity  when  applied  topically  to  certain  kinds  of 
lesions.  Based  on  this  work  and  years  of  clinical  trials, 
a standardized  form  of  topical  fluorouracil  can  now  be 
recommended  for  treatment  of  multiple  solar  or  actinic 
keratoses. 


Efudex® (fluorouracil)—  a new 
alternative  to  conventional  therapy 

Efudex  presents  the  physician  with  a topical  alternative 
to  surgery  in  the  treatment  of  solar  or  actinic  keratoses. 

It  is  effective,  comparatively  inexpensive  and  especially 
well-suited  for  treatment  of  multiple  lesions.  Important, 
too,  is  the  highly  desirable  cosmetic  result.  Clinical 
experience  demonstrates  that  treatment  with  Efudex 
results  in  an  extremely  low  incidence  of  scarring.* 

Highly  effective  on  first  and 
later  applications 

In  clinical  trials,  depending  on  the  dosage  form  and 
strength  used,  complete  involution  occurred  in  77  to  88 
per  cent  of  lesions  following  treatment.  The  rate  of 
recurrence  was  low,  ranging  from  1.7  to  5.6  per  cent 
up  to  a year  after  completion  of  therapy.  When  lesions 
did  recur  or  new  ones  appeared,  repeated  courses  of 
Efudex  therapy  proved  effective.* 


2/68— After  11  days  of  treatment. 
Ethema  is  seen  at  site  of  keratoses.  In 
a ition,  numerous  lesions  not  apparent 
pir  to  therapy  have  become  manifest 
b.harply  defined  reactions.  Intervening 
f.1,  also  treated,  shows  no  response  to 
tl  apy. 


|9/69  — One  year  after  cessation  of 
t.  apy.  Skin  appears  clear  with  no  evi- 
nce of  scarring.  Examination  reveals 
of  recurrence  or  the  formation  of 
■ ' lesions. 


Predictable  sequence  of 
therapeutic  response 

Two  to  four  weeks  constitutes  a typical  course  of  Efudex 
therapy.  The  response  is  usually  characteristic  and 
predictable.  After  three  or  four  days  of  treatment, 
erythema  begins  to  appear  in  the  area  of  the  keratoses. 
This  is  followed  by  an  intense  inflammatory  response, 
scaling  and  occasionally  moderate  tenderness  or  pain. 

The  height  of  the  inflammatory  reaction  generally  occurs 
two  weeks  after  the  start  of  therapy,  and  then  begins 
to  subside  as  treatment  is  stopped.  Within  two  weeks 
of  discontinuing  medication,  the  inflammation  is  usually 
gone.  A mild  erythema  may  remain  for  two  to  three 
months  before  gradually  receding. 

Selective— with  a high  degree 
of  safety 

Despite  the  temporary  unsightliness  and  discomfort  of 
the  inflammatory  episode,  Efudex  is,  in  general,  more 
readily  tolerated  than  surgery.  Clinical  work  shows  the  • , 

intense  inflammatory  response  to  be  limited  to  the  area  of 
the  lesion.  Normal  skin  is  not  similarly  affected.  Another 
measure  of  Efudex  safety:  systemic  absorption  of  topical 
fluorouracil  was  insignificant,  indicating  a low  risk  of 
systemic  toxicity."^ 

Two  strengths— two  convenient 
dosage  forms 

Efudex  is  available  as  a 2%  or  5%  solution  or  as  a 5% 
cream.  It  is  applied  twice  daily  by  the  patient  with 
a nonmetal  applicator  or  suitable  glove. 

Before  prescribing  Efudex,  however,  there  are  two 
important  considerations.  First,  please  consult  the 
complete  prescribing  information  for  precautions, 
warnings  and  adverse  reactions.  Second,  advise  the 
patient  that  treated  lesions  should  respond  with  the 
characteristic  but  transient  inflammation.  A positive 
sign  that  Efudex  is  working  for  them. 

♦Data  on  file,  Hoffmann-La  Roche  Inc.,  Nutley,  New  Jersey. 

2%  and  5%  Solutions;  5%  Cream 
Applied  twice  daily— resolves 
solar  or  actinic  keratoses. 

new 

(fluorouracil) 

cream/solution 


For  full  prescribing  information,  please  see  the  following  page. 


Roche 

introduces 


(fluorouracil) 
cream/solution 
the  new  standardized  topical 
for  solar/actinic  keratoses 


Description:  Efudex  solutions  and  cream  are  topical  preparations 
containing  the  fluorinated  pyrimidine  5-fluorouracil,  an 
antineoplastic  antimetabolite. 

Efudex  Solution  consists  of  2%  or  5%  fluorouracil  on  a weight/ 
weight  basis,  compounded  with  propylene  glycol,  tris- 
(hydroxymethyl)  aminomethane,  hydroxypropyl  cellulose, 
parabens  (methyl  and  propyl)  and  disodium  edetate. 

Efudex  Cream  contains  5%  fluorouracil  in  a vanishing  cream 
base  consisting  of  white  petrolatum,  stearyl  alcohol,  propylene 
glycol,  polysorbate  60  and  parabens  (methyl  and  propyl). 

Actions:  There  is  evidence  that  the  metabolism  of  fluorouracil  in 
the  anabolic  pathway  blocks  the  methylation  reaction  of 
deoxyuridylic  acid  to  thymidylic  acid.  In  this  fashion  fluorouracil 
interferes  with  the  synthesis  of  deoxyribonucleic  acid  (DNA) 
and  to  a lesser  extent  inhibits  the  formation  of  ribonucleic 
acid  (RNA).  Since  DNA  and  RNA  are  essential  for  cell 
division  and  growth,  the  effect  of  fluorouracil  may  be  to  create 
a thymine  deficiency  which  provokes  unbalanced  growth  and 
death  of  the  cell.  The  effects  of  DNA  and  RNA  deprivation  are 
most  marked  on  those  cells  which  grow  more  rapidly  and  which 
take  up  fluorouracil  at  a more  rapid  pace.  The  catabolic  metabolism 
of  fluorouracil  results  in  degradative  products  (e.g.,  CO2,  urea, 
a-fluoro-yS-alanine)  which  are  inactive. 

Studies  in  man  with  topical  application  of  “C-labeled  Efudex 
demonstrated  insignificant  absorption  as  measured  by  content 
of  plasma,  urine  and  respiratory  CO2. 

Indications:  Efudex  is  recommended  for  the  topical  treatment  of 
multiple  actinic  or  solar  keratoses. 

Contraindications:  Efudex  is  contraindicated  in  patients  with 
known  hypersensitivity  to  any  of  its  components. 

Warnings:  If  an  occlusive  dressing  is  used,  there  may  be  an 
increase  in  the  incidence  of  inflammatory  reactions  in  the 
adjacent  normal  skin. 

Prolonged  exposure  to  ultraviolet  rays  should  be  avoided  while 
under  treatment  with  Efudex  because  the  intensity  of  the  reaction 
may  be  increased. 

Usage  in  Pregnancy:  Safety  for  use  in  pregnancy  has  not  been 
established. 

Precautions:  If  Efudex  is  applied  with  the  fingers,  the  hands  should 
be  washed  immediately  afterward.  Efudex  should  be  applied  with 
care  near  the  eyes,  nose  and  mouth.  To  rule  out  the  presence  of  a 
frank  neoplasm,  a biopsy  should  be  made  of  those  areas  failing  to 
respond  to  treatment  or  recurring  after  treatment. 

Adverse  Reactions:  The  most  frequently  encountered  local 


reactions  were  pain,  pruritus,  hyperpigmentation  and  burniijil 
the  site  of  application.  Other  local  reactions  included  dermah 
scarring,  soreness  and  tenderness. 

Also  reported  were  insomnia,  stomatitis,  suppuration,  scaw 
swelling,  irritability,  medicinal  taste,  photosensitivity  and  'I 
lacrimation. 

Laboratory  abnormalities  reported  were  leukocytosis, 
thrombocytopenia,  toxic  granulation  and  eosinophilia. 

Dosage  and  Administration:  Efudex  should  be  applied  twice  i 
with  a nonmetal  applicator  or  suitable  glove  in  an  amount  o 
solution  or  cream  sufficient  to  cover  the  lesion.  When  Efude 
applied  to  a lesion,  a response  occurs  with  the  following  seq ! 
erythema,  usually  followed  by  vesiculation,  erosion,  ulcerati. 
necrosis  and  epithelization.  The  lower  frequency  and  intensi| 
activity  in  adjacent  normal  skin  indicate  a selective  cytotoxic  ft 
property.  Medication  should  be  continued  until  the  inflamma(^| 
reaction  reaches  the  erosion,  necrosis  and  ulceration  stage,  :,i 
which  time  use  of  the  drug  should  be  terminated.  The  usual  I 
duration  of  therapy  is  from  2 to  4 weeks.  Complete  healing  of  I 
lesion  may  not  be  evident  for  1 to  2 months  following  cessatic  J 
Efudex  therapy. 

How  Supplied:  Efudex  Solution,  10-ml  drop  dispensers — cont.J 
2%  or  5%  fluorouracil  on  a weight/ weight  basis,  compoundu 
with  propylene  glycol,  tris(hydroxymethyl)aminomethane,  1 
hydroxypropyl  cellulose,  parabens  (methyl  and  propyl)  and 
disodium  edetate. 

Efudex  Cream,  25-Gm  tubes  — containing  5%  fluorouracil  t 
vanishing  cream  base  consisting  of  white  petrolatum,  stearyllt 
alcohol,  propylene  glycol,  polysorbate  60  and  parabens  (metfe 
and  propyl). 

Clinical  Studies:  The  effectiveness  of  the  three  preparations 
determined  by  complete  involution  of  solar  keratoses  was: 
2%  Solution,  77%  of  282  lesions;  5%  Solution,  88%  of  202 
lesions;  and  5%  Cream,  85%  of  189  lesions.  In  those  lesions  wf 
complete  involution  followed  treatment,  the  rate  of  possible  : 
recurrences  observed  clinically  at  periods  up  to  12  months  or  i « 
was:  2%  Solution,  4.6%  of  218  lesions;  5%  Solution,  1.7%  of  | 
lesions;  and  5%  Cream,  5.6%  of  160  lesions.  Because  of  the  to' 
potential  of  fluorouracil,  some  physicians  preferred  to  use  the  6 
solution  when  large  areas  were  to  be  treated.  Approximately 
of  the  lesions  required  treatment  for  two  weeks  or  less; 
approximately  78%  required  four  weeks  or  less  for  adequati 
treatment. 


Roche 

LABORATORIES 


Division  ot  Hoffmartn-La  Roche  Inc. 
Nutiey.  New  Jersey  07 1 10 


THROUGH  THE  MICROSCOPE 

(Continued  from  Page  532) 

WHAT’S  RIGHT  WITH  AMERICA 

Yes,  there  are  dirty  plays,  but  not  one  has  even 
approached  the  performance  record  of  homey 
“Oklahoma”  or  “Fiddler  on  the  Roof.” 

Foreigners  are  scornful  of  our  ghettos.  Yet  tens 
of  millions  are  being  spent  by  businesses  to  re- 
build slums  with  modern  homes,  and  the  median 
Negro  family  income  has  risen  to  $5,360  a year 
and  the  number  earning  $7,000  has  doubled  in 
ten  years. 

Forty-five  per  cent  of  Americans  attend  church 
and  70  per  cent  consider  religion  very  important. 

More  Americans  finish  high  school  than  is  true 
of  any  other  nation,  and  we’re  getting  ready  to 
improve  that  even  more  by  special  programs  (de- 
veloped in  America)  for  pre-school  children.  And 
the  number  of  American  adults  who  continue 
their  schooling  even  into  old  age  is  the  wonder 
of  the  world. 

Book  buying  has  doubled  in  10  years — good 
books. 

Fifty  million  Americans  donate  time  and  14 
billion  dollars  every  year  to  charity. 

And  you  can  add  paragraphs  of  what  else  is 
good  from  your  own  experience. 

All  of  which  makes  a pretty  good  national  an- 
them, doesn’t  it — a lot  healthier  than  the  sorry 
blues  which  too  many  love  to  sing. 

(From  advertisement  by  Warner  & Swasey) 

OLDSTERS’  ACCIDENTS 

More  than  28,000  persons  65  years  of  age  and 
over  die  each  year  as  a result  of  accidental  in- 
juries. There  are  an  additional  800,000  in  this 
age  group  who  suffer  disabling  injuries  of  at  least 
one-day’s  duration. 

The  average  number  of  days  of  hospitalization 
required  by  persons  over  65  due  to  accidents  is 
greater  than  for  most  diseases. 

The  death  rate  from  accidents  among  persons 
65  and  over  is  about  2j/^-to-3  times  greater  than 
the  rate  of  any  group  over  15  years  of  age  and 
about  4-to-7  times  greater  than  the  rates  for 
children  under  5 and  5 -to- 14  years  old. 

Although  persons  over  65  comprise  more  than 
nine  per  cent  of  the  total  population,  they  account 
for  26  per  cent  of  all  accidental  deaths  10  per 
cent  of  all  bed  disabling  injuries;  and  13  per  cent 
of  all  hospitalized  accident  patients. 

The  severity  of  the  accident  problem  among 
our  older  citizens  is  further  illustrated  by  the 
(Continued  on  Page  543) 


Malpractice 
protection 
is  serious 
business! 


Talk  only  to  the  experts! 


And  let  them  speak  for  you.  By  all 

means,  discuss  your  treatment  with  your 
patients  during  treatment.  But  should  a 
patient’s  lawyer  want  to  speak  to  you 
about  your  treatment,  don’t  put  yourself 
at  a disadvantage.  Let  lawyers  talk  to 
lawyers.  Refer  him  to  the  legal  counsel 
for  your  professional  liability  insurance 
company. 

And  when  it  comes  to  malpractice  liabil- 
ity insurance,  talk  to  the  Man  from 
Starkweather  & Shepley.  As  a leading 
agency  for  the  St.  Paul  Insurance  Com- 
pany, he  can  provide  you  coverage  up  to 
$1  million.  In  fact,  he  can  provide  you 
with  a total  insurance  program  covering 
all  your  professional  and  personal  needs. 

Yes,  talk  to  your  patients  about  medicine, 
let  the  Man  from  S & S talk  to  you  about 
insurance  and  let  the  insurance  company 
lawyers  talk  about  law. 


Contact  Gardner  C.  Borden,  C.P.C.U. 

Starkweather  & Shepley,  Inc. 

155  South  Main  Street 
Providence,  R.  I.  421-6900 

■ I ONE  SOURCE /TOTAL  INSURANCE 

w»-« 
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When  irritable  colon  feels  like  this 


The  blowfish.a  small  sp* 
of  fish,  reacts  to  stress  or 
fright  by  puffing  itself  up 
air.  After  about  a dozen 
noisy  gulps  the  belly  is  ba 
shaped  and  hard.  When 
replaced  in  the  water  the 
quickly  expelled,  and 
the  fish  sinks  to  the  boM 


a.'. 


. in  the  presence  of  spasm  or  hypermotility, 
gas  distension  and  discomfort,  KINESED® 
provides  more  complete  relief : 


□ belladonna  alkaloids— for  the  hyper- 
active bowel  □ simethicone  — for  ac- 
companying distension  and  pain  due  to 
gas  □ phenobarbital  — for  associated 
anxiety  and  tension 

Composition:  Each  chewable,  fruit-flavored,  scored  tab- 
let contains:  16  mg.  phenobarbital  (warning:  may  be 
habit-forming);  0.1  mg.  hyoscyamine  sulfate;  0.02  mg. 
atropine  sulfate;  0.007  mg.  scopolamine  hydrobromide; 
40  mg.  simethicone. 

Contraindications:  Hypersensitivity  to  barbiturates  or 


• 

5 


belladonna  alkaloids,  glaucoma,  advanced  renal  or  he- 
patic disease. 

Precautions:  Administer  with  caution  to  patients  with 
incipient  glaucoma,  bladder  neck  obstruction  or  uri- 
nary bladder  atony.  Prolonged  use  of  barbiturates  may 
be  habit-forming. 

Side  effects:  Blurred  vision,  dry  mouth,  dysuria,  and 
other  atropine-like  side  effects  may  occur  at  high  doses, 
but  are  only  rarely  noted  at  recommended  dosages. 
Dosage:  Adults:  One  or  two  tablets  three  or  four  times 
daily.  Dosage  can  be  adjusted  depending  on  diagnosis 
and  severity  of  symptoms.  Children  2 to  12  years:  One 
half  or  one  tablet  three  or  four  times  daily.  Tablets  may 
be  chewed  or  swallowed  with  liquids. 


STUART  PHARMACEUTICALS  I Pasadena,  California  91109  1 Division  of  ATLAS  CHEMICAL  INDUSTRIES,  INC. 


(from  the  Greek  kinetikos, 
to  move, 

and  the  Latin  sedatus, 
to  calm) 

KINESED 

antispasmodic/sedative/antiflatulent 


BREAKUP— symbol  of  the  impact  of  emotional  stress 
But  when  the  stress  exceeds  transient  rage  or 
depression — and  settles  into  a chronic  mixed  anxiety 
depression  state — combined  tranquilizer- 
antidepressant  therapy  could  be  indicated. 


I 


! 


FOR  MODERATE  TO 
SEVERE  ANXIETY 
WITH  COEXISTING 
DEPRESSION 

TRIAVIL 

TRANQUILIZER- 
ANTIDEPRESSANT 

Containing  perphenazine  and  amitriptyline  HCI 

For  prescribing  information,  including  indica- 
tions, contraindications,  warnings,  precautions, 
and  side  effects,  please  see  following  page. 


FOR  MODERATE  TO 
SEVERE  ANXIETY 
WITH  COEXISTING 
DEPRESSION 


TRANQUILIZER- 

ANTIDEPRESSANT 

Containing  perphenazine  and  amitriptyline  HCI 


TRIAVIL®2-10:  Each  tablet  contains  2 mg.  of  perphenazine 
and  10  mg.  of  amitriptyline  hydrochloride. 

TRIAVIL®2-25:  Each  tablet  contains  2 mg.  of  perphenazine 
and  25  mg.  of  amitriptyline  hydrochloride. 

TRIAV1L®4-10:  Each  tablet  contains  4 mg.  of  perphenazine 
and  10  mg.  of  amitriptyline  hydrochloride. 

TRIAVIL®4-25:  Each  tablet  contains  4 mg.  of  perphenazine 
and  25  mg.  of  amitriptyline  hydrochloride. 


INDICATIONS:  Patients  with  moderate  to  severe  anxiety 
and/or  agitation  and  depressed  mood;  patients  with  de- 
pression in  whom  anxiety  and/or  agitation  are  severe; 
patients  with  depression  and  anxiety  in  association  with 
chronic  physical  disease;  schizophrenics  with  associated 
depressive  symptoms. 

CONTRAINDICATIONS:  Central  nervous  system  depression 
from  drugs  (barbiturates,  alcohol,  narcotics,  analgesics, 
antihistamines);  bone  marrow  depression;  pregnancy;  and 
in  patients  with  known  hypersensitivity  to  phenothiazines 
or  amitriptyline.  Do  not  give  in  combination  with  MAOl 
drugs  because  of  possible  potentiation  that  may  even  cause 
death.  Allow  at  least  two  weeks  between  therapies.  In  such 
patients  therapy  with  TRIAVIL  should  be  initiated  cau- 
tiously, with  gradual  increase  in  the  dosage  required  to 
obtain  a satisfactory  response.  Do  not  give  concomitantly 
with  guanethidine  or  similarly  acting  compounds  since  it 
may  block  the  antihypertensive  effect. 

WARNINGS:  Patients  should  be  warned  against  driving  a 
car  or  operating  machinery  or  apparatus  requiring  alert 
attention,  and  that  response  to  alcohol  may  be  increased. 
PRECAUTIONS:  Suicide  is  always  a possibility  in  mental 
depression  and  may  remain  until  significant  remission  oc- 
curs. Supervise  patients  closely  in  case  they  may  require 
hospitalization  or  concomitant  electroshock  therapy.  Un- 
toward reactions  have  been  reported  after  the  combined 
use  of  antidepressant  agents  having  various  modes  of 
activity.  Accordingly,  consider  possibility  of  potentiation 
in  combined  use  of  antidepressants.  Use  with  caution  in 
patients  with  glaucoma  and  those  with  problems  of  urinary 
retention.  Perphenazine  can  lower  the  convulsive  thresh- 
old in  susceptible  individuals.  It  should  be  given  with  cau- 
tion to  patients  with  convulsive  disorders.  Dosage  of  the 
anticonvulsive  agent  may  have  to  be  increased.  Not  rec- 
ommended for  use  in  children.  Mania  or  hypomania  may 
be  precipitated  in  manic-depressives  (perphenazine  in 
TRIAVIL  seems  to  reduce  likelihood  of  this  effect).  If  hypo- 
tension develops,  epinephrine  should  not  be  employed,  as 


its  action  is  blocked  and  partially  reversed  by  perphenaH 
zine.  Caution  patients  about  errors  of  judgment  due  t(H 
change  in  mood.  H 

ADVERSE  REACTIONS:  Similar  to  those  reported  witiH 
either  constituent  alone.  H 

Perphenazine:  Should  not  be  used  indiscriminately.  Us^| 
caution  in  patients  who  have  previously  exhibited  several 
reactions  to  other  phenothiazines.  Likelihood  of  untowar^B 
actions  greater  with  high  doses.  Closely  supervise  witlH 
any  dosage.  Side  effects  may  be  any  of  those  reportecB 
with  phenothiazine  drugs:  extrapyramidal  symptom® 
(opisthotonos,  oculogyric  crisis,  hyperreflexia,  dystonia® 
akathisia,  dyskinesia,  parkinsonism)  usually  controlled  b® 
the  concomitant  use  of  effective  antiparkinsonian  drug^B 
and/or  by  reduction  in  dosage,  but  sometimes  persisB 
after  discontinuation  of  the  phenothiazine;  skin  disorders 
(photosensitivity,  itching,  erythema,  urticaria,  eczema,  u« 
to  exfoliative  dermatitis);  other  allergic  reactions  (asthmaH 
laryngeal  edema,  angioneurotic  edema,  anaphylactoid  reH 
actions);  peripheral  edema;  reversed  epinephrine  effect® 
hyperglycemia;  endocrine  disturbances  (lactation,  galacH 
torrhea,  disturbances  of  menstrual  cycle);  altered  cere® 
brospinal  fluid  proteins;  paradoxical  excitement;  EK(® 
abnormalities  (quinidine-like  effect);  reactivation  of  psy® 
chotic  processes;  catatonic-like  states;  autonomic  reacB, 
tions,  such  as  dryness  of  the  mouth,  headache,  nausea® 
vomiting,  constipation,  obstipation,  urinary  frequency.® 
blurred  vision,  nasal  congestion,  and  a change  in  the  pulse® 
rate;  hypnotic  effects;  pigmentary  retinopathy;  corneaHj 
and  lenticular  pigmentation;  occasional  lassitude;  muscl®' 
weakness;  mild  insomnia.  Other  adverse  reactions  re®i 
ported  with  various  phenothiazine  compounds,  but  not® 
with  perphenazine,  include  blood  dyscrasias  (pancyto® 
penia,  thrombocytopenic  purpura,  leukopenia,  agranulocy® 
tosis,  eosinophilia);  liver  damage  (jaundice,  biliary  stasis)® 
grand  mal  convulsions;  cerebral  edema;  polyphagia;  pho® 
tophobia;  skin  pigmentation;  and  failure  of  ejaculation® 
Significant  unexplained  rise  in  body  temperature  may  sug® 
gest  intolerance  to  perphenazine,  in  which  case  discon® 
tinue.  Antiemetic  effect  may  obscure  signs  of  toxicity  duel 
to  overdosage  of  other  drugs  or  make  diagnosis  of  other® 
disorders  such  as  brain  tumors  or  intestinal  obstruction® 
difficult.  May  potentiate  the  action  of  central  nervous® 
system  depressants  (opiates,  analgesics,  antihistamines, T 
barbiturates,  alcohol)  and  atropine.  In  concurrent  then  I 
apy  with  any  of  these,  TRIAVIL  should  be  given  in  reduced  . 
dosage.  May  also  potentiate  the  action  of  heat  and  phos-  t 
phorous  insecticides.  | 

Amitriptyline:  Careful  observation  of  all  patients  recom- 1 
mended.  Side  effects  include  drowsiness  (may  occui  v 
within  the  first  few  days  of  therapy);  dizziness;  nausea  i 
excitement;  hypertension;  fainting;  fine  tremor;  jitteri  1 
ness;  weakness;  headache;  heartburn;  anorexia;  in  • 
creased  perspiration;  incoordination;  impotence  | 
increased  appetite  and  weight  gain;  allergic-type  reac  I 
tions  manifested  by  skin  rash,  swelling  of  face  and  tongue  f 
itching;  numbness  and  tingling  of  limbs,  including  pe  i 
ripheral  neuropathy;  activation  of  latent  schizophrenic' » 
(however,  the  perphenazine  content  may  prevent  this  re  & 
action  in  some  cases);  epileptiform  seizures;  temporaryE 
confusion,  disturbed  concentration,  or  transient  visua  • 
hallucinations  on  high  doses;  evidence  of  anticholinergi(|| 
activity,  such  as  tachycardia,  dryness  of  mouth,  stomatitis  I 
blurring  of  vision,  reversible  dilatation  of  the  urinary  tract  ^ 
urinary  retention,  constipation,  paralytic  ileus;  agranu 
locytosis;  jaundice.  Elderly  patients  and  adolescents  car'> 
often  be  managed  on  lower  dosage  levels.  ♦ 

For  more  detailed  information,  consuityour  MSD  Represen  i 
tative  or  see  the  package  circular.  Merck  Sharp  & Dohme.  ' 
Division  of  Merck  & Co.,  Inc.,  West  Point,  Pa.  1 9486. 
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treated  with 

Parafon  Forte  TABLETS  I 


Paraflex®  (chlorzoxazone)*  250  mg. 
Tylenol®  (acetaminophen)  300  mg. 


iafon  Forte  tablets  help  to  relieve  pain, 
iore  mobility. . . stop  pain- spasm  feedback 

providing: 

\nsalicylate  analgesic  equal  to  aspirin  for  the  relief 
E(ain,'’2  yet  unlikely  to  produce  the  irritation  to  the 
aric  mucosa  so  often  associated  with  salicylate 
hapy2 

1 a skeletal  muscle  relaxant  effective  in  a wide  va- 
t.'  of  conditions2-5...but  not  likely  to  have  the  cen- 
effects  of  tranquilizing  compounds.^ 

ijcribe  Parafon  Forte  for  effective  spasmolysis 
1 analgesia  in  sprains,  strains,  myalgias,  low  back 
P|i,  bursitis  and  other  musculoskeletal  disorders. 
C|r  patients  will  appreciate  the  restored  comfort 
T freedom  of  movement  it  usually  provides. 


Contraindications:  Sensitivity  to  eitlier  component.  Precautions: 
E.xercise  caution  in  patients  witfi  Icnown  allergies  or  history  of 
drug  allergies.  If  a sensitivity  reaction  or  signs  or  symptoms  sug- 
gestive of  liver  dysfunction  are  observed,  the  drug  should  be 
stopped.  Adverse  Reactions:  Occasionally,  drowsiness,  dizziness, 
lightheadedness,  malaise,  overstimulation  or  gastrointestinal 
disturbances  may  be  noted;  rarely,  allergic-type  skin  rashes, 
petechiae,  ecchymoses,  angioneurotic  edema  or  anaphylactic 
reactions.  In  rare  instances,  Paraflex  (chlorzoxazone)  may  pos- 
sibly have  been  associated  with  gastrointestinal  bleeding.  While 
Paraflex  (chlorzoxazone)  and  chlorzoxazone-containing  prod- 
ucts have  been  suspected  as  being  the  cause  of  hepatic  toxicity 
in  approximately  eighteen  patients,  it  was  not  possible  to  state 
that  the  dysfunction  was  or  was  not  drug  induced.  Usual  Adult 
Dosage:  Two  tablets  q.i.d.  Supplied:  Scored,  light  green  tablets, 
imprinted  “McNEIL”  — bottles  of  100. 

References : 1.  Batterman,  R.  C.,  and  Grossman,  A.  J.:  Fed.  Proc.  f4’.316,  1955. 
2.  Goodman,  L.  S.,  .and  Gilman,  A.,  ed.:  The  Pharmacological  Basis  of  Thera- 
peutics, ed.  3,  New  York,  The  Macmillan  Company,  1965,  p.  331.  3.  Kestler,  O. 

C.,  and  Gyux’ik,  J.:  Industr.  Med.  Surg. 
31  :372,  1962.  4,  Forster,  S.,  et  al. : Amer. 
J.  Orthop.  2:285,  1960.  5.  Friend,  D.  G.: 
Clin.  Pharmacol.  Ther.  5:871,  1964. 

McNEIL  LABORATORIES,  INC.,  FT.  WASHINGTON,  PA.  19034  *U.S.  PATENT  NO.  2.695.077 
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DELTASONE®  TABLETS-2.5  & 5 mg. 

(prednisone,  Upjohn) 

The  potency  of  prednisone  exceeds  cortisone  in  glucocorticoid  and 
anti-inflammatory  activity  by  about  five  times  on  a weight  basis,  but 
is  considerably  less  active  than  cortisone  in  mineralocorticoid 
activity. 

Indications  are  the  same  as  those  for  other  anti-inflammatory 
steroids.  Representative  uses  include  collagen  diseases,  allergic 
diseases,  generalized  dermatoses,  acute  ocular  inflammatory  dis- 
ease, certain  lymphatic  neoplastic  diseases,  ulcerative  colitis  and 
nephrosis.  Important:  Prednisone,  like  cortisone,  is  a potent  thera- 
peutic agent  influencing  the  biochemical  behavior  of  most,  if  not 
all,  tissues  of  the  body.  Because  it  manifests  little  sodium-retaining 
activity,  the  usual  early  sign  of  cortisone  overdosage  (i.e.,  increase 
in  body  weight  due  to  fluid  retention)  is  not  a reliable  index.  Hence, 
recommended  dose  levels  should  not  be  exceeded,  and  all  patients 
should  be  under  close  medical  supervision.  All  precautions  perti- 
nent to  the  use  of  cortisone  apply  to  Deltasone  (prednisone). 
Contraindications:  As  for  all  other  corticoids.  Considered  Abso- 
lute-herpes simplex  keratitis,  acute  psychoses  and  latent,  healed 
or  active  tuberculosis.  May  be  lifesaving  in  certain  cases  of  pul- 
monary or  meningeal  tuberculosis,  but  should  be  used  only  in  con- 
junction with  adequate  and  effective  antituberculous  therapy  to 
which  causative  organisms  are  shown  to  be  sensitive.  Considered 
Relative— active  or  latent  peptic  ulcer,  Cushing’s  syndrome,  diver- 
ticulitis, fresh  intestinal  anastomoses,  osteoporosis,  renal  insuffi- 
ciency, thromboembolic  tendencies,  psychotic  tendencies,  diabetes 
mellitus,  hypertension,  local  or  systemic  infections  including  vac- 
cinia, varicella  and  other  exanthematous  diseases,  and  fungal  infec- 
tions, and,  pregnancy  particularly  during  the  first  trimester  because 
of  observation  of  fetal  anomalies  in  experimental  animals.  If  neces- 
sary to  give  corticosteroids  during  pregnancy,  watch  newborn 
infants  closely  for  signs  of  hypoadrenalism  and  institute  appropri- 
ate therapy  if  signs  appear. 

If  corticoids  are  used  in  the  above  conditions,  weigh  risks  against 
benefits. 

Precautions:  Deltasone  should  be  given  only  with  full  knowledge 
of  characteristic  activity  of  and  varied  responses  to  corticoids.  Be- 
cause of  inhibiting  effect  on  fibroplasia,  corticoids  may  mask  signs 
of  and  enhance  spread  of  infection;  hence,  watch  patients  closely, 
and  if  intercurrent  infection  occurs,  control  with  appropriate  anti- 
bacterial measures.  If  possible,  avoid  abrupt  cessation  of  corti- 
costeroid therapy  because  of  the  danger  of  superimposing 
adrenocorticoid  insufficiency  on  the  infectious  process.  Prolonged 
hormone  therapy  usually  causes  a reduction  in  the  activity  and 
size  of  the  adrenal  cortex.  When  discontinuing  therapy,  relative 
adrenocortical  insufficiency  may  be  avoided  by  gradual  reduction 
of  dose.  However,  a potentially  critical  degree  of  insufficiency  may 
persist  asymptomatically  for  some  time  even  after  gradual  discon- 
tinuation of  adrenocortical  steroids.  Therefore,  if  a patient  is  sub- 
jected to  significant  stress,  such  as  surgery,  trauma,  or  severe 
illness  while  being  treated,  or  within  one  year  (occasionally  up  to 
two  years)  after  treatment  has  been  terminated,  hormone  therapy 
should  be  augmented  or  reinstituted  and  continued  for  the  duration 
of  the  stress  and  immediately  following  it.  Since  mineralocorticoid 
secretion  may  be  impaired,  salt  and/or  desoxycorticosterone 
should  be  administered  conjunctively.  It  is  preferable  to  use  a solu- 
ble hormone  preparation  in  the  immediate  preoperative  and  post- 
operative periods. 

Although  unlikely  with  Deltasone,  average  and  large  doses  of 
corticosteroids  can  cause  elevation  of  blood  pressure,  salt  and 
water  retention  and  increased  potassium  and  calcium  excretion. 
Dietary  salt  restriction  and  potassium  supplementation  may  be 
necessary.  Glucocorticoid  steroids  may  aggravate  diabetes  mellitus 
so  that  higher  insulin  dosage  may  become  necessary  or  manifes- 
tations of  latent  diabetes  mellitus  may  be  precipitated.  Cortico- 
steroids may  aggravate  myasthenic  symptoms  in  myasthenia  gravis 
and  should  be  given  with  proper  precautions. 

Muscle  weakness,  in  some  instances,  attributed  to  hypopotas- 
semia,  has  been  reported  following  prolonged  systemically  ad- 
ministered corticoids.  Excessive  potassium  loss,  like  excessive 
sodium  retention,  is  not  likely  to  be  induced  with  effective  mainte- 


nance doses  of  Deltasone  (prednisone),  however,  keep  this  eff( 
in  mind  and  perform  periodic  serum  potassium  determinations 
patients  on  prolonged  corticoid  therapy.  Muscle  weakness  occi 
ring  with  normal  serum  potassium  levels  may  be  due  to  disturban 
in  muscle  metabolism.  Severe  myopathy  is  associated  with  stj 
stantial  doses  of  steroids  for  prolonged  periods,  and  eviden 
indicates  it  occurs  more  frequently  with  9-alpha-fluro  steroids.  F 
placement  with  non-fluorinated  steroid  has,  in  some  instances,  i 
suited  in  improvement.  j 

Retardation  of  linear  growth,  roughly  proportional  to  dose,  h| 
been  noted  in  children  on  corticoids  for  six  months  or  more.  Follot 
ing  cessation  of  therapy,  growth  rate  may  be  accelerated.  Ther 
fore,  carefully  observe  growth  of  children  on  prolonged  corticc 
and  if  growth  is  retarded,  reduce  dose  sufficiently  to  permit  recov( 
before  epiphyseal  closure.  Make  every  effort  to  avoid  corticoi 
during  pregnancy,  since  spontaneous  remission  of  some  diseas 
such  as  rheumatoid  arthritis  may  occur.  Long  term  corticoid  theral 
may  evoke  hyperacidity  or  peptic  ulcer,  therefore,  as  prophylaxi 
an  ulcer  regimen  and  antacid  are  highly  recommended. Take X-ra 
in  peptic  ulcer  patients  complaining  of  gastric  distress,  an 
whether  or  not  changes  are  noted,  an  ulcer  regimen  is  recorj 
mended.  Since  prednisone  causes  less  salt  and  water  retenti'l 
than  many  other  glucocorticoids,  patients  should  be  observ' 
closely  for  development  of  undesirable  hormonal  effects  that  a| 
less  obvious  indications  of  steroid  toxicity  than  edema  and  hype] 
tension  due  to  salt  and  water  retention.  Continued  supervision 
patients  after  cessation  of  therapy  is  essential,  since  there  may  i| 
a sudden  reappearance  of  severe  disease  manifestation.  r) 
Adverse  Reactions:  Adverse  reactions  associated  with  use  of  corl 
coids  include:  Cushing's  syndrome,  moon  facies, '’supraclaviculj 
fat  pads,  hirsutism,  striae  and  acne;  relative  adrenocortical  insufl 
ciency  particularly  in  time  of  stress  due  to  trauma,  surgery  I 
severe  illness;  protein  catabolism  with  negative  nitrogen  balancf 
electrolyte  imbalance;  alteration  of  glucose  metabolism  with  aggr  ( 
vation  of  diabetes  mellitus  including  hyperglycemia  and  glycosuri|  ' 
osteoporosis  reversible  only  with  difficulty;  spontaneous  fracture  i 
aseptic  necrosis  of  the  hip  and  humerus;  activation  and  compile  ( 
tion  of  peptic  ulcer  including  perforation  and  hemorrhage;  aggr'  j 
vation  or  masking  of  infection;  increased  blood  pressur 
convulsions;  petechiae  and  purpura;  menstrual  irregularities  i ^ 
eluding  amenorrhea,  spotting  or  prolonged  bleeding;  insomni 
psychic  disturbances  especially  abnormal  euphoria;  nervousnes 
posterior  subcapsular  cataracts  occasionally  requiring  extractio  t 
increased  intraocular  tension;  increased  intracranial  pressure  wi 
papilledema  (pseudotumor  cerebri);  pancreatitis;  necrotizing  anc  , 
itis;  thinning  of  scalp  hair;  suppression  of  growth  in  childre 
thromboembolic  complications;  facial  erythema;  allergic  skin  rea 
tions;  ulcerative  esophagitis;  sweating;  vertigo;  weakness;  myo  I 
athy;  headache;  exophthalmos.  Adverse  reactions  are  usua  p 
reversible  and  usually  disappear  when  drug  is  discontinued. 
Supplied:  2.5  mg.,  scored— bottles  of  100  tablets.  5 mg.,  scored:  . 
bottles  of  100  and  500  tablets  and  cartons  of  100  tablets  in  fi  ' 
strips.  f-’ 

For  additional  product  information,  consult  the  package  inse 
or  see  your  Upjohn  representative.  e ,s  (««( 
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(Continued  from  Page  533) 
fact  that  persons  over  65  who  suffer  accidental 
injuries  are  confined  an  average  of  14.1  days,  as 
compared  with  10.3  days  in  the  45-to-64  vear  age 
group  and  6.4  days  for  all  ages. 

National  Safety  Council 

HEALTH  INSURANCE  PROTECTS 
89%  OF  THOSE  UNDER  65 

— In  48  out  of  the  50  states,  at  least  6 out  of 
every  10  people  under  age  65  have  some  form 
of  private  insurance. 

— In  42  states,  at  least  7 out  of  10  are  pro- 
tected. 

— In  32,  the  figure  is  at  least  8 out  of  10. 

As  a nation,  89  per  cent  of  the  civilian  popu- 
lation below  age  65  had  some  form  of  private 
health  insurance  at  the  beginning  of  last  year, 
reports  the  Health  Insurance  Institute. 

Four  States  Over  100% 

Many  people  live  in  one  state  but  work  in  an- 
other, and  have  their  health  insurance  through 
their  job.  As  a result,  in  four  states  there  are 
more  people  who  acquire  their  insurance  by  living 
or  working  in  the  state  than  there  are  actual  resi- 
dents of  the  state.  The  states  reporting  over  100 
per  cent  coverage  included  New  York  (108  per 
cent)  Illinois  .103  per  cent);  Pennsylvania  (102 
per  cent)  and  Michigan  (slightly  more  than  100 
per  cent). 

The  remaining  12  states  in  which  at  least  9 out 
of  every  10  persons  have  some  form  of  private 
health  insurance  include: 

Connecticut  and  ^lassachusetts,  98  per  cent; 
Ohio,  Rhode  Island,  Missouri  and  iMaine,  97  per 
cent;  North  Dakota  and  Indiana,  94  f>er  cent; 
Delaware  and  Iowa,  93  per  cent;  Wisconsin,  92 
per  cent,  and  Minnesota,  91  per  cent. 

The  Institute  report  was  based  on  the  Health 
Insurance  Council’s  23rd  annual  survey  of  the 
extent  of  voluntary  health  insurance  in  the  United 
States. 

Insurance  companies,  government  agencies  and 
reports  by  Blue  Cross  and  Blue  Shield,  were 
sources  for  the  statistics. 

The  geographical  area  with  the  highest  per- 
centage of  those  with  private  health  insurance — 
102  per  cent — consisted  of  the  Middle  Atlantic 
states  of  New  York,  New  Jersey  and  Pennsyl- 
vania. 

The  mountain  states  of  ^Montana,  Idaho,  Wyo- 
ming, Colorado,  New  IMexico,  Arizona,  Utah  and 
Nevada  recorded  the  lowest  rate — 72  per  cent. 

(Continued  on  Page  543) 
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SUPPORT  tor 
WOMEN 
Modal  433 

Get  relief  from  postural  strain  and 
many  back  conditions  with  a high 
degree  of  comfort.  Three  sets  of  ad* 
justment  straps  permit  "form-fit"  con- 
trol to  suit  individual  needs.  Elastic 
insets  allow  free  movement  for  the 
wearer.  "Cushioned  for  Comfort,”  this 
fine  Freeman  garment  features  downy 
soft  Dacron-Pima  Cotton.  Easy  to 
wash  and  dry.  Cushioned  stays. 

ORTHOPEDIC  SERVICES 
OF  R.  I. 

340  Broad  St.,  Providence,  R.  I.  02907 
EL  1-0800 

COMPLETE  LINE  OF  ORTHOPEDIC 

APPLIANCES  - SURGICAL  SUPPORTS 
HOME  TRACTION 
WALKERS  - CRUTCHES  - CANES 

Certified  Male  and  Female  Fitters 


House  Calls  Upon  Request 


Ernest  Hill  — Certified  Orthotist 
James  P.  Casperson  — Orthotist 
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The  gas/acid  group  of  disorders 

‘The  two  most  common  complaints  referable  to  the  upper 
gastrointestinal  tract  for  which  patients  seek  medical  relief  are 
hyperacidity  and  ‘gas.’  The  two  often  occur  together.”* 

Frees  captured  gas. ..neutralizes  free  acid 

Silain-Gel  Tablets  and  Liquid  are  separate  formulas  designed  to  provide 
equivalent  dual-action  symptomatic  relief.  Both  dosage  forms  contain 
simethicone  which  effectively  frees  trapped  gas,  enabling  the  patient  to 
eliminate  it.  Magnesium  hydroxide  in  both  assures  a rapid  rise  in 
pH  for  prompt  relief  of  hyperacidity.  The  special  co-dried  aluminum 
hydroxide/magnesium  carbonate  gel  in  the  tablets  assures  the 
same  rapid  and  uniform  reaction  rate  as  the  liquid.  Thus,  both  medications 
achieve  prompt  and  prolonged  neutralization  of  free  acid  plus  prompt 
relief  from  the  pain  and  pressure  of  trapped  gas. 

Always  in  good  taste 

The  pleasant,  distinctive  flavor  of  Silain-Gel,  as  well  as  its 
non-constipating  feature,  make  it  a therapy  your  patients  can  live  with  — 
in  comfort  and  without  complaint. 

Select  the  form  of  Silain-Gel  you  want  to  provide  symptomatic  relief  in: 
gastric  ulcer  • duodenal  ulcer  • heartburn  • gastric  hyperacidity  • 
gastritis  • dyspepsia 

when  the  patient  prefers  the  convenience  of  a tablet,  select 

Silain-Gel®  Tablets: 

when  the  patient  prefers  a liquid,  select 

Silain-Gel®  Liquid 

(Mso  available  for  the  patient  who  needs  an  antifrothicant/antiflatulent 
igent  only:  Silain®  (simethicone)  Tablets 

ilanger,  A,:  Med.  Times;;./:  150  (Feb.)  1966. 


Announcing  the“Antgasid” 

Silain-Gef 

Tablets:  methicone  plus  aluminum  hydroxide/magnesium  carbonate  co-dried  gel  and  magnesium  hydroxide 
Jquid:  methicone  plus  aluminum  hydroxide  and  magnesium  hydroxide 

me  dose  does  both:  frees  captured  gas ...  neutralizes  free  acid 


IH-nOBINS 


A.H.  Robins  Company,  Richmond,  Virginia  23220 


Drip  stopped,  Congestion  cleared 


For  upper  respiratory  allergies  and  infections,  up  to 
12  hours  clear  breathing  on  one  tablet.  Dimetapp 
Extentabs®  does  an  outstanding  job  of  helping  to  clear 
up  the  stuffiness,  drip  and  congestion  of  colds  and  up- 
per respiratory  allergies  and  infections.  Each  Extentab 
keeps  working  up  to  12  hours.  And  for  most  patients 
drowsiness  or  overstimulation  is  unlikely. 
INDICATIONS:  Dimetapp  is  indicated  for  symptomatic 
relief  of  the  allergic  manifestations  of  respiratory  ill- 
nesses, such  as  the  common  cold  and  bronchial  asthma, 
seasonal  allergies,  rhinitis,  conjunctivitis,  and  otitis. 
CONTRAINDICATIONS:  Hypersensitivity  to  antihista- 
mines. Not  recommended  for  use  during  pregnancy. 


PRECAUTIONS;  Until  patient  s response  has  been  de- 
termined, he  should  be  cautioned  against  engaging  in 
operations  requiring  alertness.  Administer  with  care  to 
patients  with  cardiac  or  peripheral  vascular  diseases  or 
hypertension.  SIDE  EFFECTS:  Hypersensitivity  reac- 
tions including  skin  rashes,  urticaria,  hypotension  and 
thrombocytopenia,  have  been  reported  on  rare  occa- 
sions. Drowsiness,  lassitude,  nausea,  giddiness,  dry- 
ness of  the  mouth,  mydriasis,  increased  irritability  or 
excitement  may  be  encountered. 


DOSAGE:1  Extentab  morning  and  eve- 


ning.SUPPLIED  Bottlesof  100  and  500. 


A H Robins  Company 
Richmond,  Va.  23220 


Dimetapp 
Extentabs 


Oimeiane**  (brompheniramine  maleate).  12  mg  ; phenyl- 
ephrine HCl.  15  mg  . phenylpropanolamine  HCI.  15  mg 
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THROUGH  THE  MICROSCOPE 

(Continued  from  Page  543) 

GRADUATE  NURSING  PROGRAM  AT  URI 

The  University  of  Rhode  Island’s  College  of 
Nursing  has  been  authorized  to  establish  a pro- 
gram of  graduate  study  leading  to  the  Master 
of  Science  degree. 

The  URI  curriculum  will  be  a generalized  nurs- 
ing program,  including,  initially,  options  in  teach- 
ing and  administration.  No  other  generalized  nurs- 
ing program  is  available  in  New  England.  Ac- 
cording to  Dr.  E.  James  Archer,  vice  president 
for  academic  affairs,  the  program  will  be  inter- 
disciplinary in  nature,  comprising  courses  from 
several  departments  including  education,  man- 
agement, psychology,  sociology  and  zoology. 

URI  developed  the  program  as  a result  of  one 
of  several  recommendations  by  a state  Com- 
munity Planning  Committee  on  Nursing  Edu- 
cation. Subsequently,  upon  approval  by  the  Board 
of  Trustees,  a University  committee  was  ap- 
pointed by  Dr.  Heber  Youngken,  provost  for 
health  sciences,  to  study  the  feasibility  of  the 
master’s  program  in  nursing  at  URI. 

The  program  will  be  initiated  in  the  fall  of 
this  year  and  10-15  students  will  be  accepted 
for  admission.  Admission  requirements  include 
successful  completion  of  accredited  baccalaureate 
programs  in  nursing. 

For  clinical  training  the  University  will  con- 
tinue to  work  closely  with  several  area  hospitals 
as  well  as  other  health  agencies  such  as  neigh- 
borhood clinics,  and  community  health  centers. 

Dr.  Barbara  L.  Tate,  dean  of  the  College  of 
Nursing,  said  “in  the  past,  nurses  in  Rhode  Island 
who  wished  to  continue  their  education  had  to 
leave  the  state.”  It  has  been  “costly  for  the  stu- 
dents to  do  so  because  the  institutions  offering 
graduate  programs  were  either  private  or  land 
grant  colleges  at  which  Rhode  Island  students 
were  ineligible  to  receive  resident  fees.”  Dean 
Tate  added  that  nurses  who  went  out  of  state  for 
additional  training  were  frequently  recruited  for 
positions  out  of  state  after  graduation. 

FLUORIDATION  NOW  SERVING 
90  MILLION  U.S.  CITIZENS 

More  than  90  million  Americans  are  drinking 
fluoridated  water,  according  to  the  latest  issue  of 
the  Fluoridation  Census  issued  by  the  U.S.  Public 
Health  Service  Division  of  Dental  Health.  Almost 
60  per  cent  of  the  population  serv’ed  by  com- 
munal water  supplies  is  benefiting  from  fluorida- 
tion. 


Six  states  have  more  than  90  per  cent  of  their 
population  receiving  fluoridated  water — Connecti- 
cut, Illinois,  [Maryland,  Minnesota,  Virginia  and 
Wisconsin.  According  to  the  Census,  in  1969  over 
5.5  million  people  began  drinking  fl'uoridated 
water. 

REPORT  COLD  WATER 
WILL  HANDLE  BURNS 

What’s  the  best  first  aid  for  burns? 

The  same  first  aid  you  would  use  on  a fire. 

That’s  right.  Throw  cold  water  on  it. 

Simple?  Of  course.  And  the  best  way  known  to 
handle  burns.  But  medical  authorities  say  most 
parents  aren’t  aware  of  this. 

Dr.  Harvey  Kravitz,  assistant  professor  of  pe- 
diatrics at  Northwestern  University’s  medical 
school,  says  many  mothers  still  believe  butter  or 
other  forms  of  grease  are  more  effective. 

But  according  to  authorities,  ice  or  cold  water 
compresses  applied  continuously  to  the  burned 
area  for  at  least  30  minutes  for  severe  burns,  is 
considerably  more  valuable. 

Using  this  cold  water  method,  reports  Dr.  Kra- 
vitz, has  been  the  difference  between  permanent 
harm  and  recovery  in  a number  of  severely  burned 
patients. 

— Health  Insurance  Institute 

UNDER-20  EMPLOYEES 
MOST  ACCIDENT  PRONE 

Don't  trust  anyone  under  20  years  of  age— 
when  it  comes  to  being  accident-prone  in  an  office 
environment — reports  the  Health  Insurance  Insti- 
tute. 

A five-year  life  insurance  company  study  of 
office  accidents  showed  that  falls  are  the  single 
greatest  cause  of  disabling  accidents  and  that  em- 
ployees under  20  are  the  most  accident-prone  of 
any  age  group. 

The  accident  rate  dropped  through  ages  30  to 
59,  the  study  found,  then  rose  slightly  between 
the  ages  of  60  to  64. 

The  study  also  indicated  that  while  male  office 
workers  have  about  as  many  accidents  as  females, 
men  sustain  more  disabling  ones. 

ASPIRIN  BY  PRESCRIPTION  ONLY? 

Studies  to  determine  the  advisability  of  making 
aspirin  a prescription  drug  were  called  for  by 
Richard  S.  Farr,  M.D.,  outgoing  president  of  the 
.\merican  Academy  of  Allergy. 

( Coiiclii<k‘(l  oil  Pape  580) 


October  1970 


545 


calcium  glycerophosphate,  calcium  lactate 


To  bring  effective  calcium  therapy  to  the 
patient,  Calphosan  may  be  administered  intra- 
muscularly . . . without  pain,  inflammatory  reactions, 
induration  or  sloughing.  Injections  twice  weekly 
for  a series  of  5 to  10  injections  are  recommended. 

Average  dose  per  injection:  One  or  two  10  ml. 
injections  of  Calphosan  each  week  for  the 
first  four  or  five  weeks,  and  on  a when-needed 
basis  thereafter. 

Calphosan  is  a specially  processed  solution  of 
calcium  glycerophosphate  and  calcium  lactate, 
containing  1%  of  each,  in  a physiological  solution  of 
sodium  chloride.  Each  10  ml.  contains  50  mg.  of 
calcium  glycerophosphate,  50  mg.  calcium  lactate, 
with  0.25%  phenol  as  preservative.  Available  in 
10  ml.  ampules  in  boxes  of  10s  and  lOOs; 

60  ml.  multiple-dose  vials.  Also  available  as 
Calphosan  with  B-12.  U.  S.  Patent  No.  2657172. 

Contraindication:  Hypercalcemia;  neoplastic 
diseases;  and  fully  digitalized  patients.  Do  not  use 
intramuscularly  in  infants  and  young  children. 
Before  starting  therapy,  consult  complete 
product  literature. 

Write  for  free  copy  of  "Calcium:  The  Ubiquitous 
and  Essential  Element"  and  for  samples. 


THE  CARLTON  CORP 


Tenafly,  New  Jersey  07670 
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Book  Reviews 

CIRCULATORY  AXD  RESPIRATORY  il/.4SS 
TRAX SPORT . Ciba  Foundation  Symposium. 
Edited  by  G.  E.  \V.  Wolstenholme  and  Julie 
Knight.  Little,  Brown  and  Company,  Boston, 
1969.  $12.50. 

Students  of  the  circulatory  and  respiratory  sys- 
tems will  discover  information  essential  to  their 
work  in  the  recent  publication  of  a Ciba  Founda- 
tion Symposium  edited  by  G.  E.  W.  Wolstenholme 
and  .fulie  Knight  entitled  “Circulatory  and  Res- 
piratory Mass  Transport.”  The  Conference  suc- 
ceeded in  bringing  together  an  interdisciplinary 
group  of  physical  scientists,  biophysicists,  and 
physiologists  to  discuss  matters  of  common  interest. 
The  symposium  was  eminently  successful  in  over- 
coming barriers  of  international  boundaries,  lan- 
guage, and  scientific  discipline. 

The  book  is  concerned  with  a physical  and 
mathematical  analysis  of  the  passive  and  active 
movement  of  substances  in  and  across  three  sys- 
tems: 1)  the  extravascular  fluid  and  its  compart- 
ments, 2 ) the  blood  and  the  vessels  containing  it, 
and  3)  the  lungs.  Thus,  the  book  is  divided  into 
three  sections:  I.  ^lass  transport  in  tissue  spaces; 
II.  Mass  transport  in  blood  vessels;  and  III.  Mass 
transport  in  the  lung.  The  clinician  will  be  inter- 
ested in  Arthur  Guyton's  discussion  of  pressures 
in  interstitial  fluid.  Most  physicians  now  in  prac- 
tice will  be  e.xcited  by  the  fact  that  tissue  fluid 
pressures  are  negative  rather  than  positive  and 
will  find  it  necessary  to  change  some  of  their 
quantitative  concepts  of  edema.  J.  R.  Philip  dis- 
cusses the  fluid  mechanics  of  transportation  across 
pores  and  porous  media.  The  average  physician, 
such  as  this  reviewer,  quickly  becomes  lost  in  a 
sea  of  mathematics  and  geometry  despite  the 
author's  apology  that  he  is  presenting  the  subject 
in  a “relatively  unmathematical  w'ay”. 

Eight  papers  are  devoted  to  mass  transport  in 
blood  vessels.  Transcapillary  e.xchange  of  sub- 
stances is  discussed  and  related  to  phenomena  of 
ultrafiltration  and  diffusion.  most  informative 
and  entertaining  chapter  is  that  of  Professor  Bur- 
ton which  considers  the  mechanics  of  the  red  cell 
in  relation  to  its  carrier  function.  X “fictitious 
committee'’  discusses  the  optimal  design  of  erythro- 
cytes and  of  capillaries  through  which  they  must 
pass.  Without  resort  to  teleology  the  “committee” 
commends  e.xisting  designs  of  these  elements  of 
the  circulation  as  best  fulfilling  the  bioengineering 
requirements.  Plow  of  blood  in  narrow  capillaries 
(t'ontiiuied  on  Page  547) 

Rhode  Island  Medical  Journal 


A 

BUILDING  BLOCK 
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' As  adjwnctrve  therapy 

DOUBLE  STRENGTH 

Orenzyme 

Bitabs  One  tablet  q.i.d, 

lOOOOON.F  Unris.ChrmptryiMm:  8.000 N.F.  Umls: 

,n  iryptic  KtiYrtrtoW  me.  of  N F.  trypsin 

Reduces  swelling 
Hastens  healing 
Speeds  recovery 


Orenzyme^  Bitabs 

Trypsin:  100,000  N.F.  Units,  Chymotrypsin:  8,000  N.F.  Units;  equivalent  in  tryptic  activity  to  40  mg.  of  N.F.  trypsin 


Ooe  fcrio/ef  cf.f.ci. 


Indications:  When  used  as  adjunctive  therapy  for  the  rapid 
resolution  of  inflammation  and  edema,  good  results  have 
been  (^tair>ed  in: 

□ Accidental  Trauma  o Postoperative  Tissue  Reactions. 
Other  conventional  measures  of  treatment  should  be  used 
as  indicated.  In  infection,  appropriate  anti-infective  therapy 
should  be  given. 

Contraindications:  ORENZYME  BITABS  should  not  be  given 
to  patients  with  a known  sensitivity  to  trypsin  or  chymotrypsin. 
Precautions:  It  should  be  used  with  caution  in  patients  with 
abnormality  of  the  blood  clotting  mechanism  such  as  hemo- 
philia, or  with  severe  hepatic  or  renal  disease.  Safe  use  in 
pregnancy  has  not  been  established. 

Adverso  Reactions:  Adverse  reactions  with  ORENZYME  have 
been  reported  infrequently.  Reports  include  allergic  mani- 
festations (rash,  urticaria,  itching),  gastrointestinal  upset 
and  increased  speed  of  dissolution  of  animal-origin  surgical 
sutures.  There  have  been  isolated  reports  of  anaphylactic 
^ock.  albuminuria  and  hematuria.  Increased  tendency  to 
bleed  has  also  been  reported  but,  in  controlled  studies,  it 
has  been  seen  with  equal  incidence  in  placebo-treated 
A groups.  (See  Precautions.)  It  is  recommended  that  if  side 
, effects  occur  medication  be  discontinued. 

DoMge:  One  tablet  q.i.d. 

I Ifvs\|  the  national  drug  commny 

# I I Hnl  I (DIVISION  Of  R(CMAROSON  MERRCLL  INC. 
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Tlie  causes  of  vaginiris 
are  multiple 


Trichomonads . . . monilia . . . bacteria 

You  can  depend  on  AVC  — compreh 
therapy  that  combats  all  three  major  \ 
pathogens,  alone  or  in  combination. 


AVC 

Cream  (aminacrine  hydrochloride  0.2%,  sulfanilamide 
15.0%,  allantoin  2.0%) 

Suppositories  (aminacrine  hydrochloride  0.014  Gm.,  sul- 
fanilamide 1.05  Gm.,  allantoin  0.14  Gm.) 


Contraindications:  Known  sensitivity  to  suifonomides. 

Precautions/ Adverse  Reactions:  The  usual  precautions  for  topical 
and  systemic  sulfonamides  should  be  observed  because  of  the  pos- 
sibility of  obsorption.  Burning,  increased  local  discomfort,  skin 
rash,  urticaria  or  ather  manifestations  of  sulfonamide  toxicity  ore 
reasons  to  discontinue  treatment. 

Dosage:  One  applicatorful  or  one  suppository  introvagl- 
nally  once  or  twice  doily. 

Supplied:  Cream  — Four-ounce  tube  with  or  without  applicator. 
Suppositories  — Box  of  12  with  applicator. 

TRADEMARK:  AVC  AV.007A  7/70  Y 149 

THE  NATIONAL  DRUG  COMPANY 

DIVISION  OF  RICHARDSON  MERRELL  INC 
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The  treatment  is  singular 


BOOK  REVIEWS 

(Continued  from  Page  54()) 
is  considered  with  particular  reference  to  the 
passage  of  red  blood  cells  from  the  standpoint  of 
lubrication  theory.  The  mathematical  considera- 
tions of  resistance  and  viscosity  become  rather 
complex  for  the  uninitiated,  but  the  concepts  pre- 
sented are  clear  and  important  for  all  who  are 
interesed  in  rheology.  Similarly,  the  chapter  on 
“The  Flow  Behaviour  of  Particulate  Suspensions” 
describes  some  aspects  of  the  kinetics  of  the  flow 
of  blood,  a particulate  suspension  behaving  as 
non-Newtonian  fluid  in  the  microcirculation. 

A film  by  E.  \V.  Merrill  and  his  associates  was 
shown  at  the  conference  and  gave  rise  to  an  inter- 
esting discussion  of  rouleaux  formation  and  of 
“stop  and  go”  in  the  microcirculation.  Three  re- 
lated chapters  describe  the  elastic  properties  of 
arteries  and  the  related  phenomena  of  pressure, 
velocity,  and  flow  in  blood  vessels. 

The  final  section  is  concerned  with  mass  trans- 
port in  the  lung.  A provocative  critique  of  the 
concept  of  “mean  alveolar  gas”  is  presented  by 
Doctor  L.  E.  Farhi  of  Buffalo,  N.Y.  He  points 
out  that  “uniform  gas  composition  in  different 
areas  of  the  lung  is  at  best  a simplifying  assump- 
tion”. Fundamental  problems  of  gas  flow  and  par- 
ticle deposition  are  discussed  for  a branching  sys- 
tem such  as  the  tracheobronchial  tree  and  terminal 
alveoli.  The  reader  is  presented  with  the  concept 
that,  at  ordinary  rates  of  breathing,  impedence  to 
gas  flow  is  conditioned  not  by  resistance  in  the 
trachea  and  bronchi  but  by  the  elastic  distensibility 
of  the  terminal  pulmonary  tissue.  The  supposition 
is  discarded  that  particulate  matter  is  deposited 
on  the  tracheal  surface  which  thereby  serves  as 
an  air  filter  for  the  more  distal  parts  of  the  bron- 
chial system.  Normal  evaporation  from  the  surface 
of  the  tracheal  lining  results  in  radial  motion  of 
air  with  sufficient  force  to  prevent  the  lodging  of 
most  particles  on  the  surface  of  the  mucosal  lining. 
All  physicians  interested  in  clinical  pulmonary 
problems  should  become  familiar  with  the  chapter 
on  capillary  flow,  diffusion  ventilation,  and  gas 
exchange  by  Doctor  John  B.  West  and  his  asso- 
ciates in  the  Royal  Postgraduate  ^ledical  School, 
London.  The  information  discussed  will  promote 
an  intelligent  approach  to  distressing  pulmonary 
problems  related  to  progressively  decreasing  pul- 
monary compliance  and  oxygenation  of  pulmonary 
blood. 

The  prospective  reader  should  know  that,  with 
few  exceptions,  the  material  presented  in  this  book 
is  firmly  set  on  a mathematical  foundation.  The 


beauty  of  many  of  the  arguments  would  be  lost 
to  readers  who  have  forgotten  calculus  and  differ- 
ential equations.  As  with  other  publications  of  Ciba 
Symposia,  each  formal  presentation  is  followed  by 
free  discussion  among  members  of  the  conference. 
The  discussions  add  immeasurably  to  the  value 
of  the  book.  Differing  points  of  view  are  presented. 
Statements  are  made  in  an  interesting  and  often 
picturesque  manner.  Commenting  on  the  possibility 
that  large  leukocytes  might  cause  a traffic  jam 
as  they  pass  through  capillaries.  Professor  Taylor 
stated,  “White  cells  get  pushed  along  by  the  red 
cells.  They  can  elongate  enormously,  and  they  go 
through  capillaries  like  a plug,  rather  slowly  with 
a lot  of  impatient  red  cells  queueing  up  behind.  The 
whole  lot  suddenly  pops  out  at  the  other  end  of 
a capillary,  almost  audibly”. 

The  monograph  is  a valuable  and  timely  addi- 
tion to  the  medical  literature.  Medical  students 
and  residents  who  want  to  delve  into  the  problems 
of  mass  transport  more  deeply  than  they  can  by 
reading  standard  texts  of  Physiology  will  find  the 
book  very  useful.  For  specialists  in  the  pulmonary 
and  cardiovascular  systems,  study  of  the  contents 
of  the  monograph  is  essential  in  order  to  stay 
abreast  of  developments  in  the  field.  Physicians 
and  surgeons  with  only  casual  interest  in  the  field 
(Concluded  on  Page  582) 
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Each  PuWuIe®  cor 
erythromycin  estol 
equivalent  to  125  r 
erythromycin  base. 


Each  5 cc.  contain 
erythromycin  estolate 
equivalent  to  250  mg. 
erythromycin  base. 


When  mixed  as  directed, 
each  5 cc.  will  contain  erythromycin 
estolate  equivalent  to  125  mg. 
erythromycin  base. 


?ome 


W When  mixed  as 
f directed,  each  cc. 

will  contain 
erythromycin  estolate 
equivalent  to  100  mg. 
erythromycin  base. 


Each  5 cc.  contain 
erythromycin  estolate 
equivalent  to  125  mg. 
erythromycin  base. 


Each  tablet  contains 
erythromycin  estolate 
equivalent  to  125  mg. 
erythromycin  base. 


The  many 
forms 
of  llosone^ 

Erythromycin  Estolate 

Additional  information 
available  upon  request. 

Eli  Lilly  and  Company 
Indianapolis,  Indiana  46206 


PROCEEDINGS  OF  THE  CEREMONY  HONORING 
ALEX  M.  BURGESS,  M.D. 

AT  THE  MIRIAM  HOSPITAL 
PROVIDENCE,  R.  1. 

MAY  20,  1970 


OPENING  REMARKS 


By  Jerome  R.  Sapolsky,  Executive  Director,  The 

Miriam  Hospital,  Providence,  Rhode  Island 

Doctor  and  Mrs.  Burgess,  Members  of  the  Bur- 
gess Family,  Honored  Guests,  Ladies  and  Gentle- 
men: 

On  behalf  of  The  Miriam  Hospital  I have  the 
distinct  pleasure  of  welcoming  you  here  today  on 
this  memorable  occasion  as  we  honor  the  Dean 
of  the  Rhode  Island  Medical  Community  and  its 
foremost  citizen  statesman,  Doctor  Alex  M.  Bur- 
gess, Sr. 

It  should  be  noted  that  the  attendance  here 
today  does  not  begin  to  indicate  the  enormous 
regard  and  resjject  in  which  Doctor  Burgess  is 
held  by  all  with  whom  he  has  come  in  contact. 
All  of  the  telegrams  and  letters  in  this  regard, 
and  incidentally  the  comments  of  all  of  the  speak- 
ers today,  will  be  presented  to  Doctor  Burgess 
at  a later  date. 

Doctor  Burgess's  association  with  The  Miriam 
Hospital  began  in  1926.  He  was  the  first  Chief 
of  Medicine  of  The  Miriam  Hospital  when  it 
opened  its  doors  on  Parade  Street.  In  1935  he 
was  appointed  consultant  physician,  and  in  1955 
he  assumed  his  present  position  of  Director  of 
^ledical  Education. 

He  was  apjwinted  to  the  staff  of  Rhode  Island 
Hospital  in  1914,  where  he  served  in  positions 
of  increasing  importance.  He  was  appointed  Chief 


of  the  Department  of  ^ledicine  of  that  hospital 
in  1945.  He  has  also  served  at  the  Charles  V. 
Chapin  Hospital  as  Chief  of  the  Department  of 
Medicine  from  1926  to  1940  and  subsequently  as 
Consultant  Physician.  In  1949  Doctor  Burgess 
became  Area  Section  Chief  in  Medicine  of  The 
Veterans  Administration. 

On  the  international  scene  he  has  been  active 
in  the  resettlement  of  refugee  physicians  and  was 
named  Chairman  of  the  International  Association 
for  the  Relocation  of  Foreign  Physicians.  In  1948 
he  was  Chairman  of  a medical  teaching  mission 
for  refugee  physicians  in  the  L^nited  States  Zone 
in  Germany. 

Among  the  many  professional  societies  and  agen- 
cies to  which  Doctor  Burgess  belongs  are  the 
American  Board  of  Internal  IMedicine,  American 
College  of  Physicians,  Joint  Commission  on  Ac- 
creditation of  Hospitals,  and  the  American  Medi- 
cal Association. 

Doctor  Burgess  received  The  Alfred  Stengel 
Award  in  1958  and  the  degree  of  Doctor  of  Science 
from  Brown  University  in  1954. 

Alex,  we  salute  you  and  honor  you  from  the 
depth  of  our  hearts;  we  are  forever  indebted 
to  you. 
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REMINISCENCES 


By  Samir  Moubayed,  M.D. 


When  I was  asked  to  speak  this  afternoon  on 
behalf  of  The  Miriam  Alumni,  it  was  felt  that  I 
was  a good  choice.  I am  no  speaker  and,  frankly, 
am  quite  terrified  of  large  audiences.  But,  because 
of  my  great  esteem  and  deep  affection  for  Doctor 
Burgess,  here  I am. 

I would  just  like  to  express  what  Doctor  Bur- 
gess meant  to  me  and  to  hundreds  like  me  who 
were  fortunate  enough  to  work  with  him.  They 
came  from  all  over  the  world,  and  there  was 
hardly  a country  not  represented;  the  corridors 
of  The  Miriam  sounded  like  the  Towers  of  Babel 
at  times.  Doctor  Burgess  really  understood  the 
predicament  of  the  foreign  physician.  Many  of 
us  have  kept  his  warm  and  encouraging  letters 
received  during  difficult  and  often  desperate  situa- 
tions; we  all  felt  we  had  a friend  in  The  IMiriam. 
When  you  are  in  a foreign  country  and  America 
is  so  far  away,  distant,  unknown,  and,  because 
unknown,  cold,  hospitals  seem  particularly  syn- 
thetic and  impersonal  from  their  business-like 
letters.  Then  comes  a concerned,  understanding 
letter  answering  the  very  questions  you  did  not 
dare  ask,  and  The  Miriam,  over  thousands  of 
miles  away,  suddenly  seemed  to  be  such  an  inter- 
esting hospital,  certainly  the  best  choice. 

I don’t  believe  that  The  Miriam,  contrary  to 

SAMIR  MOUBAYED,  M.D.,  Assistant  in  Sur- 
gery, The  Miriam  Hospital,  Former  Intern  at  The 
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what  prevails  at  many  hospitals,  has  ever  suffered 
much  shortage  of  house  staff  during  Doctor  Bur- 
bess’s  long  and  fruitful  career  as  Director  of 
Medical  Education.  When  we  first  arrived  in 
Providence,  we  were  naturally  quite  anxious — • 
Providence  was  going  to  be  our  home,  and  yet 
we  didn’t  know  a soul  here.  Doctor  Burgess,  his 
usual  kind  and  smiling  self,  was  waiting  for  us 
at  the  station.  He  must  have  understood  the  lone- 
liness and  anxiety  we  felt,  because  he  had  taken 
the  trouble  on  that  Sunday  afternoon  to  bring 
with  him  to  meet  us  a charming  young  lady  from 
.\le.\andria,  Egypt,  my  very  own  home  town.  I 
can’t  tell  you  how  much  that  meant  to  us. 

Doctor  Burgess  always  took  a very  personal 
interest  in  the  well-being  of  all  of  his  interns  and 
residents.  Our  professional  and  social  adjustment 
were  of  equally  great  concern  to  him.  He  was 
both  friend  and  teacher,  and  we  all  looked  up 
to  him.  There  is  hardly  one  of  us  who  hasn’t 
had  a problem  solved  by  Doctor  Burgess.  On 
one  occasion  he  gave  the  bride  away  to  one  of 
the  interns;  both  were  far  away  from  home.  I 
remember  this  in  particular  because  the  bride- 
groom, at  a crucial  moment,  had  forgotten  the 
rings  and  it  was  Doctor  Burgess  who  had  to  rush 
to  get  them.  This  vitality  is  quite  characteristic 
of  Doctor  Burgess.  Many  young  residents,  in- 
cluding myself,  while  waiting  for  the  elevator 
were  put  to  shame  as  we  saw  Doctor  Burgess 
(Continued  on  Next  Page) 
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whisk  by  and  take  in  stride  three  or  four  flights 
of  stairs.  Believe  me,  it  was  very  hard  to  keep 
up  with  him. 

We  often  hear  nowadays  that  people  are  de- 
tached and  unconcerned.  Maybe  we  need  more 


Doctor  Burgesses — humane,  kind,  understanding, 
concerned,  and  confident.  I think  I speak  for 
every  doctor  who  has  ever  worked  with  Doctor 
Burgess  when  I say  he  made  America  the  friend- 
liest of  places  for  all  of  us.  Doctor  Burgess,  Thank 
You. 


GREETINGS  FROM  THE  MIRIAM  HOSPITAL  INTERN  ALUMNI 
ASSOCIATION  AND  THE  STAFF  OF  THE  RHODE  ISLAND 
MEDICAL  CENTER 


By  Johannes  Virks,  M.D. 


It  gives  me  great  pleasure  to  be  present  and 
to  say  a few  words  during  this  testimonial  to 
honor  Doctor  Alex  M.  Burgess  on  his  retirement. 

We  all  know  of  his  distinguished  career  in  the 
field  of  medicine  over  the  past  sixty  years,  but 
we,  the  former  interns  and  residents  of  The 
Miriam  Hospital,  have  had  the  best  occasion  and 
chance  to  admire  and  appreciate  his  personality, 
his  skill  in  teaching,  and  his  warmth  towards 
patients  and  colleagues.  His  friendliness  and  en- 
couraging words  will  always  be  remembered  by  us 

The  number  of  house  officers  trained  at  The 
Miriam  Hospital  since  Doctor  Burgess  has  been 
the  Director  of  Medical  Education  is  about  one 
hundred.  I,  myself,  had  the  honor  to  be  the  first 
resident  in  internal  medicine  at  The  Miriam  Hos- 
pital. -Ml  of  the  members  of  The  Miriam  Hospital 
.\lumnl  .Association,  which  I represent  today,  have 
experienced  the  sincerity  and  friendliness  that 
he  has  shown  to  all  of  us  regardless  of  nationality 
or  race. 

Despite  the  many  honors  that  have  been  paid 
to  him  during  his  long,  distinguished  medical 
career  he  has  remained  sincere  and  simple  in  his 
style,  and  this  only  stresses  more  the  greatness 
of  his  personality.  There  are  only  very  few  people 

JOHANNES  VIRKS,  M.D.,  Chief  of  Medical 
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whose  name  alone  without  title  signifies  great- 
ness. Alex  AI.  Burgess  is  one  of  them. 

In  the  name  of  The  Aliriam  Hospital  Alumni 
.Association  I thank  Doctor  Burgess  for  the  sin- 
cerity and  kindness  he  has  offered  to  physicians 
in  training.  We  wish  that  in  the  years  ahead  he 
and  his  wife  will  continue  to  enjoy  good  health 
and  a happy  life. 

Now  permit  me  to  speak  further  for  a few 
moments  in  a different  role.  The  Staff  .Association 
of  the  General  Hospital  of  the  Rhode  Island  Medi- 
cal Center  wishes  to  thank  you  for  your  years 
of  devoted  service  to  this  hospital.  During  these 
years  you  have  contributed  much  to  the  education, 
growth,  and  development  of  a large  number  of 
physicians  at  this  institution. 

A'our  warmth,  sincerity  and  professional  skill 
have  been  admired  and  appreciated  by  all  of  us 
here  who  have  the  privilege  of  knowing  you. 

A'our  relationship  with  this  hospital  has  been 
meaningful,  especially  because  of  the  large  num- 
ber of  foreign-born  physicians  who  have  worked 
and  are  working  here.  A'ou  have  shown  life-long, 
unbounded  kindness  to  visitors  and  immigrants 
from  all  lands,  dedication  to  the  concept  of  a 
universal  community  of  medical  profession  and 
universal  availability  of  medical  care. 

In  the  years  ahead  we  hope  for  your  continued 
good  health  and  happy  life.  A'ou  are  an  inspiration 
to  us  all.  I wish  also  to  extend  my  best  personal 
regards. 
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DOCTOR  ALEX  M.  BURGESS  IN  MY  LIFE 


By  Seebert  J.  Goldowsky,  M.D. 


As  I reflect  upon  the  years  I find  it  remarkable 
that  Doctor  Burgess  has  in  some  important  way 
been  involved  at  a number  of  critical  points  in 
my  life  and  in  many  events  more  ephemeral  which 
crowd  my  memory. 

Prior  to  the  1920’s  his  name  had  not  particu- 
larly entered  my  consciousness.  Our  paths  first 
crossed  in  a significant  way  when  I entered  Brown 
University  in  the  fall  of  1924.  Doctor  Burgess 
acted  as  St.  Peter  at  the  gates  of  heaven,  for  he 
conducted  the  freshmen  physical  examinations. 
In  the  then  glowing  state  of  my  health  he  pre- 
sented no  hazard. 

In  the  general  vicinity  of  1925  my  father  began 
to  suffer  certain  substernal  chest  pains  which  had 
the  hallmarks  of  classical  angina.  My  father  con- 
sulted Doctor  Burgess,  who  then  became  and 
thereafter  served  as  his  personal  physician  until 
my  father  passed  away  in  1936.  ht  times  Dick 
Lawson,  who  is  participating  in  today’s  remi- 
niscences, carried  the  ball  in  .\lex’s  absence. 

During  my  college  years  I pursued  my  rapidly 
waning  career  as  a concert  violinist.  ]\Iy  violin 
teacher  was  an  austere  but  kindly  Victorian 
maiden  lady,  who  was  the  daughter  of  a Yankee 
minister,  and  sported  the  lovely  and  euphonious 
name  of  Evangeline  Larry.  Alex’s  boy  Bob  also 
took  violin  lessons  from  Miss  Larry,  although  I 
had  forgotten  that  part  of  it.  Andy  Burgess  was 
a budding  cellist.  Miss  Larry  from  time  to  time 
sponsored  affairs  called  rather  pretentiously 
musicales  in  lieu  of  pupil  recitals.  A number  of 
the  pupils  would  join  to  play  chamber  music  in 
groups  which  she  designated  ensembles  with  a 
capital  “E.”  I have  no  mental  picture  of  Bob’s 
presence,  but  I do  remember  Andy  and  his  cello, 
which  in  my  mind’s  eye  was  about  as  big  as  he 
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was.  Alex  and  .\bby  of  course  attended  these 
gala  occasions  which  terminated  with  goodies, 
such  as  ice  cream  and  soda. 

When  I interned  briefly  at  Chapin  Hospital  in 
1934,  I made  rounds  with  .\lex  and  learned  much 
from  him.  Early  in  1936  I entered  the  practice 
of  medicine  in  Providence.  My  Rhode  Island 
license  to  practice,  dated  January  3,  1936,  bears 
the  signatures  of  the  examiners,  among  which  was 
that  of  Alex  ^1.  Burgess.  .\s  I was  about  to  enter 
practice  I visited  several  of  the  senior  practition- 
ers, as  was  then  the  custom — one,  of  course  was 
Alex.  He  gave  me  some  solid  advice.  Don’t  talk 
too  much  in  the  beginning,  he  advised,  rather 
listen.  It  would  go  over  much  better  with  the 
older  men.  They  didn’t  like  brash  and  arrogant 
young  upstarts.  In  time,  with  patience,  my  voice 
would  be  heard.  In  other  words:  avoid  confronta- 
tion. How  times  have  changed! 

He  then  proceeded  to  use  his  good  offices  to 
help  me  to  obtain  a staff  appointment  at  the 
Rhode  Island  Hospital,  where  he  was  then  Chief 
of  Medicine.  He  put  me  to  work  in  the  medical 
OPD  until  a surgical  appointment,  for  which  I 
had  been  trained,  was  forthcoming.  Those  De- 
pression years  were  trying  times,  and  I have  not 
forgotten  his  kindness.  In  the  late  30’s  he  served 
as  President  of  the  Providence  Medical  Associa- 
tion. His  liberal  views  on  the  practice  of  medicine 
(Delivery  of  Health  Care,  we  would  now  call  it) 
created  for  him  in  those  days  some  difficult  con- 
troversies. That  he  was  right,  albeit  ahead  of  his 
times,  did  not  always  matter. 

In  the  early  days  of  the  new  iMiriam  Hospital, 
which  opened  its  doors  in  1953,  I served  as  chair- 
man of  the  Education  Committee,  which  had  the 
chore  of  recruiting  interns.  Alex  soon  came  as 
part-time  and  later  full-time  Director  of  [Medical 
Education,  at  the  instance  of  Lou  Kramer,  who 
had  been  sponsored  in  his  early  years  by  .Mex 
and  who  admired  him  greatly.  I worked  with  .Mex 
as  chairman  for  several  years,  but  was  glad  to  turn 
(Continued  on  Next  Pape') 
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Abby  and  Alex  Burgess  in  Tiberias,  Israel,  December,  1959 


over  the  responsibility  to  him.  He  had  a genius 
for  finding  viable  bodies  in  the  most  unlikely 
places,  and  he  has  carried  on  this  and  other  re- 
lated administrative  duties  over  the  years  with 
rare  effectiveness  and  good  grace.  He  was  able 
to  win  accreditation  of  the  internship,  and  also 
established  an  approved  residency  in  Medicine 
which  is  still  operative. 

In  the  late  1950’s  Alex  conceived  the  idea  of 
an  exchange  program  with  a community  hospital 
of  similar  size  in  Israel.  After  protracted  negotia- 
tions with  the  Unitarian  Service  Committee,  of 
which  he  was  a prominent  medical  advisor,  and 
the  Health  ^Ministry  in  Israel,  a plan  was  finally 
devised.  In  pursuit  of  this  plan  Irving  Beck,  A.  A. 
Savastano,  and  I spent  a month  in  Israel  during 
December,  1959  and  January,  1960  as  guests 
of  the  Health  ^Ministry.  For  three  weeks  of  this 
period  we  worked  at  Poriah  Hospital  in  Tiberias 
and  the  balance  of  the  time  in  travel  in  Israel 
sightseeing  and  visiting  clinics.  Alex  and  Abby 
met  us  in  Tiberias  upon  our  arrival,  having  trav- 
elled separately  ahead  of  us  to  assure  proper 
arrangements.  I have  a lasting  memory  of  the 
indefatigable  vigor  which  he  and  Abby  displayed 
there.  Later  in  1960  Doctors  Roman  Pe’er,  Eldad 
Azkireli,  and  Haim  Goldman,  general  surgeon, 
internist,  and  orthopedic  surgeon,  respectively  of 
the  hospital,  each  spent  one  month  visiting  and 


working  at  The  ^liriam  Hospital.  We  enjoyed 
having  them  as  guests  in  our  homes.  In  the  fall 
of  1960  Alex  and  Abby  drove  Roman  Pe’er,  my 
wife,  and  me  to  Jackson  on  the  Eastern  Slopes 
of  the  White  Mountains.  This  was  a brief  inter- 
lude to  show  an  Israeli  the  splendors  of  a New 
England  autumn. 

While  we  were  in  Israel  I had  learned  by  cable 
of  my  appointment  as  Chief  of  General  Surgery 
in  this  hospital.  Alex,  in  his  influential  position 
at  The  Miriam  Hospital,  was  one  of  those  who 
supported  that  choice. 

Late  in  1960  Doctor  John  E.  Donley,  Editor- 
in-Chief  of  the  Rhode  Island  Medical  Journal, 
died  after  a lingering  illness.  Once  again  .Alex 
was  in  a strategic  position  to  act  in  my  behalf. 
1 had  long  been  active  in  Journal  affairs  both 
under  Doctor  Peter  Pineo  Chase  and  under  Doc- 
tor Donley.  .Alex  was,  fate  decreed,  chairman 
of  the  Publications  Committee  of  the  Society, 
of  which  he  had  then  long  been  a member,  and 
which  he  still  serves.  Through  his  vigorous  sup- 
port I was  appointed  Editor-in-Chief.  In  a later 
period  when  I was  assailed  over  a controversial 
editorial,  he  stood  strongly  by  my  side,  insisting 
upon  the  editorial  independence  of  the  Journal. 

He  is  still  one  of  my  most  faithful  editorial  con- 
tributors, submitting  cleanly  written  and  lucid 
editorials  which  do  not  need  so  much  as  a comma 
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added.  Some  of  his  strongest  language  has  been 
devoted  to  his  campaign  against  tobacco  in  gen- 
eral and  cigarettes  in  particular.  We  have  in  print 
now  a review  of  his  of  a book  on  the  dangers  of 
tobacco,  written  in  his  usually  polished  prose.  I 
hope  we  shall  continue  to  have  Alex  as  a Senior 
Editor  and  contributor  for  many  more  moons. 

Many  mornings,  Alex,  Doctor  I.  Herbert 
Scheffer,  and  I had  morning  tea  in  the  old  cafe- 
teria to  plan,  ruminate,  gossip,  and  philosophize. 
I have  in  recent  months  missed  these  gemutlich 
sessions  in  which  we  bandied  about  both  weighty 
matters  and  trivia.  But  much  of  the  future  of  The 
Miriam  Hospital  was  dreamed  about  over  Mrs. 
Carcio’s  tea. 


In  1965  I was  chairman  of  the  committee  which 
arranged  the  interns’  reunion  which  honored  Alex’s 
eightieth  birthday  and  inaugurated  the  Alex  M. 
Burgess  Lecture,  the  fifth  of  which  we  shall  hear 
this  afternoon.  As  Alex  relinquishes  his  active 
duties  in  this  hospital  today,  he  needs  no  kudos. 
His  memory  is  perpetuated  in  the  scores  of  in- 
terns, residents,  and  practicing  phj^sicians  to 
whose  careers  he  has  contributed  so  much. 

With  these  few  reminiscences  let  me  add  to  the 
many  others  my  personal  tribute  to  Abby,  his 
faithful,  strong,  and  perennially  cheerful  mate, 
and  Alex  M.  Burgess,  my  friend. 


AN  OPEN  LETTER 


By  I.  Herbert  Scheffer,  ;M.D. 


91  East  Mountain  Road 
Westfield,  Massachusetts  01085 
May  18,  1970 

Alex  Burgess,  M.D. 

The  iMiriam  Hospital 
164  Summit  Avenue 
Providence,  Rhode  Island  02906 

Dear  Alex: 

They  tell  me  that  you  are  retiring,  and  my 
reaction  is  one  of  unbelief.  Men  like  you  never 
retire.  You  may  reduce  the  level  of  your  activities, 
and  you  may  change  your  directions  slightly,  but 
you  never  quit. 

One  of  the  first  experiences  that  I had  upon 
my  arrival  at  The  Miriam  Hospital  in  1953  was 


I.  HERBERT  SCHEFFER,  iM.D.,  Superintendent, 
Western  ^Massachusetts  Hospital,  Westfield,  IMassa- 
chusetts  and  Executive  Director  Emeritus  of  The 
Miriam  Hospital,  Providence,  Rhode  Island. 


to  hear  your  virtues  extolled  and  to  have  set 
before  me  the  example  of  the  Jane  Brown  Pavilion 
as  an  objective  to  be  achieved.  The  man  who 
sang  your  praises  constantly  was  Alter  Boyman. 

It  was  not  long  thereafter  that  I had  the  pleas- 
ure of  making  your  acquaintance,  and  our  further 
conversations  led  to  your  acceptance  of  the  ap- 
pointment of  Director  of  Medical  Education  of 
The  Miriam  Hospital,  and  our  many  years  of 
close  association  thereafter. 

I cannot  separate  my  thinking  of  you  from  our 
association  with  Seebert  Goldowsky,  and  the  ‘tea- 
break’  that  we  enjoyed  many  a morning. 

They  say  that  there  are  three  kinds  of  people; 
people  of  modest  intellectual  capacity,  who  talk 
about  people;  then  there  are  the  middle  level  folks 
who  talk  about  events.  The  superior  ones  ex- 
change ideas.  I can’t  testify  with  complete  assur- 
ance that  we  always  talked  about  ideas.  There 
were  times  when  w'e  stooped  to  talk  about  people, 
and  even  events,  but  I would  say  that  most  com- 
monly we  talked  about  ideas. 

(Continued  on  Next  Page) 
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The  dialogue,  continued  over  the  j ears,  resulted 
in  many  events  that  influenced  the  destiny  of  The 
Miriam  Hospital. 

This  small  gathering  was  essentially  a reaction 
panel  to  which  I confided  my  problems  and  my 
misgivings:  my  hopes,  and  my  dreams  for  the 
hospital.  I received  in  return  friendly  criticism 
and  reassurance  which  assisted  me  in  arriving  at 
decisions. 

Your  wise  counsel  and  warm  encouragement 
made  it  possible  for  me  to  move  with  assurance 
in  situations  in  which  I might  otherwise  have 
acted,  or  reacted,  more  impulsively  or  unwisely. 

Your  great  experience  and  understanding  of  the 
personalities  of  the  practicing  physicians  within 
our  walls,  and  outside  of  the  hospital,  assisted  in 
the  diplomatic  solution  of  problems  that  other- 
wise might  have  resulted  in  catastrophic  and  po- 
tentially explosive  situations. 

Your  ability  to  recruit  physicians  for  the  de- 
velopment of  a house  staff  made  that  element  of 
our  program  possible. 

Your  educational  program  for  the  benefit  of 
the  house  officers,  and  visiting  staff  alike,  at- 
tracted physicians  from  all  over  the  state  con- 
tributing to  the  splendid  reputation  that  the  hos- 
pital achieved  as  a teaching  institution. 

Your  charity  to  your  fellowman  was  outstand- 
ing. I cannot  refrain  from  the  comment  that  you 
have  made  on  occasion,  when  I complained  about 
the  poor  command  of  English  of  some  of  your 
recruits.  When  I asked  whether  the  English  of 
certain  of  these  gentlemen  was  adequate,  you 
would  reply  that  their  English  was  as  good  as 
your  own.  While  it  wasn't  perhaps  so  at  the 
moment,  it  certainly  was  so  by  the  time  they 
had  completed  their  training. 

Your  intolerance,  and  even  anger,  with  instances 
of  unethical  or  dubious  practice  by  certain  physi- 
cians acted  as  a check  on  such  wrongdoings,  and 
resulted  in  positive  corrective  actions  joined  in 
equally  by  the  staff  to  prevent  their  recurrence, 
thereby  raising  the  level  of  staff  performance  to 
new  and  higher  levels. 

There  were  instances,  however,  when  T regarded 
your  attitude  toward  certain  persons  as  over- 
charitable,  but  those  occasions  were  infrequent. 

.\gain.  I must  return  to  this  mention  of  the 


informal  three-man  discussion  group.  Seebert  was 
that  third  man.  His  contribution  added  a dimen- 
sion of  depth  to  our  discussions;  you  and  I at 
the  extremes,  he  somewhere  in  the  middle,  but  a 
positive  voice  nevertheless. 

To  sum  it  up,  .Mex,  I would  like  to  pay  tribute 
to  your  tremendous  contribution  to  the  develop- 
ment of  The  Miriam  Hospital  over  the  years  as 
Chief  of  the  Department  of  Medicine,  as  Con- 
sultant in  Medicine,  and  as  Director  of  IMedical 
Education.  Throughout  all  of  this  time,  you  acted 
as  an  intellectual  and  moral  force  that  will  not 
readily  be  replaced  by  any  one  man. 

I wish  to  express  my  gratitude  to  you  for  all 
that  your  friendship  and  wisdom  have  given  me. 
I know  that  the  staff,  and  trustees  of  the  hospital, 
are  equally  appreciative. 

I refuse  to  accept  that  your  retirement  repre- 
sents a separation  from  the  hospital,  and  I trust 
that  both  the  staff  and  the  trusteeship  will  avail 
themselves  of  your  wise  counsel  for  as  long  as  you 
shall  live. 

As  for  myself,  I look  forward  to  renewing  our 
acquaintance  and  enjoying  your  companionship 
at  a future  date.  There  is  so  much  that  I would 
like  to  tell  you  and  so  much  that  I would  like  to 
hear  from  you. 

We  live  in  unhappy  times,  and  while  the  em- 
phasis today  is  upon  Youth,  I believe  that  age 
and  experience  such  as  yours  has  much  to  offer. 

In  closing,  I would  like  to  quote  from  a poem 
by  Robert  Browning  which  I have  enjoyed,  and 
which  has  made  a great  impression  upon  me 
throughout  my  lifetime.  It  is  the  opening  para- 
graph of  a poem  entitled,  ‘Rabbi  Ben  Ezra’  and 
is  as  follows: 

‘Grow  old  along  with  me! 

The  best  is  yet  to  be. 

The  last  of  life,  for  which  the  first  was 
made: 

Our  times  are  in  his  hand 
Who  saith,  “A  whole  I planned. 

Youth  shows  but  half:  trust  God:  see  all 
nor  be  afraid!” 

Affectionately. 

Herb 

(I.  Herbert  Scheffer,  M.D.) 
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ALEX  M.  BURGESS  AND  THE  AMERICAN 
COLLEGE  OF  PHYSICIANS 


By  Marshall  X.  Fulton,  M.D. 


I appreciate  very  much  the  privilege  that  is 
mine  in  being  allowed  to  speak  at  this  symposium 
in  recognition  and  honor  of  Alex  Burgess.  I have 
been  asked  to  participate,  in  one  measure  at  least, 
as  a representative  of  the  American  College  of 
Physicians.  In  my  brief  allotted  time,  I would 
like  to  tell  you  a little  about  the  important  place 
that  Alex  has  filled  in  this  very  important  organi- 
zation. For  those  of  you  who  may  not  know,  the 
American  College  of  Physicians  was  founded  in 
1915  as  an  organization  of  American  and  Cana- 
dian Internists  “to  promote,  improve  and  advance 
the  teaching  and  practice  of,  and  research  in. 
Internal  Medicine.”  Its  membership  has  grown 
so  that  it  now  numbers  some  15,000.  It  holds  a 
meeting  each  year  lasting  five  days;  it  sponsors 
a program  of  regional  meetings  in  the  interval 
between  annual  meetings;  it  publishes  one  of  the 
outstanding  medical  journals  of  the  world  called 
the  Annals  of  Internal  Medicine;  it  offers  courses 
in  Post-Graduate  ^ledicine  for  periods  of  three 
to  six  days  in  various  medical  centers  throughout 
the  country.  These  are  only  a few  of  its  important 
functions.  X'ow,  the  affairs  of  the  American  Col- 
lege of  Physicians  (which  has  its  headquarters  in 
Philadelphia)  are  directed  by  two  bodies  known 
as  the  Board  of  Governors,  with  one  Governor 
elected  for  each  state  and  each  Canadian  province, 
and  the  Board  of  Regents,  twenty-one  in  number. 
The  Regents,  along  with  the  officers  of  the  Col- 
lege, have  the  most  to  do  with  directing  its  affairs. 
I go  into  all  of  this  because  for  many  years  Doc- 
tor Burgess  played  a very  active  part  in  the  Amer- 
ican College  of  Physicians.  He  served  as  Governor 
for  the  State  of  Rhode  Island  for  thirteen  years 
— from  1934  to  1947 — and  following  this,  he 
served  for  six  years  as  a member  of  the  Board 
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of  Regents.  During  all  of  this  time  he  rendered 
devoted  service  by  his  work  on  various  commit- 
tees of  the  College,  by  planning  and  carrying 
through  regional  meetings  here  in  Xew  England, 
and  by  encouraging  younger  internists  in  this  area 
to  apply  for  Fellowship  in  the  College  and  to 
carry  forw'ard  its  program  and  its  traditions  here 
in  Rhode  Island.  The  dedication  with  which  he 
performed  these  functions  was  recognized  by  his 
election  in  1953  to  the  Vice  Presidency  of  the  Col- 
lege, and  even  more  in  1958,  when  he  was  awarded 
the  Alfred  Stengel  medal,  which  is  given  each 
year  to  one  Fellow  of  the  College  for  having 
rendered  outstanding  service. 

A second  important  assignment  that  came  to 
Doctor  Burgess  through  his  position  in  the  Amer- 
ican College  of  Physicians  was  that  of  Commis- 
sioner on  the  Joint  Commission  on  Accreditation 
of  Hospitals.  This  organization  was  an  outgrowth 
of  a program  started  in  1918  by  the  American 
College  of  Surgeons  to  accredit  those  hospitals 
that  were,  let  us  sa}’  it  simply,  found  on  survey 
to  be  doing  a thoroughly  creditable  job  in  patient 
care.  This  task,  over  the  years,  became  too  much 
for  one  organization,  and  so  in  1952  the  .Amer- 
ican College  of  Surgeons  was  joined  by  the  Amer- 
ican College  of  Physicians,  the  American  Medical 
Association,  and  the  .American  Hospital  Associa- 
tion in  forming  the  Joint  Commission,  composed 
of  twenty  commissioners.  Doctor  Burgess  was  ap- 
pointed among  the  first  of  three  College  of  Physi- 
cian members  to  this  Commission.  He  served  on 
it  faithfully  and  very  earnestly  for  ten  years — 
from  1953  to  1963.  This  meant  many  long  hours 
of  voluntary  service,  not  only  in  meeting  with  the 
Board  in  Chicago  to  decide  on  policy,  but  also 
in  carrying  out  some  of  the  hospital  surveys  him- 
self. The  Joint  Commission  has  expanded  its 
activities  in  recent  years,  but  it  is  clear  that  much 
of  its  present  effectiveness  relates  to  the  sound- 
ness of  is  early  policies  w'hich  Alex  Burgess  helped 
to  formulate.  (Continued  on  Next  Pase) 
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Thirdly,  the  other  important  assignment  that 
Alex  has  carried  out  as  a College  of  Physicians 
nominee  was  as  a member  for  five  years  of  the 
American  Board  of  Internal  Medicine.  This  is 
the  specialty  board  that  determines,  by  standards 
of  education  and  by  written  and  oral  examina- 
tions, who  shall  be  recognized  as  a Board  Certified 
Internist.  Here  again.  Doctor  Burgess  gave  many 
hours  of  valuable  time,  not  by  the  fireside  at 
home,  but  in  many  medical  centers  all  the  way 
from  Boston  to  San  Francisco,  examining  candi- 
dates for  their  skills  in  their  chosen  specialty  field. 

This  all  too  brief  delineation  of  these  few  facets 
of  Doctor  Burgess’s  many-sided  active  career  will, 


I hope,  explain  to  j-ou  the  brightness  of  two  of 
the  many  stars  in  his  crown,  the  one  star  a meas- 
ure of  his  dedication  to  the  best  in  ^ledicine;  the 
other  of  the  confidence  and  trust  of  his  colleagues 
in  assigning  to  him  responsibilities  which  they 
knew  he  would  carry  out  with  just  that  measure 
of  dedication. 

Alex,  it  is  a great  pleasure  to  salute  you  on 
this  occasion!  It  is  an  especial  pleasure  to  bring 
to  you  the  official  greetings  and  thanks  from  the 
American  College  of  Physicians,  and  it  is  a very 
particular  pleasure  to  add  my  own  personal  ex- 
pression of  respect  and  admiration. 


MY  SPECIAL  MEMORIES  OF 
ALEXANDER  MANLIUS  BURGESS 


By  Herman  A.  Lawson,  M.D. 


I am  happy  to  have  been  invited  to  participate 
in  this  ceremony,  and  to  have  an  opportunity  to 
pay  tribute  to  my  old  and  valued  friend.  It  would 
be  more  appropriate  to  refer  to  him  as  “my  young 
friend”  whom  I have  known  for  more  than  50 
years,  because  he  has  always  had  a youthful  spirit, 
ever  since  I first  met  him  in  1919,  which  he  still 
retains.  Our  long-standing  friendship  did  not  begin, 
however,  until  1925  when  Alex  had  just  begun 
his  first  tour  of  duty  as  Assistant  \'isiting  Physi- 
cian at  the  Rhode  Island  Hospital.  It  was  my 
good  fortune  to  be  the  senior  intern  on  the  1st 
Medical  Service  at  the  same  time.  My  fellow 
interus  were  envious  of  me,  and  for  good  reason. 
.\lex  was  a very  able  clinician  with  the  advantage 
of  a sound  background  of  training  in  pathology. 
He  was,  moreover,  an  outstanding  teacher.  His 
enthusiastic  interest  in  clinical  medical  problems 
was  stimulating  and  contagious.  He  was  most 
conscientious  in  performance  of  his  duties,  and 
ver\-  generous  in  giving  of  his  time  and  energies. 

It  was  at  this  time  that  I began  to  be  aware 
of  the  rare  qualities  of  the  man  whom  we  delight 
to  honor  today.  He  taught  us  more  than  medicine 
— things  which  have  always  been  characteristic 
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of  really  great  physicians.  We  learned  from  him 
the  importance  of  understanding  the  patient  as 
well  as  his  disease,  the  necessity  of  knowing  all 
we  could  of  the  sick  man,  his  family,  his  prob- 
lems, and  anxieties,  and  their  vital  importance  in 
his  care  and  progress  after  discharge  to  his  home. 

In  the  Fall  of  1927  it  was  my  good  fortune 
again  to  be  associated  with  him,  this  time  in  the 
private  practice  of  medicine.  I soon  learned  why 
he  needed  someone  to  help  him.  He  worked  very 
hard,  seven  days  each  week  throughout  the  year. 
He  was  not  isolated  in  his  office;  he  made  house 
calls  all  over  Providence  and  surrounding  com- 
munities, at  night  as  well  as  in  the  daytime.  This 
was  in  addition  to  hospital  duties  and  an  ever- 
increasing  demand  for  consultations  by  fellow 
practitioners.  His  was  a most  exacting  practice 
and  a very  heavy  burden. 

Yet  somehow  he  found  time  and  energy  for 
other  things.  His  fertile  mind  and  his  lively  intel- 
ligent curiosity  were  seldom  idle.  He  found  time, 
for  example,  to  do  something  useful  and  decisive 
about  oxygen  therapy.  He  was  dissatisfied  with 
the  current  methods  of  such  important  therapy 
by  use  of  tents  which  were  cumbersome,  incon- 
venient for  nursing  personnel,  but,  most  impor- 
tantly, usually  inefficient.  So,  .Me.x  devised  and 
developed  the  Burgess  Box,  a striking  example 
of  the  application  of  sound  physiological  and 
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physical  principles  to  meet  clinical  needs. 

He  was  a pioneer  in  other  important  areas  such 
as  the  introduction  of  the  so-called  “Felton’s 
Serum”  in  the  treatment  of  pneumococcal  lobar 
pneumonia,  a very  prevalent  disease  in  the  winter 
and  spring  months  in  those  days.  Alex  had  been 
a pioneer  in  the  use  of  insulin,  and  in  organization 
of  a clinic  for  diabetes  in  the  Rhode  Island  Hos- 
pital Out-Patient  Department  where  he  and  I 
and  our  cherished  friend  Louis  Kramer  worked 
three  days  per  week  for  many  years.  Irving  Beck 
joined  us  later,  very  soon  after  he  established 
his  private  practice,  and,  as  you  can  readily  under- 
stand, became  at  once  a stimulating  member  of 
the  clinic  and  of  the  Diabetes  Journal  Club  which 
met  monthly. 

Alex  was  a gifted  person  with  talents  in  other 
areas  besides  medicine.  One  of  the  delightful  prod- 
ucts of  this  versatility  was  the  charming  little 
poem  “Systole-Diastole”  which  he  composed  as 
he  rode  about  his  daily  visits  to  patients.  If  you 
have  not  read  it  you  should  do  so;  it  was  pub- 
lished in  the  Rhode  Island  Medical  Journal  in 
May,  1927.* 


There  is  an  endless  number  and  variety  of 
things  which  would  be  related  about  Alex,  but 
time  does  not  permit.  Most  of  you  are  familiar 
with  the  important  role  which  he  played  after 
World  War  II  on  behalf  of  displaced  persons,  es- 
pecially doctors,  who  were  the  victims  of  the 
chaos  and  disruption  which  followed  that  world 
catastrophe.  There  are  so  many  other  things  I 
should  like  to  tell  you  about  my  friend  if  there 
were  time.  He  has  always  been  a kindly,  tolerant 
and  compassionate  man;  but  a man  of  strength 
and  courage  as  well,  who  never  feared  to  espouse 
a good  cause  even  though  it  might  be  unpopular. 
He  was  a man  who  stood  on  the  right  side  of 
right  “with  such  conviction  that  neither  the  vio- 
lence or  passion  of  others  could  make  him  over- 
step the  bounds  of  reason.”  ^lany  of  his  achieve- 
ments have  received  public  recognition;  many 
more  will  survive  in  the  memory  of  colleagues 
and  friends  who,  above  all,  choose  to  remember 
with  affection  and  gratitude  wLat  he  has  meant 
to  them  and  to  the  community  as  a friend,  physi- 
cian and  public-spirited  citizen  throughout  a long 
and  useful  life. 


*"THE  HEART'S  SONG" 


Systole-diastole  the  whole  day  through 

In  a never-ending  sequence  while  you  live  by 
what  I do 

With  your  life  blood  passing  through  me  in  a 
cadence  like  a song 

Systole-diastole  the  whole  day  long. 

Systole-diastole  the  long  night  hours 

While  you  rest  I still  am  working  though  I’m 
garnering  my  powers 

For  the  efforts  of  the  morrow  for  the  travail  and 
the  fight 

Systole-diastole  through  all  the  night. 

SYSTOLE!  DL\STOLE!  is  it  fear  or  is  it  rage! 

Or  perchance  it’s  joy  that  keeps  me  knocking 
against  my  bony  cage 

You  can  sense  my  throbbing  tumult  or  as  keen 
as  joy  or  fear 


SYSTOLE!  DIASTOLE!  when  your  mate  is  near. 

SYSTOLE!  DIASTOLE!  you  are  prostrate  on 
your  bed 

And  the  poisoned  torrent  rushes,  clouding  brain 
and  aching  head, 

I,  your  ally  in  extremis,  fighting  foetid  fever’s 
powers 

SYSTOLE!  DIASTOLE!  oh  the  long  hours! 

Systole-diastole  now  the  race  is  almost  run 

Long  the  years  we've  toiled  together  in  the  shadow 
and  the  sun 

May  the  germ  cells  of  our  offspring  carry  what 
of  us  is  best 

Systole-diastole  systole-dia  stole  systole- 
diastole 
REST! 

Alex  !M.  Burgess,  Sr.,  M.D. 


October  1970 
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MESSAGE  ON  BEHALF  OF  THE  BURGESS  FAMILY 


By  Alex  M.  Burgess,  Jr..  M.D. 


Speaking,  as  is  my  welcome  privilege,  for  my 
mother,  my  brothers,  my  sister,  our  spouses,  an 
admiring  cluster  of  grandchildren,  and  the  first 
great  grandchildren,  I find  it  difficult  to  say  what 
is  in  all  of  our  hearts  without  sacrificing  sincerity 
by  overstatement.  Were  I to  indulge  in  our  many 
personal  reminiscences,  they  would  occupy  un- 
reasonable time. 

Many  here  today  owe  much  to  our  father,  but 
none,  of  course,  more  than  we  ourselves.  A recent 
new'spaper  item  quotes  Doctor  Burgess  as  saying 
that  the  first  step  towards  a long  and  healthy  life 
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is  to  choose  the  right  parents.  If  my  siblings  and 
I fail  in  this  life,  surely  we  can  at  least  be 
credited  with  this  initial  step. 

Kahlil  Gibran  said  “You  are  the  bows  from 
which  your  children  as  living  arrows  are  sent 
forth.  The  archer  sees  the  mark  upon  the  path 
of  the  infinite,  and  he  bends  you  wdth  his  might 
that  his  arrow's  may  go  swift  and  far.” 

It  has  been  a joy  to  hear  the  many  words  of 
appreciation,  admiration,  and  gratitude  expressed 
here  toda}’,  and  we  of  the  Burgess  Clan  have  an- 
other emotion — A pride  in  his  achievements  and 
great  happiness  in  being  not  only  the  arrows  shot 
forth  from  his  bow,  but  the  fortunate  loving  and 
beloved,  the  grateful  and  admiring  members  of 
his  close-knit  family. 


PREVIEW  TO  THE  PRINCIPAL  ADDRESS 


By  William  B.  Castle,  M.D. 


Mr.  Chairman,  it  seems  to  me  that  you  have 
missed  a great  opportunity  to  please  your  audi- 
ence and  to  emphasize  the  special  meaning  of 
this  afternoon.  After  we  had  listened  to  these 
delightful,  sincere,  affectionate  and  lively  reminis- 
cences and  especially  after  Alex  had  throwm  away 
his  notes  and  just  w'ent  on  in  his  wonderful, 
spontaneous  w'ay  you  could  just  have  announced, 
“That’s  it.”  Instead  you  proposed  the  anti-climax 
of  my  remarks  to  follow.  However,  I realize  your 
responsibility  to  a program  that  has  been  so 
carefully  planned  and  is  even  a little  ahead  of 
time.  So,  I thank  you,  even  if  the  audience  does 
not,  and  will  proceed. 

It  is  a wonderful  occasion;  and  I did  write 
down  some  things  to  say  as  a result  of  a con- 
versation with  Doctor  Goldowsky  on  the  tele- 


phone. At  first,  the  only  thing  we  could  come  up 
with  for  a title  for  my  talk  was  “Alex  Burgess”. 
Then  as  a sort  of  afterthought  we  stuck  in  “Medi- 
cine; Yesterday,  Today  and  Tomorrow”.  So,  the 
really  important  part  of  this  affair  had  already 
been  well  covered  and  so  beautifully  and  so  sin- 
cerely. Yes,  Alex,  I had  a generally  favorable 
impression  of  you;  but  this  wealth  of  detail  and 
the  affection  that  people  who  have  had  the  privi- 
lege of  knowing  you  intimately  brought  out  this 
afternoon  has  been  a moving  experience  for  me. 

My  manuscript,  by  the  way,  ladies  and  gentle- 
men, is  less  than  10  pages  long,  double  spaced. 
So,  since  your  Chairman  has  introduced  me,  I’m 
going  to  go  ahead  unless  you  all  rise  and  say, 
“Don’t,  don’t,  don’t’’. 
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Alex  M.  Burgess  and  Medicine: 
Yesterday,  Today  and  Tomorrow 


Medicine  s Future  Depends  Upon  De- 
voted And  Intelligent  Service  Such  As 


He  Exemplifies 


By  William  B.  Castle,  i\I.D. 


Alex,  this  afternoon  we  salute  you  and  cherish 
in  heart  and  mind  the  thought  of  your  long  and 
useful  professional  life  in  the  service  of  patients 
and  of  medical  education.  We  know  well  the 
quality  of  your  work  and  of  your  character:  con- 
scientious, scholarly,  wise,  and  competent.  You 
are  dedicated  to  high  standards  of  professional 
performance  and  humane  conduct  based  upon  a 
prevailing  sense  of  responsibilit}'  to  your  patients, 
your  colleagues,  and  your  calling.  You  have  long 
experience  of  the  human  condition;  and  this  hos- 
pital, this  city,  this  state,  and  a far  wider  area 
are  better  for  your  being.  And  happily,  if  I were 
to  ]X)int  out  to  you  that  you  have  spent  all  your 
life  in  these  ways,  you  would  reply  with  truth, 
“Not  yet.’’  For  which  we  probably  owe  much  to 
Mrs.  Burgess. 

YESTERDAY 

It  is  fascinating  to  consider  the  extraordinary 
changes  in  medicine  that  have  taken  place  since 
young  Alexander  Burgess  was  graduated  from  the 
Harvard  Medical  School  in  1910,  the  year  of  the 
publication  of  the  famous  Flexner  Report.  In 
1914  he  began  to  practice  medicine  in  Providence. 

WILLIAM  B.  CASTLE,  M.D.,  Distinguished 
Physician,  Veterans  Administration,  Veterans  .Ad- 
ministration Hospital,  West  Roxbury,  Mass. 


Shortly  before  that  time  L.  .1.  Henderson,  Har- 
vard’s great  biochemist-philosopher,  had  stated 
that  there  was  then  only  an  even  chance  that  a 
patient  consulting  a physician  would  benefit  from 
the  contact.  Richard  Cabot,  who  had  a way,  un- 
popular with  his  colleagues,  of  pointing  out  their 
professional  limitations  and  foibles,  wrote  that 
there  were  then  only  12  drugs  with  established 
therapeutic  activity.  Moreover,  of  these  only  three 
of  relatively  recent  recognition  were  the  result 
of  primary  discoveries  by  physicians:  diphtheria 
antitoxin  by  von  Behring  in  1889,  desiccated  thy- 
roid by  Alurray  in  1891,  and  salvarsan  by  Ehrlich 
in  1907,  Quite  otherwise  were  earlier  discoveries 
of  remedies  of  long  established  value.  Opium  has 
been  used  since  the  dawn  of  history  in  Asia 
Minor;  belladonna  was  the  favorite  preparation 
of  medieval  poisoners,  Peruvian  bark  had  been 
chewed  by  native  Indians  against  fever  long  before 
it  cured  the  Countess  of  Chincon;  and  digitalis 
was  recognized  by  Withering  as  the  active  in- 
gredient of  a successful  plant  mixture  for  dropsy 
employed  by  an  old  woman  of  Shropshire.  In  the 
mid-nineteenth  century  there  had  begun  great 
progress  in  public  health  through  sanitary  en- 
gineering as  a result  of  the  social  consciousness 
of  Virchow  and  others,  even  before  the  work  of 
(Contimiecl  on  Xe.xt  PaKe) 


( 


Fifth  Alex  M.  Burgess  Lecture 


561 


Pasteur  and  his  followers  explained  w'hy.  In  1914 
vaccination  against  smallpox,  though  legally  re- 
quired, still  encountered  the  same  agitated  oppo- 
sition in  some  quarters  as  does  fluoridation  today. 
In  that  year  the  discovery  of  ether  by  Morton 
was  not  yet  70  years  old,  and  Lister  had  just 
died.  After  the  work  of  these  men,  surgery,  being 
inherently  an  experimental  discipline  dealing  with 
tangible  and  visible  local  processes,  had  made 
rapid  progress,  despite  lack  of  antibiotics,  blood 
banks,  and  rational  parenteral  fluid  therapy. 

How  then  was  it  possible  to  practice  internal 
medicine  with  such  limited  therapeutic  resources 
as  existed  when  Doctor  Burgess  came  to  Provi- 
dence in  1914?  He  had,  it  is  true,  solid  knowledge 
of  the  natural  history  of  disease  based  on  two 
years  of  internship  at  the  Boston  City  Hospital 
and  a year  as  hospital  Pathologist  at  the  Montreal 
General.  Beyond  that  he  possessed  personal  quali- 
ties that  have  characterized  the  good  physician 
through  the  ages:  the  desire  and  the  ability  to 
serve  as  counselor  and  friend  of  patient  and  fam- 
ily. Luke  Fildes’  famous  painting  movingly  por- 
trays professional  devotion  despite  lack  of  tech- 
nical ability  to  aid  the  sick  child.  In  less  serious 
situations  the  doctor  could  rely  on  the  placebo 
effect  to  help  in  35  per  cent  of  his  administrations 
of  drugs  without  inherent  power  of  betterment. 
And  so  in  translation  of  the  immortal  words  in- 
scribed on  Trudeau’s  monument  at  Saranac  Lake 
his  best  hope  was,  as  ours  still  is  today:  “To  cure 
sometimes,  to  help  often,  to  comfort  always.” 

But  the  Golden  Age  of  clinical  research  was 
shortly  to  begin.  Doctor  Burgess  was  well  estab- 
lished in  practice  in  1922  when  insulin,  the  second 
of  the  great  therapeutic  advances  of  this  century, 
was  discovered  by  Banting  and  Best  in  Toronto. 
Alex  became  one  of  the  first  physicians  in  Rhode 
Island  to  employ  this  remedy;  and  he  continued 
his  interest  in  diabetes  to  become  President  of  the 
Xew  England  Diabetes  Association  is  1949.  The 
next  great  therapeutic  triumph  in  medicine,  the 
successful  treatment  of  the  fatal  disease  pernicious 
anemia,  announced  by  IMinot  and  Murphy  in 
1926,  involved  Dick  Lawson  in  the  subsequent 
development  of  oral  liver  extracts  at  Harvard, 
just  before  he  came  to  Providence  to  join  Doctor 
Burgess  in  practice.  With  young  Doctor  Lawson’s 
help  and  with  the  permission  of  Halsey  De  Wolf, 
the  Chief  of  the  Medical  Staff  at  the  Rhode  Island 
Hospital,  of  which  Doctor  Burgess  was  then  a 
member,  we  carried  out  clinical  observations  that 
led  in  1930  to  the  first  successful  use  in  this 


country  of  a practical  intravenous  liver  extract 
effective  in  pernicious  anemia.  Following  a few 
experiments  with  cats,  that  today  would  never 
secure  the  approval  of  the  Food  and  Drug  Ad- 
ministration for  release  of  the  product  to  clinical 
trial,  the  surprising  response  of  our  first  patient 
demonstrated  the  great  potency  of  the  injectable 
material.  This  led,  later  in  the  same  year  and 
again  with  the  collaboration  of  Doctor  Lawson, 
to  life-saving  treatment  with  this  home-made  in- 
travenous liver  extract  when  given  to  patients 
with  intractable  sprue  in  Puerto  Rico. 

In  the  next  decade  the  basic  work  of  Barcroft 
in  England  and  of  Yandell  Henderson  and  others 
in  this  country  led  to  less  than  perfect  applica- 
tions of  ox3^gen  therapy  in  disease.  In  1938  our 
guest  of  honor  published  a paper  on  this  topic  and 
his  name  became  associated  with  a highly  suc- 
cessful way  of  administering  oxygen:  the  “Bur- 
gess Box.’’  The  world-wide  acceleration  of  medical 
research  had  already  begun  with  the  laboratory 
discovery  of  a parent  sulfonamide  by  Domagk 
that  w’as  shortly  brought  to  clinical  use  in  Eng- 
land by  Colebrook  and  Kenny  in  1936  and  by 
other  clinical  workers  in  this  country  in  the  fol- 
lowing \'ear.  The  urgency  of  World  War  II  brought 
British  penicillin  to  life-saving  quantity  produc- 
tion in  the  USA;  and  its  congeners  and  other 
antibiotics  have  largely  removed  the  shadow  of 
death  from  acute  infection  or  tuberculosis  in 
childhood  and  youth.  Alex  Burgess  also  helped 
to  heal  the  professional  wounds  created  by  the 
war  by  serving  as  Chairman  of  the  Medical  Teach- 
ing Mission  for  Refugee  Physicians  in  the  U.S. 
Zone  in  Germany,  and  through  his  work  with 
the  International  Association  for  the  Relocation 
of  Foreign  Physicians.  As  we  have  heard,  this 
work  was  directly  of  value  to  the  recruitment  of 
staff  for  The  Miriam  Hospital. 

TODAY 

The  metlical  members  of  this  audience  need  no 
reminder  of  the  many  more  recent  advances  that 
have  so  greatly  strengthened  the  hand  of  today’s 
physician:  the  “wonder  drugs,”  steroids,  vitamins, 
tranquillizers,  antihypertensive  agents,  diuretics, 
sex  hormones,  and,  of  vast  potential  importance, 
the  oral  contraceptives.  In  the  field  of  preventive 
medicine  stand  out  the  virtual  elimination  of  polio- 
myelitis, with  similar  prospects  for  measles, 
mumps,  and  rubella.  The  outlook  for  patients 
with  congenital  deformities  or  acquired  valvular 
lesions  of  the  heart  has  been  immeasurably  im- 
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proved  by  cardiac  surgery;  and  today  the  inten- 
sive care  unit  can  save  the  lives  of  many  others. 
Among  other  achievements  it  has  once  more  dem- 
onstrated the  ability  of  the  bedside  nurse  to  ex- 
tend, or  even  effectively  to  substitute  for  with 
his  guidance,  some  of  the  conventional  functions 
of  the  doctor.  Initiation  of  these  technical  ad- 
vances and  of  many  others  has  taken  place  as  a 
result  of  the  efforts  of  various  experts  working 
with  special  skills  and  special  apparatus.  This 
occurred  to  some  extent  within  university  clinical 
departments,  but  more  often  was  brought  to  fru- 
ition in  the  laboratories  of  the  pharmaceutical  in- 
dustry, sometimes  in  collaboration  with  members 
of  preclinical  departments^  However,  the  eventual 
application  of  such  “break-throughs”  to  patients 
has  invariably  required  the  participation  of  clinical 
evaluation  and  skill,  sometimes  in  community  hos- 
pitals. As  a result  of  such  translation  to  the  bed- 
side and  more  often  due  to  the  accumulation  of 
small  practical  gains,  progress  in  the  care  of  hos- 
pital patients  has  continued  to  advance  since 
1955  when  Doctor  Burgess  became  Director  of 
Professional  Education  here.  This  institution  has 
been  fortunate  indeed  to  have  in  this  capacity 
a man  who  can  teach  all  of  us  to  choose  wisely 
among  many  therapeutic  modalities  those  best 
suited  to  the  care  of  the  individual  patient.  Acting 
in  a wider  sphere  of  medical  education  Doctor 
Burgess  has  been  Governor  for  the  State  of  Rhode 
Island  of  the  American  College  of  Physicians; 
and  as  a member  of  the  Board  of  Internal  Medi- 
cine exerted  a wise  and  benevolent  influence  upon 
its  examination  practices  for  certification.  His  ex- 
perience as  Consultant  Physician  to  many  hospitals 
in  Rhode  Island  and  as  Area  Section  Chief  in 
Medicine  of  the  Veterans  Administration  from 
1949  to  1955  helped  to  prepare  him  for  his  in- 
valuable educational  work  in  this  community  hos- 
pital during  the  past  15  years. 

Nevertheless,  beyond  the  physician’s  ability  to 
control,  even  with  the  present  help  of  clinical  re- 
search, are  the  great  causes  of  morbidity  and  mor- 
tality requiring  for  their  prevention  recognition 
and  appropriate  action  by  society.  Thus,  no  medi- 
cal problem  approaches  in  importance  thee  arrest- 
ing of  the  population  explosion,  for  which  the 
medical  means  are  already  at  hand.  Cigarettes 
may  kill  60,000  individuals  in  the  United  States 
in  1970  from  cancer  of  the  lung,  and  many  more 
heavy  smokers  will  die  from  related  effects.  The 
abuse  of  the  motor  car  as  a substitute  for  public 
transportation  will  cause  an  unnecessarily  large 


toll  of  death  and  disability.  Drug  and  alcohol  ad- 
diction will  destroy  many  others  directly  or  in- 
directly because,  despite  every  professional  effort, 
success  in  the  management  of  these  conditions 
demands  work  and  self-sacrifice  by  the  patient 
as  well  as  by  the  physician.  The  major  health 
problems  of  the  underprivileged  arise  and  persist 
because  of  poverty,  poor  housing,  and  malnutri- 
tion. These  require  primary  political  and  eco- 
nomic solutions.  Only  thereafter  can  the  medical 
profession  be  expected  to  contribute  effectively 
to  the  better  health  of  this  portion  of  society. 

Looking  at  the  health  picture  in  the  large  sadly 
reminds  us  of  the  relatively  small  effect  upon  life 
expectancy  and  infant  mortality  accompanying 
the  enormous  sums  expended  during  the  last  20 
years  by  the  Federal  Government  in  biomedical 
research  in  American  universities  and  hospitals. 
David  Rutstein^  has  emphasized  this  paradox  of 
modern  medicine;  and  despite  optimistic  pro- 
nouncements of  the  life-saving  effects  of  medical 
research  on  the  nation’s  health  made  by  lay 
authorities  from  a former  President  on  down, 
such  professional  observers  as  Robert  Ebert^,  Wil- 
liam Forbes^,  and  Greer  Williams®  find  that  the 
reality  of  progress  falls  far  short  of  the  adver- 
tised performance  of  the  “men  against  death.” 
The  recent  attitudes  of  congressional  committees 
suggest  that  this  disappointment  is  not  merely  a 
private  grief  of  informed  members  of  our  pro- 
fession, who  have  taken  a look  at  the  health  pic- 
ture in  perspective.  Of  course  the  public  was  not 
told  very  clearly  that  basic  research  is  the  hope 
of  the  future  and  that  while  not  very  helpful  to 
you,  it  may  well  lead  to  applied  research  for  the 
benefit  of  your  grandchildren — hardly  an  effective 
sales  pitch  for  a jet-age  America. 

TOMORROW 

As  to  the  future,  one  thing  only  is  certain;  that 
there  will  be  change,  great  change  in  the  practice  of 
medicine,  especially  in  the  way  in  which  its  service 
is  organized".  The  public’s  acceptance,  as  an  axiom 
of  present  day  democratic  society,  that  each  citi- 
zen has  the  right  to  medical  care  irrespective  of 
ability  to  pay  for  it,  together  with  the  ever-increas- 
ing specialization  of  professional  function,  will 
inevitably  bring  evolution.  It  is,  however,  an  open 
question  as  to  whether  the  social  ideal  can  be  im- 
plemented. Experience  with  other  efforts  at  mass 
production  suggests  that  an  increase  in  the  de- 
livery of  the  product  will  improve  somewhat  its 
average  quality  but  will  also  decrease  the  amount 
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of  both  presently  good  and  presently  inferior 
medical  care. 

Obviously,  revision  and  enlargement  of  exist- 
ing institutions  for  the  training  of  physicians  and 
affiliated  medical  professions  will  be  required.  For 
example,  should,  as  is  sincerely  to  be  hoped,  a 
clinically-complete  medical  school  come  into  being 
as  part  of  Brown  University,  the  clinical  investi- 
gators and  practitioners  on  its  faculty  will  be- 
come a focal  point  of  new  medical  knowledge  that 
will  radiate  inward  to  basic  science  as  well  as 
outward  to  the  practice  of  medicine  in  time  and 
space.  The  first  line  of  educational,  research,  and 
service  outposts  will  be  the  community  hospitals, 
such  as  this,  where  the  cumulative  experience  of 
the  clinical  staff  will  be  transmitted  in  the  edu- 
cation of  students,  residents,  research  fellows,  and 
other  categories  of  the  health  team.  It  is  well  that 
we  have  already  before  us  the  example  of  how 
much  Alex  Burgess  has  been  able  to  accomplish 
for  the  education  of  doctors  and  nurses  within 
this  hospital.  Less  clear  (and  probably  varying 
with  local  circumstances)  is  the  manner  in  which 
the  community  hospital  will  serve  a wider  citizen 
population  in  prevention  as  well  as  cure  of  illness. 
The  most  obvious  limitations  on  the  future  suc- 
cess of  this  extension  of  health  services  to  all  are 
likely  to  be  the  number  and  quality  of  those  in- 
volved in  delivering  them.  These  many  individuals 
will  inevitably  include  others  than  doctors  and 
in  far  greater  numbers,  the  so-called  para-medical 
personnel.  Roger  Egeberg  has  recently  estimated 
that  for  a beginning  there  will  be  needed  50,000 
more  doctors,  200,000  more  nurses,  and  150,000 
more  technicians  to  man  this  nation’s  brave  new 
medical  establishment.  The  community  hospital 
would  seem  to  be  an  invaluable  resource  in  the 
training  of  the  doctor’s  supporting  cast. 

The  individual  physician’s  capacity  for  service 
can  only  be  expanded  if  and  when,  while  working 
under  his  supervision,  these  new  assistants  assume 
many  of  his  present  functions.  This  is  already  a 
familiar  e.xercise  to  some  extent  in  the  conduct 
of  hospital-based  clinical  medicine  as  well  as  in 
its  laboratory  service  and  research  activities.  Here 
doctors  come  to  depend  completely  for  certain 
functions  upon  assistants  working  with  them  in 
an  atmosphere  of  mutual  respect  and  common 
striving  for  excellence.  \\  ill  the  fiber  and  quality 
of  all  those  who  are  involved  in  practicing  the 
healing  art  continue  to  be  so  admirable?  Another 
great  question  in  the  minds  of  many  observers 
is  as  to  the  degree  of  acceptance  of  the  doctor- 


substitute  by  the  patient,  especially  in  the  com- 
munity outside  the  hospital.  On  this  point  we 
have  the  informed  opinion  of  Kerr  White®  as 
follows: 

‘‘What  the  patient  wants  is  some  kind  of  re- 
sponsible person  to  whom  he  can  present  general 
complaints  at  any  reasonable,  or  even  any  un- 
reasonable, hour  of  the  day  or  night.  He  wants 
assurances  that  his  complaint  will  be  assessed  in 
terms  of  its  implications  and  risks,  and  that  he 
will  be  given  advice,  investigation,  management 
or  treatment  that  will  minimize  costs  and  risks 
for  him.  If  more  sophisticated  studies,  consultation 
and  treatment  are  indicated,  he  wants  assurances 
that  the  system  will  provide  the  personnel  and 
resources  to  meet  that  need.” 

The  acceptability  of  organized  group  practice 
in  many  parts  of  the  country  suggests  that  a wax- 
may  yet  be  found. 

Thus,  it  seems  likely  that  in  the  future  the  pro- 
fession of  medicine  will  find  itself  imbedded  in 
the  matrix  of  society.  It  will  be  looked  upon,  as 
in  other  Western  societies,  not  so  much  as  a 
profession  of  private  practitioners  as  a public 
service  of  high  quality.  The  individual  members 
of  the  profession  will  consequently  feel  themselves 
more  directly  involved  with  the  political  fate  of 
the  nation.  It  is  to  be  hoped  that  private  initiative 
will  receive  public  support  where  needed.  Not  all 
will  relish  this  change.  For  that  reason  I shall 
conclude  by  reading  what  is  to  me  a truly  remark- 
able prediction  of  the  future  of  America  in  the 
words  of  the  great  English  naturalist  Thomas 
Henry  Huxley.  They  were  spoken  at  the  dedication 
of  Johns  Hopkins  University  nearly  a century 
ago  in  1876  when  this  nation  was  100  years  old. 
Here  is  what  Hu.xley  said  to  his  distinguished 
listeners: 

“I  cannot  say  that  I am  in  the  slightest  degree 
impressed  by  your  bigness,  or  your  material  re- 
.sources,  as  such.  Size  is  not  grandeur,  and  territory 
does  not  make  a nation.  The  great  issue,  about 
which  hangs  a true  sublimity,  and  the  terror  of 
overhanging  fate,  is  what  are  you  going  to  do 
with  all  these  things?  What  is  to  be  the  end  to 
which  these  are  to  be  the  means?  You  are  making 
a novel  experiment  in  politics  on  the  greatest 
scale  which  the  world  has  yet  seen.  Forty  millions 
at  your  first  centenary,  it  is  reasonably  to  be 
expected  that,  at  the  second,  these  states  will  be 
occupied  by  two  hundred  millions  of  English- 
speaking  people,  spread  over  an  area  as  large  as 
(Continued  on  Page  ."'81) 
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PRESENTATION  BY  SAMUEL  B.  BURGESS,  M.D. 

TO 

ALEX  M.  BURGESS,  Sr.,  M.D. 


I was  very  pleased  that  Doctor  Castle  men- 
tioned the  fact  that  my  father  had  been  at  one 
time  the  Pathologist  of  the  ^lontreal  General  Hos- 
pital. He  was  also,  I might  mention,  Assistant 
Professor  of  Pathology  at  McGill  University.  I, 
too,  am  a pathologist;  the  difference  is  that  he 
got  over  it. 

It  has  long  been  a cherished  goal  of  mine  to 
tr}'  to  collect  in  the  form  of  reprints,  or  as  photo- 
copies, all  of  my  father’s  medical  writings.  This 
is  a small  fraction  of  his  total  writings,  what  with 
poetry,  and  prose  of  other  kinds,  but  this  repre- 
sents a collection  of  only  those  items  published 
in  the  rnedical  literature. 

I had  intended  to  present  this  collection  to  my 
parents  on  the  occasion  of  their  sixtieth  wedding 
anniversary  which  comes  next  month  (in  case  you 
didn’t  know),  but  members  of  the  family  felt, 
and  I quite  agreed,  that  today  would  be  a much 
more  appropriate  occasion  for  the  presentation. 


SAMUEL  B.  BURGESS,  M.D.,  Pathologist, 
Glover  ^lemorial  Hospital,  Xeedham,  ^lass. 


Many  of  the  speakers  have  been  gracious  enough 
to  open  by  addressing  their  remarks  to  “Doctor 
and  ^Irs.  Burgess,  members  of  their  family,  and 
friends  ...”  I would  like  to  stress  that  you  are 
all  members  of  his  family;  here  at  The  Miriam 
Hospital,  in  the  medical  profession  generally,  and 
in  all  of  the  related  studies  that  go  with  medi- 
cine. So  I hope  you  will  regard  this  as  a “family” 
presentation  from  everyone  here  today. 

I have  collected  the  reprints  and  have  had 
them  bound  in  a volume;  it  runs  to  some  three 
hundred  or  more  pages.  There  are  many  fas- 
cinating things  here;  the  work  on  diabetes,  on 
infectious  mononucleosis,  and  the  first  report  of 
malignant  rhabdomyoma  with  metastasis  in  a 
human  (the  only  previous  report  had  been  in  a 
trout).  There  is  the  treatment  of  pneumonia  and 
related  infections  with  the  sulfa  drugs.  There  is 
the  work  on  the  refugee  physician,  and  all  of  the 
wide  diversity  of  medical  writing  wLich  represents 
onh’  a small  fraction  of  the  diversity  of  his  total 
personality. 

I would  like  to  present  this  book  to  my  father. 


REMARKS  OF  ISADORE  PAISNER 
Representing  the  Board  of  Trustees  of  The  Miriam  Hospital 


Before  I perform  tbe  very  pleasant  duty  with 
which  I have  been  entrusted  by  the  Board  of 
Trustees  of  The  Miriam  Hospital,  there  is  some- 
thing that  I would  like  to  say  to  you  about 
Doctor  Burgess.  You  have  already  heard  a great 
deal  about  him  today  and  about  what  he  has 
meant  to  The  Miriam  Hospital.  I do  not  want 
to  repeat  what  has  already  been  said,  nor  do  I 
have  the  eloquence  to  say  it  better  than  anyone 
else  has.  Whenever  I think  of  Doctor  Burgess,  I 
am  drawn  to  the  words  of  a poem,  familiar  to 
all  of  you,  which  unquestionably  was  written  with 
a man  like  Doctor  Burgess  in  mind. 

I have,  therefore,  taken  the  liberty  of  amending 
the  poem  slightly  to  expose  the  innocent: 


Alex  ^1.  Burgess  (may  his  tribe  increase) 

.\woke  one  night  from  a deep  dream  of  peace. 
And  saw,  within  the  moonlight  in  his  room, 
Making  it  rich,  and  like  a lily  in  bloom. 

An  angel  writing  in  a book  of  gold: 

Exceeding  peace  had  made  Doctor  Burgess  bold, 
.\nd  to  the  presence  in  the  room  he  said 
“What  writest  thou?” — The  vision  raised  its  head. 
.And  with  a look  made  of  sweet  accord, 
.Answered,  “The  names  of  those  that  love  the 
Lord.” 

“And  is  mine  one?”  said  .Alex  “Nay,  not  so,” 
Replied  the  angel.  .Alex  spoke  more  low, 
(Continued  on  Page  582) 
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Editorials 


PRODUCTION  OF  HOSPITAL  COMMITTEE  MINUTES 


There  has  been  much  uncertainty  and  insecurity 
among  physicians  serving  on  Utilization  Review, 
Tissue,  Record,  Audit,  and  other  Peer  Review 
Committees  in  hospitals  lest  the  members  of  such 
committees  be  liable  for  suits  by  peer  doctors,  or 
the  minutes  be  available  through  discovery,  sub- 
poena, or  other  legal  mechanisms  for  use  in  mal- 
practice suits.  The  fact  that  a motion  in  a recent 
case  in  Washington,  D.  C.  seeking  production  of 
minutes  and  reixirts  of  any  hospital  board,  com- 
mittee, or  staff  was  denied,  should  be  reassuring  to 
physicians  engaged  in  these  activities.  The  wording 
of  the  decision  is  particularly  felicitous.  For  the 
benefit  of  our  readers  we  quote  at  length  from  the 
AM  A publication  The  Citation  of  ^lay  IS,  1970  a 
summary  of  the  opinion,  as  follows: 

‘‘A  motion  seeking  production  of  minutes  and 
reports  of  any  hospital  board  or  committee  or 
staff  concerning  the  death  of  a patient  and  all 
reports  pertaininng  to  the  patient,  including  those 
concerning  the  hospital’s  malpractice  insurance 
carrier,  was  denied  by  the  federal  trial  court  in 
the  District  of  Columbia.  The  decision  on  the 
motion  grew  out  of  a suit  for  negligence  against 
the  hospital  and  several  physicians. 

‘■The  medical  audit  function  is  performed  by 
hospital  committees  solely  to  improve  care  through 
self-analysis,  the  court  said.  Audit  is  also  required 


by  the  Joint  Commission  on  Accreditation,  whose 
denial  of  accreditation  can  substantially  affect  a 
hospital’s  professional  standing.  The  court  noted 
that  ‘Candid  and  conscientious  evaluation  of  clini- 
cal practices  is  a sine  qua  non  of  hospital  care.’ 

“ ‘Confidentiality  is  essential  to  effective  function- 
ing of  these  staff  meetings’,  the  court  continued, 
and  ‘constructive  criticism  cannot  occur  in  an 
atmosphere  of  apprehension  that  one  doctor’s  sug- 
gestion will  be  used  as  a denunciation  of  a col- 
league’s conduct  in  a malpractice  suit.’  There  is 
an  ‘overwhelming  public  interest  in  having  these 
staff  meetings  held  on  a confidential  basis’,  and 
the  minutes  are  entitled  to  a qualified  privilege, 
the  court  declared. 

“A  second  basis  for  the  court’s  holding  was  in- 
dicated in  its  statement  that  in  the  absence  of 
‘extraordinary  circumstances’  no  good  cause  was 
shown  why  the  minutes  should  be  disclosed.  What 
someone  later  thought  of  handling  of  a case  is 
not  relevant  to  the  case. 

“Reports  between  the  hospital  and  its  mal- 
practice carrier  subsequent  to  the  filing  of  the 
lawsuit  are  for  the  purpose  of  preparing  the  insur- 
ance company’s  lawy'er  for  trial  and,  therefore,  are 
part  of  the  attorney’s  ‘W’ork  product’  and  not 
subject  to  discover}^” 
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THE  TRUTH  ABOUT  ESC  ALATION  OF  FEES 


Robert  J.  flyers,  in  his  new  book  Medicare, 
presents  a comparison  of  annual  increases  in  phy- 
sicians’ fees  and  in  general  wages.  The  comparison 
is  instructive  in  view  of  the  criticism  of  physicians’ 
fees  by  those  seeking  a scapegoat  for  the  high 
costs  of  Medicare  and  INIedicaid.  The  average  an- 
nual increase  in  fees  for  the  years  1956  through 
1965  was  3.0  per  cent,  but  the  average  annual 
increase  in  wages  during  the  same  period  was  3.6 
per  cent.  iSIyers,  formerly  the  chief  actuary  of  the 
Social  Security  Administration,  pointed  out  that 
physicians’  fees  were  expected  to  increase  “over  the 
short-range  future”  after  the  passage  of  ^ledicare. 
The  increases  were  in  fact  5.9  per  cent  in  1966, 
7.3  per  cent  in  1967,  and  5.5  per  cent  in  1968.  But 
the  total  fee  increase  during  the  three-year  period 
was  only  1.0  per  cent  abov'e  the  rise  in  the  general 
wage  level. 


According  to  ^Ij’ers,  the  average  annual  increase 
in  physicians’  fees  from  1956  through  1968  was 
0.5  per  cent  below  the  average  annual  increase  in 
general  wages.  During  the  12-year  period,  wages 
rose  an  average  of  4.2  per  cent  each  year.  Physi- 
cians’ fees  went  up  3.7  per  cent. 

Physicians’  fees  must,  of  course,  include  35  to 
40  per  cent  for  overhead.  The  physician  also  must 
provide  his  own  fringe  benefits  from  the  fee.  Most 
wage  earners  have  no  overhead,  and  their  fringe 
benefits,  which  amount  to  15  to  20  per  cent  of 
their  annual  salaries,  are  provided  in  addition  to 
their  wages.  If  these  two  components  are  deducted 
from  physicians’  fees,  the  increase  in  physicians’ 
“wages"  has  actually  lagged  behind  the  annual 
increase  in  wages  of  others — including  the  unusual 
economic  period  following  enactment  of  Medicare. 


Wherever  you  go, 
forget  your  telephone 
calls.  We  ll  take  them 
for  you,  day  or  night. 

MEDICAL  BUREAU 
of  the 

Providence  Medical  Association 
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4th  National  Congress  on  the  Socio- Economies  of 
Health  Care 


Sponsored  by  the  American  Medical  As- 
sociation at  Chicago,  March  20,  21,  1970 


The  fourth  national  Congress  on  the  Socio- 
Economics  of  Health  Care  attracted  a large  na- 
tional audience  of  physicians  and  other  persons 
in  the  allied  health  fields.  The  presentations  ran 
the  gamut  of  all  the  widely-discussed  issues  of 
the  day  regarding  the  health  care  delivery  system, 
from  the  consumer,  labor,  industry,  hospital,  and 
health  financing  agency  viewpoints.  Labor,  as  ex- 
pected, had  only  one  solution,  presented  by  Louis 
B.  Knecht,  assistant  to  the  President  of  the  Com- 
munications Workers  of  America,  and  that  is  uni- 
versal compulsory  care  through  the  social  security 
tax  system. 

Several  speakers,  however,  made  very  telling 
points  which  reflected  sound  thinking  on  the  mag- 
nitude of  the  present  day  health  distribution  is- 
sues. Dr.  Irvine  H.  Page,  a member  of  the  Re- 
search Division  of  the  Cleveland  Clinic  Founda- 
tion, and  Editor  of  Modern  Medicine,  set  the 
stage  for  positive  thinking  with  a provoking  ad- 
dress in  which  he  exploded  many  of  the  cliches 
and  generalities  bandied  about  by  the  influential 
economists,  sociologists,  city  planners  and  admin- 
istrators— but  by  few  mature  physicians — regard- 
ing comprehensive  health  planning. 

Said  Doctor  Page: 

“Consumer  participation  is  altogether  laudable 
but  it  is  not  necessarily  reflected  in  the  vociferous 
challenges  hurled  at  us  by  the  self-proclaimed 
representatives  of  the  public.  Threats . often  do 
more  to  confuse  than  to  clarify  and  to  date  we  have 
had  at  least  our  share  ...”  “How  many  times 
must  we  listen  to  pompous  introductions  about 
medicine  operating  under  a “non-system”,  being 
a “cottage  industry”,  or  a “fragmented  industry”, 
“protection  of  the  right  of  physicians  by  the  lead- 
ers of  organized  medicine”,  and  most  egregious 
of  all,  “medical  care  is  too  serious  a matter  to 
entrust  to  doctors?” 


After  discussing  some  of  the  predictions  of  so- 
called  experts  in  the  field  other  than  experienced 
physicians.  Doctor  Page  commented  that  he  would 
simply  say  that  “planners  of  other  less  compli- 
cated social  phenomena  such  as  hunger  and  mal- 
nutrition, welfare,  housing,  education,  finance, 
population  control,  and  crime  have  not  left  me 
with  undimmed  confidence  in  the  quality  of  their 
planning  ...” 

Local  health  centers,  if  they  can  be  financed, 
have  merit,  he  maintained,  and  the  issue  should 
be  presented  as  a “here  and  now  challenge”  to 
the  young  activists,  medical  and  otherwise,  who 
wish  to  put  their  ideals  to  the  test  of  reality  and 
little  more  emphasis  on  duties,  rather  than  rights, 
might  help  everyone. 

Some  of  his  thoughts  on  the  issues  under  dis- 
cussion were  included  in  such  comments  as  “if 
the  medical  curriculum  must  be  shortened,  it  will 
be  necessary  to  re-examine  more  critically  not 
only  how,  but  what  is  being  taught”;  “pilot  stud- 
ies are  the  prudent  way  to  determine  merit  and 
cost.  There  are  too  few  of  them  and  far  too  much 
talk  of  whether  we  should  make  the  grand  ges- 
ture, without  making  sure  the  money  is  avail- 
able”: (as  we  found  out  with  rtledicare  and 
(Medicaid);  and  a White  House  Conference  or  a 
Presidential  Commission  as  a standard  response 
to  an  urgent  need  has  only  the  most  limited  value, 
and  it  is  further  limited  “by  the  known  but  little 
publicized  fact  that  much  of  the  thinking  is  done 
by  the  so-called  “leg  men”,  those  faceless  crea- 
tures who  invited  the  "right”  people,  write  the 
report  and  get  concurrence  from  the  very  busy 
front  men  who  are  often  mass-media  celebrities 
or  politicians  in  need  of  re-election.  Otherwise, 
how  does  one  account  for  the  hue  and  cry  set  off 
by  the  Xelson  Committee  in  its  concern  for  the 
(Continucfl  on  Next  Page) 
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COMPLETE,  ACCURATE  AND  PROMPT 
ANALYSIS 

HOPKINS  MEDICAL  LABORATORY 

335  Broadway 
Providence,  Rhode  Island 

Tel.  421-3100 
Res.:  353-2272 

Angelo  G.  Viticonte,  AB;MT. 

Director 

Ascanio  Di  Pippo,  Ph.D. 
Biochemistry 

Donald  Mattera,  B.S.,M.T. 


Pill?"  . . . “no  more  confused  picture  of  health 
can  be  imagined  than  that  presented  by  the  gov- 
ernment agencies,  as  the  most  recent  Congres- 
sional investigations  have  proved,  for  throughout 
almost  every  department  is  some  important  and 
expensive  bureaucratic  bit  with  ostensible  con- 
cern for  health,  and  yet  we  in  the  private  sector 
are  being  urged  to  join  as  partners  and  thus  add 
further  confusion”  . . . And  on  the  matter  of 
group  practice  versus  private  practice  and  fee  for 
service,  “there  are  those,  and  they  are  many,  who 
keep  enthusiasm  for  their  work  largely  because 
they  work  as  individuals.  There  are  others  who 
need  the  stabiliity  and  routine  of  institutions  to 
make  them  feel  secure.  Why  must  we  decide  to 
abolish  one  or  the  other  plan?”  . . . and  the 
greatest  obstacle  to  delivery  of  health  care  “is 
the  inability  of  physicians,  government  and  re- 
sponsible representatives  of  the  consumers  and 
business  to  work  in  harmony  to  do  a job.” 

* * * 

IR\TNG  J.  LEWIS,  Assistant  Director  of 
Health  Services  and  Mental  Health  administra- 
tion of  the  federal  Department  of  Health,  Edu- 
cation and  Welfare,  outlined  for  the  Conference 
the  financial  outlays  of  tax  monies  for  the  various 
national  programs  to  meet  costs  of  health  care, 
with  the  major  share  of  the  funds  going  to  the 
older  aged  citizens  (approximately  $10j4  billion 
out  of  $16  billion). 

He  urged  a greater  control  of  finances,  the 
building  and  shaping  of  a national  program  will 
spend  up  to  $60  billion  by  1975-1980,  investment 
in  innov'ations  of  health  care  delivery,  better  data 
and  statistics,  seed  money  for  improved  patterns 
of  health  care,  investments  in  medical  and  nurs- 
ing schools  and  a fresh  look  at  the  manpower 
supply. 

^ jf: 

iSIARTIX  PALEY,  Director  of  Community 
Health  Care  Planning  in  San  Francisco,  pointed 
out  that  planning  is  not  synonymous  with  decision 
making,  that  the  role  of  the  consumer  should  not 
be  as  an  attacker  of  physicians,  hospitals,  etc., 
but  rather  as  a positive  leader,  acting  in  the  role 
of  seeking  to  point  out  constructive  ways  to  ap- 
proach major  social  issues  of  the  day;  the  part- 
nership between  the  voluntary  advocate  and  the 
government  planner  needs  to  be  reconciled  and 
both  should  be  sensitive  to  the  possibility  of  many 
factors  being  favorable  to  Improved  methods,  and 
not  drive  for  a single  solution. 

(Continued  on  Page  571) 
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Theres  a soup 

for  almost  every  patient  and  diet 
...for  every  meal  ^ . 

and,  it’s  made  by  Wcuilpodl 


CALORIES  / 7 oz  Serving* 


Beef  Broth 

22 

Consomm6 

29 

Chicken  with  Rice 

43 

Chicken  Gumbo 

48 

Chicken  Noodle 

54 

Cream  of  Potato 

58 

Chicken  Vegetable 

60 

Vegetable  Beef 

66 

Vegetable  68 

Tomato  69 

Cream  of  Asparagus  ■ 70 

Cream  of  Chicken  76 

Cream  of  Mushroom  115 

Green  Pea  116 

Cream  of  Shrimp  (Frozen)  132 
Bean  with  Bacon  133 


In  planning  high  or  low  calorie  diets,  Campbell’s  more  than 
50  different  soups  offer  you  a wide  choice.  And,  most  of 
Campbell’s  Soups  contain  a wide  variety  of  ingredients  that 
can  serve  as  supplementary  sources  of  many  essential 
nutrients. 

* From  “Nutritive  Composition  of  Campbell’s  Products”  which 
gives  values  of  important  nutritive  constituents  of  all  Campbell’s 
Products.  For  your  copy,  write  to  Campbell  Soup  Company,  j 
Dept.  536,  Camden,  New  Jersey  08101.  i 


Results  on  skin  are  final  proof  of  any  topical  antibiotic’s  effectiveness 


No  in  vitro  test  can  duplicate  a clinical  situation  on  living  skin.  'Neosporin'  (polymyxin  B 
— bacitracin -neomycin)  Ointment  has  consistently  proven  its  effectiveness  in  thousands  of 
cases  of  bacterial  skin  infection.  The  spectra  of  the  three  antibiotics  overlap  in  such  a way 
as  to  provide  bactericidal  action  against  most  pathogenic  bacteria  likely  to  be  found  topically. 
Diffusion  of  the  antibiotics  from  the  special  petrolatum  base  is  rapid  since  they  are  insoluble 
in  the  petrolatum,  but  readily  soluble  in  tissue  fluids.  The  Ointment  is  bland  and  nonirritating. 

Caution:  As  with  other  antibiotic  preparations,  prolonged  use  may  result  in  overgrowth  of  nonsuscep- 
tible  organisms  and/or  fungi.  Appropriate  measures  should  be  taken  if  this  occurs.  Articles  in  the 
current  medical  literature  indicate  an  increase  in  the  prevalence  of  persons  allergic  to  neomycin. 
The  possibility  of  such  a reaction  should  be  borne  in  mind. 

Contraindications:  This  product  is  contraindicated  in  those  individuals  who  have  shown  hyper- 
sensitivity to  any  of  its  components. 

Supplied:  Tubes  of  1 oz.,  V2  oz.  with  applicator  tip,  and  Ve  oz.  with  ophthalmic  tip. 

Complete  literature  available  on  request  from  Professional  Services  Dept.  PML. 


‘NEOSPORIN' 


brand 


POLYMYXIN  B-BACITRACIN-NEOMYCIN 

OINTMENT 


BURROUGHS  WELLCOME  & CO.  (U.S.A.)  INC.,  Tuckahoe,  N.Y. 


SOCIO-ECONOMIC  HEALTH  CARE 
REPORT 

(Continued  from  Page  570) 

STEPHEN  MORRIS,  President  of  the  Good 
Samaritan  Hospital  in  Phoenix,  Arizona,  gave  an 
interesting  tallk  on  the  role  of  hospitals  and  insti- 
tutions in  the  health  care  system.  He  maintained 
that  “we  in  hospital  administration  can  no  longer 
afford  the  luxury  or  security  of  tunnel  vision. 
\\’e  must  concern  ourselves  with  the  realities  of 
the  larger  world — the  one  outside  the  walls  of 
our  institutions.”  Inaction,  he  stated,  is  not  a 
choice,  nor  would  a total  government  system  which 
would  be  “disastrous  both  for  the  voluntary  health 
system  and  for  the  patients.” 

“There  is,”  he  stated,  “a  critical  need  for  pri- 
vate enterprise  to  involve  itself  to  a greater  de- 
gree and  for  us  in  hospital  administration  to  em- 
ploy the  s ervices  which  private  enterprise  is 
uniquely  qualified  to  confer.”  He  attacked  the 
proprietary  hospital — especially  ones  that  have 
moved  into  large  scale  chain  operations  which 
focus  their  services  on  only  the  profitable  aspects 
of  a hospital’s  operation — as  not  serving  in  the 
public’s  interest. 

He  urged  the  merger  of  smaller  community  hos- 
pitals into  an  affiliated  complex  with  a major 
hospital  to  strengthen  the  financial  base  of  the 
merged  institution,  to  get  the  benefit  of  corporate 
management  to  assist  in  every  phase  of  operation, 
to  gain  the  advantage  of  data  processing,  and  to 
gain  economic  savings  through  joint  services  such 
as  material  standardization,  personnel,  purchas- 
ing, education,  inservice  training,  etc. 

* * * 

DANIEL  W.  PETTENGILL,  Vice-President  of 
the  Aetna  Life  and  Casualty  Insurance  Company 
of  Hartford,  discussed  the  role  of  the  insurance 
industry  in  health  financing,  and  he  made  some 
interesting  observations  after  outlining  specific 
recommendations  that  he  felt  might  be  pertinent. 
Commenting  on  the  control  of  medical  costs,  Pet- 
tengill  stated  that  the  role  is  a very  difficult  one 
for  both  the  insurer  and  the  provider  and  it  calls 
for  the  highest  degree  of  intelligent  cooperation. 
In  his  opinion  guidelines  should  be  established  by 
the  providers  with  administrative  and  statistical 
assistance  from  the  insurers  in  order  to  assure 
that  the  guidelines  are  practical  from  the  point 
of  view  of  all  parties  concerned — the  insurer,  the 
provider,  and  the  patient. 

He  also  noted  that  welfare  agencies  have  seldom 

(Concluded  on  Pa^e  580) 


INTERESTED  IN 
TAX  EXEMPT  INCOME 

NOW  NOW  NOW 

6^2%— 7% 

Exempt  from  Federal  Income  Tax.  Wouldn’t 
you  like  some  tax  free  income?  Municipal 
bonds  rated  AA  and  A give  a to  7% 

yield  today.  You  can  have  a table  that 
shows  in  your  tax  bracket  what  to  1% 

is  equivalent  to  in  a non-exempt  investment 
or  savings  plan.  These  yields  are  yours  to 
have  for  the  next  25  years  if  you  take  ad- 
vantage of  these  current  high  returns. 


Kindly  send  me  selective  information  on 
Fixed  Income  Tax  Exempt  investments 
with  6(4%-7%  yield. 

WILKES  & CO. 

P.O.  BOX  766 
WARWICK.  R.  I.  02888 

NAME  

ADDRESS  


Disability 
Death 

DEPRESSION 
Devaluation 

We've  been  buying  insurance  against  loss 
from  the  above  listed  hazards  for  our 
clients  all  through  the  rising  tide  of 
inflation. 

NOW,  we  have  a special  message. 

BUY  DEPRESSION  INSURANCE,  NOW  - 

Even  if  the  current  market  slide  should 
turn  out  to  be  temporary,  you'll  be  hap- 
pier and  more  secure. 

If  you  want  DEVALUATION  insurance,  we 
can  buy  it  for  you  cheaper,  now,  than  it 
has  been  for  many  years! 

Nuf  sed? 

Fourdee  Planning  Corporation 
Fourdee  Agency,  Inc. 

R.  A.  Derosier  Agency 

54  Custom  House  Street 

Tel:  - 831-4833 
Providence,  Rhode  Island 


Insurance 
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Books  Received  for  Review 


WATER  AND  ELECTROLYTE  METABOLISM 
.AND  ACID-B.ASE  B.AL.ANCE,  by  Edward 
Muntwyler.  The  CA^  Mosby  Company,  Saint 
Louis,  1968.  $5.85 

CONGESTIV'E  HEART  FAILURE,  by  Ralph 
M.  Myerson  and  Bernard  H.  Pastor.  The  C.V\ 
Mosby  Company,  Saint  Louis,  1967.  $12.85 
A DOCTOR’S  APPRO.ACH  TO  SENSIBLE 
DIETING  .AND  WEIGHT  CONTROL,  by 
Paul  G.  Neimark  in  Consultation  with  Eugene 
Scheimann.  Budlong  Press  Company,  Chicago, 
1968. 

TEXTBOOK  OF  PEDLATRICS.  Edited  by 
Waldo  E.  Nelson.  Associate  Editors:  Victor  C. 
V'aughan,  III,  and  R.  James  McKay.  W.B. 
Saunders  Company,  Philadelphia,  1969.  $21.50 
MANU.AL  ON  ARTIFIC.AL  ORG.YNS.  Vol.  1. 
THE  ARTIFICL\L  KIDNEY.  A Guide  to 
Understanding  for  the  Physician  and  for  the 
Patient.  A'ukihiko  Nose.  The  C.V.  Mosby  Com- 
pany, Saint  Louis,  1969.  $27.75 
THE  APOLOGIE  .\ND  TRE.ATISE  OF  AM- 
BROSE P.ARE  Containing  the  Voyages  Made 
Into  Divers  Places  with  Many  of  his  Writings 
upK)n  Surgery.  Edited  and  wdth  an  Introduction 
by  Geoffrey  Keynes.  Dover  Publications,  Inc., 
New  York,  1968  (repr.  of  University  of  Chicago 
Press  publication,  1952)  $2.50 
SURGERY  OF  THE  ADRENAL  GL.ANDS,  by 
Lawrence  W.  ONeal.  The  C.V.  Mosby  Com- 
pany, Saint  Louis,  1968.  $19.50 


Curran  & Burton 

DIVISION  OF  TEXACO  INC. 

1120  Eddy  Street 
Providence,  Rhode  Island 
HOpkins  7-8050 

INDUSTRIAL  AND  WHOLESALE 
FUEL  OILS 


SURGERY  OF  THE  AGED  AND  DEBILIT.\- 
TED  P.-\TIENT.  Edited  by  John  H.  Powers. 
W.B.  Saunders  Company,  Philadelphia,  1968. 
$19.00 

PH\  SrCAL  DLAGNOSIS.  The  History  and  Ex- 
amination of  the  Patient,  by  John  A.  Prior  and 
Jack  S.  Silberstein.  Third  Edition.  The  C.V. 
Mosby  Company,  Saint  Louis,  1969.  $10.50 
H.\NDBOOK  OF  FR.ACTURES,  by  Edgar  Lee 
Ralston.  The  C.V.  Mosby  Company,  Saint  Louis, 
1967,  $10.75 

CONTROVERSY  IN  OBSTETRICS  AND  GY- 
NECOLOGY. Edited  by  Duncan  E.  Reid  and 
T.C.  Barton.  W.B.  Saunders  Company,  Phila- 
delphia, 1969.  $16.75 

GENETICS  AND  COUNSELING  IN  MEDICAL 
PRACTICE,  by  Leonard  E.  Reisman  and  Adam 
P.  Matheny,  Jr.  The  C.V.  Mosby  Company, 
Saint  Louis,  1969.  $12.75 
A DOCTOR  DISCUSSES  NARCOTICS  AND 
DRt'G  ADDICTION,  by  Louis  Relin  in  Con- 
sultation with  Robert  L.  Sharoff.  Budlong  Press 
Company,  Chicago,  1968.  $1.75 
A DOCTOR  DISCUSSES  THE  PRE-SCHOOL 
CHILD'S  LEARNING  PROCESS  (.\ND  HOW 
PARENTS  CAN  HELP),  by  Edward  B.  Rosen- 
berg and  Silas  L.  Warner.  Budlong  Press  Com- 
pany, Chicago,  1967.  $1.50 
ATLAS  OF  EAR  SURGERY,  by  William  H. 
Saunders  and  Michael  M.  Paparella.  The  C.V. 
^losby  Company,  Saint  Louis,  1968.  $27.50 
HANDBOOK  OF  ORTHOPAEDIC  SURGERY, 
by  Alfred  R.  Shands,  Jr.,  and  B.  Beverly  Raney, 
Sr.,  with  the  Collaboration  of  H.  Robert  Brash- 
ear.  Seventh  Edition.  The  C.V.  Mosby  Com- 
pany, Saint  Louis,  1967.  $12.00 
ABORTION  AND  THE  L.AW.  Edited  by  David 
T.  Smith.  Press  of  Western  Reserve  University, 
Cleveland,  1967.  $7.00 

.\RROWS  OF  ]MERCY,  by  Philip  Smith.  Double- 
day and  Company,  Inc.,  Garden  City,  1969. 
$5.95 

.\NESTHESIA  FOR  INFANTS  AND  CHILD- 
(Coiitiiuied  on  Page  573) 
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REN,  by  Robert  M.  Smith.  Third  Edition.  The 
C.V'.  Mosby  Company,  Saint  Louis,  1968.  $17.50 
PATHOLOGIC  PHYSIOLOGY.  Mechanisms  of 
Disease,  by  William  A.  Sodeman  and  William 
A.  Sodeman,  Jr.  Fourth  Edition.  W.B.  Saunders 
Company,  Philadelphia,  1967.  $19.00 
HANDBOOK  OF  PSYCHL\TRY,  by  Philip  Sol- 
omon and  V'ernon  D.  Patch.  Lange  Medical 
Publications,  Los  Altos,  California,  1969.  $7.00 
THE  OPHTHALMIC  ASSIST.YNT.  Fundamen- 
tals and  Clinical  Practice,  by  Harold  A.  Stein 
and  Bernard  J.  Slatt.  The  C.V.  Mosby  Com- 
pany, Saint  Louis,  1968.  $19.50 
COLLATERAL  CIRCULATION  IN  CLINIC.AL 
SURGERY,  by  D.E.  Strandness,  Jr.  W.B.  Saun- 
ders Company,  Philadelphia,  1969.  $20.00 
INTERN.^L  MEDICINE.  Based  on  ^Mechanisms 
of  Disease.  Edited  by  Peter  J.  Talso  and  .Alex- 
ander P.  Remenchik.  The  C.VC  Mosby  Com- 
pany, Saint  Louis,  1968.  $17.50 
Todd-Sanford  CLINICAL  DIAGNOSIS  BA’  LAB- 
ORATORY METHODS.  Edited  by  Israel 
Davidsohn  and  John  B.  Henry.  W.B.  Saunders 
Company,  Philadelphia,  1969.  $25.95 
A SYNOPSIS  OF  CONTEMPORARY  PSYCHI- 
.ATRA’,  by  George  .A.  Ulett  and  D.  Wells  Good- 
rich. Fourth  Edition.  The  C.A’.  Mosby  Com- 
pany, Saint  Louis,  1969.  $9.50 
United  States  Army  Medical  Department'. 

CRISIS  FLEETING:  Original  Reptorts  on  Mili- 
tary Aledicine  in  India  and  Burma  in  the  Second 
World  War.  Compiled  and  Edited  by  James  H. 
Stone.  L^S.  Government  Printing  Office,  Wash- 
ington, 1969.  $3.75 

THE  EVOLUTION  OF  PREVENTIVE  AIED- 
ICINE  IN  THE  UNITED  ST.ATES  ARMY. 
1607-1939,  by  Stanhope  Bayne-Jones.  U.S.  Gov- 
ernment Printing  Office,  Washington,  1968.  $2.50 
INFECTIOUS  DISE.ASE  AND  GENERAL 
MEDICINE,  Volume  3-Internal  Medicine  in 
World  War  II.  U.S.  Government  Printing  Office, 
Washington,  1968.  $8.25 

AIEDICAL  SUPPLY  IN  WORLD  WAR  II. 
U.S.  Government  Printing  Office,  Washington, 
1968.  $8.25 

PHYSICAL  STANDARDS  IN  WORLD  WAR 
II.  U.S.  Government  Printing  Office,  Washington, 
1967.  $3.00 

HANDBOOK  OF  PEDIATRIC  MEDICAL 
EAIERGENCIES,  by  Charles  V’arga  and  Con- 


tributors. Fourth  Edition.  The  C.V^  Mosby  Com- 
pany, Saint  Louis,  1968.  $19.75 
LUNG  CANCER.  .A  Study  of  Five  Thousand 
Memorial  Hospital  Cases.  Edited  by  William 
L.  Watson.  The  C.V.  Mosby  Company,  Saint 
Louis,  1968.  $29.50 

HOW  TO  LIVE  WITH  HYPOGLYCEMIA,  by 
Charles  Weller  and  Brian  R.  Boylan.  Double- 
day and  Company,  Inc.,  Garden  City.  1968. 
$4.50 

THE  SIDE  OF  THE  .ANGELS,  by  John  Rowan 
Wilson.  Doubleday  and  Company,  Inc.,  Garden 
City,  1968.  $5.95 

MANIC  DEPRESSIVE  ILLNESS,  by  George 
Wlnokur,  Paula  J.  Clayton,  and  Theodore  Reich. 
The  C.A’.  Mosby  Company,  Saint  Louis,  1969. 
$6.50 

PRACTICAL  UROLOGY,  by  Chester  C.  Winter. 
The  C.V.  Mosby  Company,  Saint  Louis,  1969. 
$11.00 

INTRODUCTION  TO  MEDICAL  SCIENCE,  by 
Clara  Gene  A’oung  and  James  D.  Barger.  The 
C.A’.  Mosby  Company,  Saint  Louis,  1969.  $7.95 
SPARE-PART  SURGERY.  The  Surgical  Practice 
of  the  Future,  by  Donald  Longmore.  Edited  and 
Illustrated  by  M.  Ross-MacDonald.  Doubleday 
Science  Series.  Doubleday  and  Company,  Inc., 
Garden  City,  1968.  $5.95 
PROCEEDINGS  OF  THE  CENTENNLAL  SYM- 
POSIUAI,  Alanhattan  Eye,  Ear  and  Throat 
Hospital.  A’ol.  1,  OPHTH.ALMOLOGY,  Edited 
by  .Arnold  I.  Turtz.  The  C.A’.  Mosby  Company, 
Saint  Louis,  1969.  $27.50 
PROCEEDI.NGS  OF  THE  CENTEN.NI.AL  SYM- 
POSIUM, Manhattan  Eye,  Ear  and  Throat 
Hospital.  A’ol.  2.  OTOLARYNGOLOGY,  Edited 
by  AA’illiam  F.  Robbett.  The  C.A’.  Mosby  Com- 
pany, Saint  Louis,  1969.  $27.50 
AVH.AT  YOU  CA.N  DO  ABOUT  CANCER,  by 
Joseph  C.  Alaroon.  Doubleday  and  Company, 
Inc.,  Garden  City,  1969.  $5.95 
ATLAS  OF  GLAUCOAIA  SURGERY,  by  John  M. 
AIcLean.  The  C.A’.  Alosby  Company,  Saint 
LouijS  1967.  $17.50 

LECTURES  ON  THE  COAIP.ARATIA’E  PATH- 
OLOGY OF  INFL.AAIM.ATION.  Delivered  at 
the  Pasteur  Institute  in  1891  by  Elie  Metchni- 
koff.  Translated  by  F..A.  and  E.H.  Starling. 
AA’ith  a New  Introduction  by  .Arthur  M.  Silver- 
stein.  Dover  Publications,  Inc.,  New  York,  1968 
(repr.  of  Kegan  Paul  publication,  1893)  $2.75 
(Coiichulerl  on  Page  580) 
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His  makeup  is  unique  by  tradition. 

His  ulcer  trea^ent  is  unique 
by  tradition,  too. 


In  the  world  of 
entertainment,  a clown’s 
makeup  remains  the 
exclusive  property  of  its 
originator.  Time  has 
established  that  tradition. 
In  the  treatment  of  ulcers 
and  other  gastrointestinal 
complaints,  time  has 
established  Pro-Banthine 
as  a tradition  too. 


Few  drugs  can  boast  a 
longer  successful  run. 
Introduced  17  years  ago, 
this  drug  is  a veteran 
gastrointestinal  performer. 

Pro-Banthine  stars  in  the 
treatment  of  peptic  ulcer, 
functional  gastrointestinal 
disturbances,  ulcerative 
colitis,  hypertrophic  gastritis, 
pylorospasm,  acute  and 
chronic  pancreatitis, 
diverticulitis,  biliary 
dyskinesia,  hyperhidrosis, 
ileostomies,  and  colonic. 


ureteral  or  urinary  bladder 
spasm.  Its  fame  as  an 
anticholinergic  is  worldwide. 

When  you  want  a 
performer  you  can  count  on 
. . . remember  Pro-Banthine. 
Tradition  does. 


6EARLE 


Research  in  the  service  of  medicine. 
G.  0.  Searle  & Co..  Chicago,  III.  60680 


Pro*Banthine 

(propantheline  bromide) 

the  traditional  ulcer  treatment 


Pro-Banthine  IS  mg. 
propantheline  bromide 


Pro-Banthine  IS  mg. 
propantheline  bromide 
with 

Dartal  5 mg. 
thiopropazate 
dihydrochloride 


Pro-Banthine  IS  mg. 
propantheline  bromide 
with 

Phenobarbital  15  mg. 
warning: 

may  be  habit  forming 


Pro-Banthine  P.A.  30  mg. 
propantheline  bromide 
in  time-release  form 


Pro-Banthine  IVi  mg. 
propantheline  bromide 
Half  Strength 


Pro‘Banthine 

(propantheline  bromide) 

Indications:  Peptic  ulcer,  gastroenteritis, 
pylorospasm,  biliary  dyskinesia,  functional 
hypermotility  and  irritable  colon. 
Contraindications:  Glaucoma,  severe  cardiac 
disease. 

Precautions:  Since  varying  degrees  of  urinary 
hesitancy  may  occur  in  elderly  men  with  pros- 
tatic hypertrophy,  this  should  be  watched  for 
in  such  patients  until  they  have  gained  some 
experience  with  the  drug.  Although  never  re- 
ported, theoretically  a curare-like  action  may 
occur  with  possible  loss  of  voluntary  muscle 
control.  Such  patients  should  receive  prompt 
and  continuing  artificial  respiration  until  the 
drug  effect  has  been  exhausted. 

Side  Effects:  The  more  common  side  effects, 
in  order  of  incidence,  are  xerostomia,  mydri- 
asis, hesitancy  of  urination  and  gastric  fullness. 
Dosage:  The  maximal  tolerated  dosage  is  usu- 
ally the  most  effective.  For  most  adult  patients 
this  will  be  four  to  six  15-mg.  tablets  daily  in 
divided  doses.  In  severe  conditions  as  many 
as  two  tablets  four  to  six  times  daily  may  be 
required.  Pro-Banthine  is  supplied  as  tablets 
of  15  mg.,  as  prolonged-acting  tablets  of  30 
mg.  and,  for  parenteral  use,  as  serum-type  vials 
of  30  mg.  The  parenteral  dose  should  be  ad- 
justed to  the  patient’s  requirement  and  may 
be  up  to  30  mg.  or  more  every  six  hours,  intra- 
muscularly or  intravenously. 
Pro-Banthine®  15  mg. 

(propantheline  bromide) 
with 

Dartal®  5 mg. 

(thiopropazate  dibydrochloride  ) 

Indications:  Peptic  ulcer,  spastic  constipation, 
nonspecific  gastritis,  function?!  gastrointesti- 
nal disorders,  pylorospasm,  hyperhidrosis, 
irritable  bowel  syndrome,  mucous  or  ulcerative 
colitis,  functional  diarrhea. 

Contraindications:  Glaucoma,  severe  cardiac 
disease. 

Warnings:  Pro-Banthine  with  Dartal  should 
not  be  administered  to  patients  who  are  under 
the  influence  of  barbiturates,  alcohol  or  nar- 
cotics. The  drug  should  be  administered 
cautiously  to  epileptic  patients  or  those  in 
depressed  states,  patients  with  liver  disease 
and  to  pregnant  women.  Hypersensitivity  to 
Dartal  may  occur  rarely  in  patients  with 
known  sensitivity  to  similar  drugs. 

Side  Effects:  Dryness  of  the  mouth,  mydria- 
sis, hesitancy  of  urination;  less  commonly 
extrapyramidal  (restlessness,  dystonia  and 
signs  of  pseudoparkinsonism  such  as  muscular 
rigidity,  fixed  facies,  tremor,  ataxia,  festinant 
gait  and  drooling),  parasympatholytic 
(blurred  vision,  xerostomia,  hypotension,  na- 
sal congestion  and  constipation)  and  curare- 
like  (loss  of  control  of  voluntary  muscles, 
particularly  the  muscles  of  respiration)  reac- 
tions. Rarely,  leukopenia  or  allergic  purpura. 
A generalized  erythematous  skin  reaction  may 
occur.  Side  effects  characteristic  of  pheno- 
thiazines  such  as  grand  mal  convulsions,  altered 
cerebrospinal  proteins,  cerebral  edema,  poten- 
tiation of  the  effects  of  atropine,  heat  or  phos- 
phorus insecticides,  autonomic  reactions, 
endocrine  disturbances,  reversed  epinephrine 
effect,  h3rperpyrexia  or  pigmentary  retinopa- 
thy may  theoretically  occur  but  have  not  been 
reported  with  Dartal.  Severe  hypotension  fol- 
lowing recommended  doses  occurs  more 
commonly  in  patients  who  are  also  afflicted 
by  other  medical  disorders  such  as  mitral 
insufficiency  or  pheochromocytoma,  and  par- 
ticular attention  should  be  paid  to  such  a 
possibility  although  this  has  not  been  observed 
with  Dartal. 

Adult  Dosage:  One  tablet  three  times  a day. 

Pro-Banthme®  15  mg. 

(propantheline  bromide) 
with 

Phenobarbital  15  mg. 

Warning:  May  be  habit-forming. 

For  Indications,  Contraindications,  Precau^ 
tions,  Side  Effects  and  Dosage  see  Pro-Ban- 
thlne.  In  addition,  phenobarbital  should  be 
administered  with  caution  to  patients  with 
liver  disease,  mental  disturbances  or  a signifi- 
cant degree  of  hypoxia. 

Pro-Banthine  P.A.® 

prolonged  acting  brand  of  propantheline  bromide 
For  Indications,  Contraindications,  Precau- 
tions and  Side  Effects  see  Pro-Banthine. 
Dosage  Form:  Capsule-shaped,  compression- 
coated,  peach  tablets  of  30  mg.  for  oral  use. 
Dosage:  The  recommended  initial  dosage  is 
one  tablet  in  the  morning  and  one  at  night. 
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Regulations  Pertaining  to  Reporting  Communicable 
Diseases 

NOTE;  For  the  information  of  all 
physicians  the  list  of  reportable  com- 
innnicahle  diseases  is  pnhlished  helow. 

The  listing;  includes  recent  changes  that 
move  rubella  from  Category  I to  Cate- 
gory II;  add  congenital  rubella  syn- 
drome to  Category  II;  add  lead  poison- 
ing in  children  to  Category  III;  and 
«lrop  trachoma  and  dengue  from  Cate- 
gory II. 


In  accordance  with  the  provisions  of  the  Ad- 
ministrative Procedures  Act — (Chapter  42-35) 
and  Chapter  23-1  (Department  of  Health)  of  the 
General  Laws  of  Rhode  Island,  1956,  as  amended, 
the  attached  Rules  and  Regulations  are  hereby 
adopted  after  due  notice  and  hearing  and  sub- 
mitted for  filing,  to  become  effective  twenty  (20) 
days  thereafter. 

Joseph  E.  Cannon,  IM.U.,  M.P.H. 

Director  of  Health 

Notice  given  on:  Journal — ’^March  30,  1970 
Hearing  held  on:  April  29,  1970 
Received  and  filed:  IMay  6,  1970 

-August  P.  La  France 
Secretary  of  State 

MANNER  OF  REPORTING 
Reporting  of  diseases  listed  in  Category  HI  is 
by  confidential  morbidity  cards  mailed  by  the 
attending  physician  to  the  State  Department  of 
Health  by  first-class  mail. 

Morbidity  report  cards  are  supplied  by  the 
Department  of  Health.  A different  form  is  used 
for  tuberculosis  and  for  venereal  diseases. 

.■\11  information  concerning  cases  or  suspected 
cases  is  considered  confidential  and  not  open  to 
public  inspection. 

RESPONSIBILITY  FOR  REPORTING 
The  basic  responsibility  for  reporting  the 
listed  diseases  lies  with  those  individuals  licensed 
to  practice  the  healing  arts,  as  defined  in  Section 


5-28-2  of  the  General  laws  of  1956,  attending  the 
case  or  suspected  case.  When  diagnosis  or  sus- 
pected diagnosis  of  a case  is  made  within  a hos- 
pital, the  hospital  superintendent  is  additionally 
charged  with  the  responsibility  of  insuring  the 
reporting  of  the  case  in  accordance  with  the  out- 
lined procedures.  The  State  Department  of  Health 
shall  do  all  in  its  power  to  insure  that  the  above- 
named  individuals  are  aware  of  their  responsibili- 
ties and  that  the  reporting  procedures  shall  be 
made  known  to  those  concerned  therewith  and 
that  they  are  observed. 

REPORTABLE  DISEASES 

The  reportable  diseases  listed  herein  fall  into 
one  of  three  categories.  In  the  first  category  are 
those  diseases  which  are  reportable  but  in  wLich 
the  identity  of  the  person  afflicted  with  such 
disease  is  not  required.  In  the  second  category 
are  those  diseases  which  are  reportable  and  in 
which  the  identity  of  the  person  afflicted  is  re- 
quired. In  the  third  category  are  those  diseases 
in  which  the  procedure  for  their  reporting  and 
ramifications  are  more  e.xplicitly  covered  in  Title 
23,  Chapters  10,  11  and  13,  of  the  General  Laws 
of  1956. 

CATEGORY  l-IDENTITY  OF  PERSON 
AFFLICTED  NOT  REQUIRED 

Chickenpox  Staphylococcal  Infections 

Influenza  Streptococcal  Infections 

Mumps  Whooping  Cough 

The  above  diseases  are  to  be  reported  at  weekly 
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DERMAQUIZ 

Conducted  by  FRANCESCO  RONCHESE,  M.D. 


At  le;!.,  partly  trimmed  out,  thick  areas  below  the 
big  toes  and  extremely  painful  horny  tumors  below 
the  little  toes,  regrowing  rapidly  after  having  been 
clipped  out. 


At  right,  in  the  center  of  the  sole,  a smooth,  thick 
area,  below  the  big  toe  a rough  verrucous  area. 

Answer  on  Page  582. 


intervals  to  the  State  Department  of  Health  by 
the  total  number  of  cases  or  suspected  cases  of 
each  disease  attended  during  the  preceding  seven 
(7)  day  period.  Not  all  physicians  are  required 
to  report  diseases  in  this  category.  Reporting  will 
be  by  physicians  who  are  consultants  to  the  Divi- 
sion of  Epidem.iology.  It  is  suggested  that  reports 
by  consultants  be  submitted  on  Fridays  by  mail. 


These  reports  are  considered  confidential  and 
not  open  to  public  inspection. 

CATEGORY  lll-TUBERCULOSIS  AND  VENEREAL 
DISEASES 

Tuberculosis  Chancroid 

(all  forms)  Cranuloma  inguinale 

Lyniphograiuiloina 
venereum 

•svphilis  (all  stages) 


CATEGORY  ll-IDENTITY  OF  PERSON 
AFFLICTED 


.Vmehiasis 

Anthrax 

.\septic  meningitis 
Botulism 
Brucellosis 
*Cholera 
Diphtheria 

Encephalitis-arthropod- 

horne 

Epidemic  diarrhea  of  the 
newborn 

**  Hepatitis,  infectious 
**Hepatitis,  serum 
Histoplasmosis 
**Lead  poisoning 
Leprosy 
Leptospirosis 
Malaria 
**  Measles 


M eningococcal 
meningitis 

Ornithosis  (psittacosis) 
''Plague 
"•'Poliomyelitis 
Rabies 

Relapsing  Fever 
Rheumatic  Fever 
Rickettsioses  (including 
*Typhus) 

■*Ruhella  (including  con- 
genital rubella 
■•■'Salmonellosis  (including 
Typhoid) 

'*Shigellosis 
^Smallpox 
Tetanus 
Trichinosis 
Tularemia 
'■'Yellow  Fever 
disease, 
in  effect. 


Internat;onall.\'  quaran  tillable 
Siiecial  surveillance  programs 


The  above  diseases  are  to  be  reported  by  the 
most  convenient  means  within  twenty- four  (24) 
hours  of  diagnosis  or  suspected  diagnosis  to  the 
Division  of  Epidemiology,  State  Department  of 
Health,  giving  the  name  of  the  case  or  suspected 
case,  usual  address,  age  and  sex. 


Taste! 


Dicarbosil 

ANTACID 

Your  ulcer  patients  and 
others  will  love  it.  Specify 
DICARBOSIL  144's-144  tab- 
lets in  1 2 rolls. 


ARCH  LABORATORIES 

319  South  Fourth  Street.  St.  Louis,  Missouri  63102 
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Menrium  treats 
the  menopausal 
symptoms 

that  bother  him 


His  wife  has  a lot  of  different 
menopausal  symptoms,  but  only  a few 
really  irritate  him.  Her  hot  flashes,  her 
/ertigo,  her  palpitations — that’s  her 
problem.  What  really  bothers  him  is 
rer  nervousness,  her  irritability  and 
ler  excessive  anxiety,  often  expressed 
3y  endless  “book-shuffling,  chain- 
i.moking,  reading-lamp”  insomnia! 

Menrium  takes  care  of  hot  flashes, 
■ertigo,  palpitations  in  most 
nenopausal  women.  Menrium 
)rovides  the  well-known  antianxiety 
action  of  chlordiazepoxide  (Librium®) 
and  water-soluble  esterified  estrogens. 

1 1 therefore  relieves  more  symptoms 
han  either  component  separately. 

; t takes  care  of  the  vasomotor 
lymptoms  as  well  as  the  emotional 
Symptoms.  This  means  the  symptoms 
I hat  bother  his  wife  most.  And  the 
* ymptoms  that  irritate  him  most. 

' So,  to  help  them  both  get  through 
:er  menopause,  remember  Menrium. 


Before  prescribing,  please  consult  complete  product  informa- 
tion, a summary  of  which  follows: 

Indications:  Management  of  manifestations  generally  associated 
with  the  menopausal  syndrome — anxiety  and  tension,  vasomotor 
complaints  and  hormonal  deficiency  states. 

Contraindications:  Women  with  cancer  of  breast  or  genitalia, 
except  inoperable  cases,  and  those  with  known  hypersensitivity  to 
chlordiazepoxide  and/or  esterified  estrogens. 

Warnings:  Caution  patients  about  possible  combined  effects  with 
alcohol  and  other  CNS  depressants.  As  with  all  CNS-acting  drugs, 
caution  patients  against  hazardous  occupations  requiring  complete 
mental  alertness  (e.g.,  operating  machinery,  driving).  Exclude  other 
possible  causes  of  menopausal  syndrome  manifestations,  such  as 
pregnancy.  Though  physical  and  psychological  dependence  have  rarely 
be  en  reported  on  recommended  doses,  use  caution  in  administering  to 
addiction-prone  individuals  or  those  who  might  increase  dosage; 
withdrawal  symptoms  (including  convulsions)  similar  to  those  seen 
with  barbiturates  have  been  reported  following  discontinuance  of 
chlordiazepoxide  HCl.  Potential  benefits  of  use  in  pregnancy,  lactation 
or  women  of  childbearing  age  should  be  weighed  against  possible 
hazards  to  mother  and  child.  Clinical  data  inadequate  on  safety 
in  pregnancy. 

Precautions:  In  elderly  and  debilitated  patients,  limit  dosage  to 
smallest  effective  amount  of  chlordiazepoxide  (initially  10  mg  or  less 
per  day)  to  preclude  ataxia  or  oversedation;  increase  gradually  as 
needed  and  tolerated.  Though  generally  not  recommended,  if  combina- 
tion therapy  with  other  psychotropics  seems  indicated,  carefully 
consider  individual  pharmacologic  effects — particularly  in  use  of 
potentiating  drugs  such  as  MAO  inhibitors  and  phenothiazines. 
Observe  usual  precautions  in  patients  with  impaired  renal  or  hepatic 
function.  Paradoxical  reactions  to  chlordiazepoxide  (e.g.,  excitement, 
stimulation  and  acute  rage)  have  been  reported  in  psychiatric  patients. 
Employ  usual  precautions  in  the  treatment  of  anxiety  states  with 
evidence  of  impending  depression;  suicidal  tendencies  may  be  present 
and  protective  measures  necessary.  Variable  effects  on  blood  coagula- 
tion very  rarely  reported  in  patients  receiving  Librium®  (chlordiaz- 
epoxide)  and  oral  anticoagulants. 

Adverse  Reactions:  Untoward  effects  seen  with  either  compound 
alone  may  occur  with  Menrium.  With  chlordiazepoxide,  drowsiness, 
ataxia  and  confusion  reported  in  some  patients,  particularly  in  the 
elderly  and  debilitated;  while  usually  avoided  by  proper  dosage  adjust- 
ment, these  are  occasionally  observed  at  lower  dosage  ranges.  Also 
reported  have  been  a few  instances  of  syncope;  isolated  occurrences  of 
skin  eruptions,  edema,  minor  menstrual  irregularities,  nausea  and 
constipation,  extrapyramidal  symptoms,  increased  and  decreased 
libido,  and  occasional  reports  of  blood  dyscrasias,  including  agranu- 
locytosis, jaundice  and  hepatic  dysfunction.  Periodic  blood  counts  and 
liver  function  tests  advisable  during  protracted  treatment.  Changes  in 
EEG  patterns  (low-voltage  fast  activity)  observed  during  and  after 
chlordiazepoxide  treatment. 

With  estrogens,  headache,  nausea  and  vomiting,  anorexia, 
gastrointestinal  discomfort,  dysuria  and  urinary  frequency,  jitteriness, 
breast  engorgement,  formation  of  breast  cysts,  skin  rashes  and  pruritus 
occasionally  seen.  Administration  may  also  be  associated  with 
uterine  bleeding  and/or  followed  by  withdrawal  bleeding. 

Usual  Dosage:  One  tablet  t.i.d.  for  21  days,  followed  by  one-week 
rest  periods. 


5 mg  chlordiazepoxide 


0.2  mg  water-soluble 
esterified  estrogens 


5 mg  chlordiazepoxide 


10  mg  chlordiazepoxide 


0.4  mg  water-soluble 
esterified  estrogens 


0.4  mg  water-soluble 
esterified  estrogens 


THROUGH  THE  MICROSCOPE 

(Coiichulecl  from  Page  545) 

In  his  presidential  address  at  the  Academy’s 
annual  meeting  in  New  Orleans,  Doctor  Farr 
stated  that  this  position  is  supported  by  the  recog- 
nized clinical  side-effects  of  aspirin,  and  by  recent 
laboratory  findings  which  indicate  that  aspirin  is 
capable  of  acetylating  (altering)  a wide  variety 
of  body  substances. 

Chief  of  allergy  and  clinical  immunology  at 
Denv'er’s  National  Jewish  Hospital  and  Research 
Center,  Doctor  Farr  asserted  that  aspirin  has  been 
wonderful  for  the  treatment  of  rheumatoid  arth- 
ritis, rheumatic  fever  and  other  conditions.  How- 
ever, it  should  not  be  used  indiscriminate!}'  until 
more  is  learned  about  its  acetylating  action.  This 
mechanism  may  be  a critical  factor  in  the  aspirin 
intolerance  of  many  severe  asthmatics,  according 
to  the  physician,  who  further  noted  that  aspirin 
intolerance  has  been  observed  in  about  20  per  cent 
of  the  adult  allergy  patients  at  National  Jewish 
Hospital. 

Although  the  incidence  of  aspirin  intolerance 
in  the  general  population  is  probably  low,  he  fur- 
ther stated,  ‘‘  ‘ ‘ ‘ it  adds  up  to  a lot  of  people’" 
when  you  consider  that  30  tons  of  aspirin  are 
manufactured  each  day  in  the  United  States. 

In  addition  to  the  incompletely  understood 
phenomenon  of  acetylation.  Doctor  Farr  also 
pointed  to  the  known  clinical  effects  of  chronic 
or  acute  aspirin  ingestion.  These  include  gastro- 
intestinal bleeding  as  well  as  bleeding  in  hemo- 
philiac patients. 

(“Aspirin  by  Prescription,”  in  Archives  of  In- 
ternal iMedicine,  iMarch  1970) 


BOOKS  RECEIVED  FOR  REVIEW 

(Concluded  from  Page  57.1) 
POST-TRAUHATIC  PULMONARY  INSUFFIC- 
IENCY, by  Francis  D.  Moore  et  al.  W.B. 
Saunders,  Philadelphia,  1969.  $13.50 
A M.\NU.\L  OF  SIMPLE  BURL\L.  Edited  by 
Ernest  Morgan.  The  Celo  Press,  Burnsville, 
North  Carolina,  1968.  $1.00 
BURNS,  SHOCK,  AND  PLASMA  YOLUME 
REGULATION,  by  Carl  A.  Moyer  and  Harvey 
R.  Butcher,  Jr.  The  C.Y.  Mosby  Company, 
Saint  Louis,  1967.  $18.50 
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SOCIO-ECONOMIC  HEALTH  CARE 
REPORT 

(Concluded  from  Page  571) 
paid  a reasonable  price  for  the  services  they  have 
recjuested,  and  if  ever  the  problem  is  to  be  solved 
each  provider  must  use  a uniform  set  of  charges 
for  all  of  its  patients  regardless  of  the  third  party 
payer  involved. 

Another  point  he  made,  and  one  recently  an- 
nounced by  our  Blue  Cross  locally,  is  that  each 
provider  establish  in  advance  and  make  public 
his  schedule  of  charges  for  each  year,  with  interim 
changes  to  be  recognized  only  if  there  is  adequate 
justification. 

^ * 

At  the  Saturday  morning  session  STEYEN  E. 
McCLOY,  Yice-President  of  the  Student  American 
^ledical  Association,  gave  an  excellent  resume  of 
the  issues  under  discussion,  highlighting  in  his 
address  many  of  the  salient  points  made  by  the 
speakers  the  previous  day,  but  in  succinct  form. 

DR.  ROBERT  T.  KELLY  of  Grant  Rapids, 
^Minnesota,  had  an  interesting  presentation  on 
what  he  called  the  Blue  Shield  J Plan  in  Northern 
Minnesota.  This  is  a complete  coverage  prepay- 
ment plan  which,  in  addition  to  covering  doctors’ 
services  in  the  hospital,  also  covers  home  and 
office  calls,  and  lab  services — a complete  coverage 
first  dollar  prepa}Tnent  program.  The  fee  schedule 
is  on  a usual  and  customary  basis.  Blue  Shield 
operates  the  plan,  and  membership  is  on  a volun- 
tary basis,  ^lost  surprising  to  many  in  the  audi- 
ence, the  plan  has  controlled  Blue  Cross  monthly 
premium  rates  which  started  at  $21.10  for  the 
family  in  1963,  and  were  down  to  $16.45  in  1969. 
In  the  same  period  Blue  Shield  premium  rates 
went  from  $12.60  to  $19  for  family  coverage. 

H:  * 

Other  [)resentations  touched  upon  various  other 
related  aspects  of  the  cost  of  delivering  medical 
and  hospital  care,  but  the  observations  noted 
above  were  most  appealing  to  your  observers. 

JOHN  E.  FARRELL,  Sc.D. 

Executive  Secretary 


ONE  SENTENCE  ESSAY 

I am  sick  and  tired  of  having  a lot  of  long- 
haired jieople  around  here  who  want  a billion 
dollars  for  schools,  a billion  dollars  for  public 
health. 

. . . P'ranklin  D.  Roosevelt,  1939 

Rhode  Island  Medical  Journal 


FIFTH  ALEX  M.  BURGESS  LECTURE 

(Continued  from  Page  564) 
that  of  Europe,  and  with  climates  and  interests 
as  diverse  as  those  of  Spain  and  Scandinavia,  Eng- 
land and  Russia.  You  and  your  descendants  have 
to  ascertain  whether  this  great  mass  will  hold 
together  under  the  forms  of  a republic,  and  the 
despotic  reality  of  universal  suffrage;  whether  state 
rights  will  hold  out  against  centralisation,  without 
separation;  whether  centralisation  will  get  the 
better,  without  actual  or  disguised  monarchy; 
whether  shifting  corruption  is  better  than  a per- 
manent bureaucracy;  and  as  population  thickens 
in  your  great  cities,  and  the  pressure  of  want  is 
felt,  the  gaunt  sp)ectre  of  pauperism  will  stalk 
among  you,  and  communism  and  socialism  will 
claim  to  be  heard.  Truly  America  has  a great 
future  before  her;  great  in  toil,  in  care,  and  in 
responsibility;  great  in  true  glory  if  she  be  guided 
in  wisdom  and  righteousness;  great  in  shame 
if  she  fail.  I cannot  understand  why  other  nations 
should  envy  you,  or  be  blind  to  the  fact  that  it  is 
for  the  highest  interest  of  mankind  that  you  should 
succeed;  but  the  one  condition  of  success,  your 
sole  safeguard,  is  the  moral  worth  and  intellectual 
clearness  of  the  individual  citizen.” 

.\nd  so,  as  predicted  for  the  nation  is  it  with 
the  future  of  medicine,  which  depends  upon  one 
thing  more  than  any  other:  the  devoted  and  intel- 
ligent service  of  men  and  women  in  the  spirit  of 
the  e.xample  set  by  Alexander  Burgess. 
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ONE  SENTENCE  ESSAY 


^lore  divorces  are  caused  by  bad  coffee  than  by 
good  whiskey. 


. . . -Arnold  Glasow 
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BOOK  REVIEWS 

CConcluded  from  Page  547) 

will  be  overwhelmed  by  some  of  the  passages,  but 
will  nevertheless  find  much  that  will  catch  their 
imagination  in  several  of  the  chapters  and  in  all 
of  the  discussions. 

F.  A.  SiMEONE,  M.D. 

SYiMPOSlUM  OX  OCULAR  THERAPY.  Under 
the  Auspices  of  the  American  Academy  of  Oph- 
thalmology and  Otolaryngology  and  the  Asso- 
ciation for  Research  in  Ophthalmology.  Edited 
by  Irving  H.  Leopold.  Volume  4.  The  C.  V. 
Mosby  Company,  St.  Louis,  1969.  $14.00. 

The  chapter  on  drug  metabolism  is  certainly 
well  worth  study  for  all  ophthalmologists,  and  stu- 
dents of  therapy  in  general,  to  reveal  the  intricacy 
of  ocular  treatment  with  old  and  new  drugs. 

The  findings  concerning  treatment  of  glaucoma 
indicate  the  need  for  further  observation.  “In 
evaluating  new  anti-inflammatory  agents,  we  must 
have  a precise  idea  of  anti-inflammatory  activity 
in  relation  to  toxicity  before  any  apparent  increase 
in  safety  can  be  evaluated”  for  corticosteroids  and 
other  anti-inflammatory  agents.  The  following  are 
some  pertinent  quotations: 

“The  mechanism  of  echothiophate-induced  lens 
changes  is  unknown.” 

“Patients  on  therapeutic  agents  that  have  passed 
the  investigative  stage  may  still  incur  drug-induced 
ocular  damage.” 

“Steroids  are  most  valuable  for  treatment  and 
prophylaxis  of  arterial  occlusion  in  the  retina  if 
these  are  due  to  endarteritis.” 

Drug-induced  pseudo-tumor  cerebri  is  given  a 
whole  chapter.  The  causes  are  classified  as  follows: 
.\.  .Adrenal  corticosteroids 


E.  P.  Anthony, 


WILLBUR  E.  JOHNSTON,  Phar.  D. 
RAYMOND  E.  JOHNSTON,  B.S. 


178  ANGELL  STREET 
PROVIDENCE,  R.  I. 
GAspee  1-2512 

Pharmacy  License  No.  225 


B.  Antimicrobials 

1.  Tetracycline  and  derivatives 

2.  Nalidixic  acid  (XegGram®) 

C.  Vitamin  A 

D.  Oral  contraceptives 

Drug  therapy  in  uveitis  depends  upon  the  causa- 
tion. Among  specific  causes  are: 

1.  presumed  histoplasmic  chorioretinitis 

2.  ocular  syphilis 

3.  ocular  onchocerciasis 

A chapter  is  devoted  to  problems  in  the  use  of 
antibiotics  in  ophthalmology.  In  this  connection 
it  is  stated  that  “The  routes  of  administration  are 
recommended  on  the  basis  of  clinical  experience.” 
Sedation  of  children  in  ophthalmic  office  practice 
occupies  another  chapter. 

Drugs  are  listed  as  used  in  the  clinics. 

The  book  is  compact,  but  disturbing  to  the 
reader  because  of  its  shiny  paper! 

F.  Charles  Hanson,  M.D. 

REMARKS  OF  MR.  PAISNER 

(Continued  from  Page  566) 

But  cheerly  still;  and  said,  “I  pray  thee  then, 
Write  me  as  one  that  loves  his  fellow  men.” 

The  angel  wrote,  and  vanished.  The  next  night 
It  came  again  with  a great  wakening  light. 

And  showed  the  names  whom  love  of  God  had 
blessed, 

.And  lo!  Doctor  Burgess’  name  led  all  the  rest. 

Will  Doctor  and  Airs.  Burgess  please  join  me 
here. 

The  Board  of  Trustees  wants  to  be  sure  that 
Doctor  Burgess  will  always  be  physically  present 
in  the  Hospital  as  he  will  be  forever  in  our 
hearts.  Airs.  Burgess,  will  you  please  draw  this 
string  so  that  we  may  all  see  the  portrait  of  Doc- 
tor Burgess,  which  will  be  hung  in  the  Aledical 
Library  of  the  Hospital. 


DERMAQUIZ  ANSWER 

(See  Page  577) 

Left,  an  uncommon  congenital  disorder  of  the  foot, 
the  plantar  horn.  Below  the  big  toes,  calluses  from 
bones  abnormalities. 

Right,  In  the  center,  calluses  from  bones  abnormal- 
ities, below  the  big  toe,  mosaic  warts. 
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khrocidin®  Tablets  and  Syrup 

I ietracycline  HCl— Antihistamine— Analgesic  Compound 

' jch  tablet  contains:  ACHROMYCIN®  Tetracycline  HCl  125  mg.;  Phenacetin  120  mg.;  Caffeine  30  mg.;  Salicylamide  150  mg.;  Chlorothen  Citrate  25  mg. 


ICHROCIDIN  Tetracycline  HCl— Antihistamine— Analgesic  Compound  Tablets  and  Syrup  are  recommended  for  the  treatment 
1 tetracycline-sensitive  bacterial  infection  vyhich  may  complicate  vasomotor  rhinitis,  sinusitis  and  other  allergic  diseases  of  the 
. iper  respiratory  tract,  and  for  the  concomitant  symptomatic  relief  of  headache  and  nasal  congestion.  For  children  and  elderly 
I jtients  you  may  prefer  caffeine-free  ACHROCIDIN  Syrup.  Each  5 cc  contains:  ACHROMYCIN  Tetracycline  equivalent  to 
• tracycline  HCl  125  mg.;  Phenacetin  120  mg.;  Salicylamide  150  mg.;  Ascorbic  Acid  (C)  25  mg.;  Pyrilamine  Maleate  15  mg. 


• •ntraindications:  Hypersensitivity  to  any 
inponent. 

miing:  In  renal  impairment,  since  liver  tox- 
y is  possible,  lower  doses  are  indicated;  dur- 
f;  prolonged  therapy  consider  serum  level 
erminations.  Photodynamic  reaction  to  sun- 
. ht  may  occur  in  hypersensitive  persons, 
ptosensitive  individuals  should  avoid  expo- 
se; discontinue  treatment  if  skin  discomfort 
> urs. 

1 cautions:  Drowsiness,  anorexia,  slight  gas- 
I distress  can  occur.  In  excessive  drowsi- 
I s,  consider  longer  dosage  intervals.  Persons 


on  full  dosage  should  not  operate  vehicles. 
Nonsusceptible  organisms  may  overgrow;  treat 
superinfection  appropriately.  Treat  beta- 
hemolytic  streptococcal  infections  at  least  10 
days  to  help  prevent  rheumatic  fever  or  acute 
glomerulonephritis.  Tetracycline  may  form  a 
stable  calcium  complex  in  bone-forming  tissue 
and  may  cause  dental  staining  during  tooth 
development  (last  half  of  pregnancy,  neonatal 
period,  infancy,  early  childhood). 

Adverse  Reactions:  Gastroiniesiinal— anorexia, 
nausea,  vomiting,  diarrhea,  stomatitis,  glossi- 
tis, enterocolitis,  pruritus  ani.  5/ci>i— maculo-' 


papular  and  erythematous  rashes;  exfoliative 
dermatitis;  photosensitivity;  onycholysis,  nail 
discoloration,  /k/dney— dose-related  rise  in 
BUN.  Hypersensitivity  reactions— urticaria, 
angioneurotic  edema,  anaphylaxis.  Intracranial 
—bulging  fontanels  in  young  infants.  Teeth— 
yellow-brown  staining;  enamel  hypoplasia. 
Blood— anemia,  thrombocytopenic  purpura, 
neutropenia,  eosinophilia.  Liver— cholestasis  at 
high  dosage. 

Upon  adverse  reaction,  stop  medication  and 
treat  appropriately. 
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When  disease  is  raled  out 
and  psychic  tension  is  implicated 

diazepam) 

helps  relax  the  patient 
and  relieve  his  somatic  symptoms 


Before  prescribing,  please  consult  complete  product 
information,  a summary  of  which  follows: 

Indications:  Tension  and  anxiety  states;  somatic  com- 
plaints which  are  concomitants  of  emotional  factors; 
psychoneurotic  states  manifested  by  tension,  anxiety, 
apprehension,  fatigue,  depressive  symptoms  or  agita- 
tion; acute  agitation,  tremor,  delirium  tremens  and 
hallucinosis  due  to  acute  alcohol  withdrawal;  adjunc- 
tively  in  skeletal  muscle  spasm  due  to  reflex  spasm  to 
local  pathology,  spasticity  caused  by  upper  motor 
neuron  disorders,  athetosis,  stiff-man  syndrome,  con- 
vulsive disorders  (not  for  sole  therapy). 
Contraindicated : Known  hypersensitivity  to  the  drug. 
Children  under  6 months  of  age.  Acute  narrow  angle 
glaucoma. 

Warnings:  Not  of  value  in  psychotic  patients.  Caution 
against  hazardous  occupations  requiring  complete 
mental  alertness.  When  used  adjunctively  in  convul- 
sive disorders,  possibility  of  increase  in  frequency 
and/or  severity  of  grand  mal  seizures  may  require 
increased  dosage  of  standard  anticonvulsant  medica- 
tion; abrupt  withdrawal  may  be  associated  with  tem- 
porary increase  in  frequency  and/ or  severity  of 
seizures.  Advise  against  simultaneous  ingestion  of 
alcohol  and  other  CNS  depressants.  Withdrawal 
symptoms  have  occurred  following  abrupt  discon- 
tinuance. Keep  addiction-prone  individuals  under 
careful  surveillance  because  of  their  predisposition  to 
habituation  and  dependence.  In  pregnancy,  lactation 


or  women  of  childbearing  age,  weigh  potential  benefit 
against  possible  hazard. 

Precautions : If  combined  with  other  psychotropics  or 
anticon\'ulsants,  consider  carefully  pharmacology  of 
agents  employed.  Usual  precautions  indicated  in  pa- 
tients severely  depressed,  or  with  latent  depression, 
or  with  suicidal  tendencies.  Observe  usual  precau- 
tions in  impaired  renal  or  hepatic  function.  Limit 
dosage  to  smallest  effective  amount  in  elderly  and 
debilitated  to  preclude  ataxia  or  oversedation. 

Side  Effects : Drowsiness,  confusion,  diplopia,  hypo- 
tension, changes  in  libido,  nausea,  fatigue,  depression, 
dysarthria,  jaundice,  skin  rash,  ataxia,  constipation, 
headache,  incontinence,  changes  in  salivation,  slurred 
speech,  tremor,  vertigo,  urinary  retention,  blurred 
vision.  Paradoxical  reactions  such  as  acute  hyperexcited 
states,  anxiety,  hallucinations,  increased  muscle  spas- 
ticity, insomnia,  rage,  sleep  disturbances,  stimulation, 
have  been  reported;  should  these  occur,  discontinue 
drug.  Isolated  reports  of  neutropenia,  jaundice;  peri- 
odic blood  counts  and  hver  function  tests  advisable 
during  long-term  therapy. 
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PLAN  NOW  TO  ATTEND! 


Check  the  dates  now  on  your  appointment  calendar  for  the 

24th  CLINICAL  SESSION 


of  the 


AMERICAN  MEDICAL 
ASSOCIATION 


at 

Boston 

November  29  through  December  2 


^cienti^ic 


Sunday — >(>y.  29 

Scientific  exhibits  at  noon. 

3Ionday  morning — Nov.  30 

Surgery  of  the  Gastrointestinal 
Tract 

Applied  Genetics 
Coronary  Heart  Disease 

Monday  afternoon — Nov.  30 

Problems  in  Pediatric  Surgery 
Pollution  and  the  Physician 
Coronary  Heart  Disease 
(continued) 

Motion  Pictures 


Tuesday  afternoon — Dec.  1 

Respiratory  Pathophysiology 
and  Pulmonary  Failure 
Clinical  Immunology 
Drug  Treatments  for  Hyper- 
kinetic Children  and  Children 
With  Learning  Difficulties 
Motion  Pictures 

Tuesday  evening — Dec.  1 

Special  Program  on  Space 
Medicine 

Wednesday  morning — Dec.  2 

Clinical  Gynecology 
Renal  Failure 
Adolescents’  Medical  Care 


Tuesday  morning — Dec.  1 

The  Automobile  Accident — 
First  Hours 

Medical  Practice  in  the  Future 
Drug  Dependence 


Wednesday  afternoon — Dec.  2 

Problems  in  Obstetrics 
(dancer  Chemotherapy 
('erebrovascular  Disease 
Motion  Pictures 


■ to  help  restore 
and  stabilize 

the  intestinal  flora 

■ for  fever  blisters 
and  canker  sores  of 
herpetic  origin 


Introduced  to  help  reestablish  the  normal  physiology  of  the 
intestinal  tract  in  gastrointestinal  disturbances^,  particularly 
diarrheas  (including  those  resulting  from  antibiotic  therapy), 
Lactinex  is  also  useful  for  reestablishing  the  flora  following  bowel 
surgery,  infant  colic,  mucous  colitis,  foul-smelling  stools,  pruritus 
ani,  flatulence  and  hives.2.3,4,5,6 

Lactinex  contains  a viable  mixed  culture  of  both  Lactobacillus 
acidophilus  and  L.  bulgaricus  with  the  naturally  occurring 
metabolic  products  produced  by  these  organisms. 

No  untoward  side  effects  have  been  reported  to  date. 

Literature  on  indications  and  dosage  available  on  request. 


( 


HYNSON,  WESTCOTT  & DUNNING,  INC. 


I #LXO& ) 


Baltimore,  Maryland  21201 


References: 

(1)  Siver,  R.  H.:  CMD,  21:109,  September  1954.  (2)  Frykman,  H.  H,;  Minn.  Med.,  38:19-27,  January  1955.  (3) 
McGivney,  J.;  Tex.  State  Jour.  Med.,  51:16-18,  January  1955.  (4)  Quehl,  T.  M.:  Jour,  of  Florida  Acad.  Gen.  Prac., 
15:15-16,  October  1965.  (5)  Weekes,  D.  J.;  NY  State  Jour.  Med.,  58:2672-2673,  August  1958.  (6)  Ellis,  S.  and 
Spratt,  J.  S.;  JOUR.  AMER.  GER.  SOC.,  18:410-415,  May  1970. 
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Corticosteroid  therapy 
week  after  week. 

then  antibiotic 
therapy  last  week. 

and  monilial 
overgrowth  this  week. 


For  many  patients  on  long-term  corticosteroid 
therapy,  the  addition  of  oral  antibiotic  therapy 
may  trigger  monilial  overgrowth  in  the  intestine. 
When  you  anticipate  such  a problem,  take 
action  with  DECLOSTATIN  300.  It  combines  the 
broad-spectrum  potency  of  demethylchlortetra- 
cycline  with  the  antifungal  effectiveness  of 
nystatin  — it  helps  avoid  monilial  take-over. 
Experience  has  shown  DECLOSTATIN  to  be 
highly  useful  for  many  women  patients;  indi- 
vidual culture  studies  will  show  exactly  where 
this  usefulness  may  best  be  applied. 

it  doesn’t  let  monilia  begin 
where  bacteria  end. 

Declostatin’300 


Demethylchlortetracycline  HCI  300  mg  and  Nystatin 
500,000  units  Capsule-Shaped  Tablets  Lederle 


Effectiveness:  Because  its  antibacterial  component  is 
DECLOMYCIN®  Demethylchlortetracycline.  DECLOSTATIN  should 
be  equallyor  more  effective  therapeutically  than  other  tetracyclines 
in  Infections  caused  by  tetracycline-sensitive  organisms.  The 
antifungal  component,  nystatin,  protects  against  superinfection  by 
antibiotic-resistant  fungal  overgrowth  (particularly  monilia)  in  the 

intestinal  tract. 

Contraindication:  History  of  hypersensitivity  to  demethylchlortetra- 

cycline  or  nystatin. 

Warning  In  renal  impairment,  usual  doses  may  lead  to  excessive 
accumulation  and  liver  toxicity.  Under  such  conditions,  lower  than 
usual  doses  are  indicated  and,  if  therapy  is  prolonged,  serum  level 
determinations  may  be  advisable.  A photodynamic  reaction  to 
natural  or  artificial  sunlight  has  been  observed.  Small  amounts  of 
drug  and  short  exposure  may  produce  an  exaggerated  sunburn 
reaction  which  may  range  from  erythema  to  severe  skin  mani- 
festations. In  a smaller  proportion,  photoallergic  reactions  have 
been  reported.  Patients  should  avoid  direct  exposure  to  sunlight 
and  discontinue  drug  at  the  first  evidence  of  skin  discomfort. 
Necessary  subsequent  courses  of  treatment  with  tetracyclines 
should  be  carefully  observed. 

Precautions:  Overgrowth  of  nonsusceptible  organisms  may  occur. 
Constant  observation  is  essential.  If  new  infections  appear, 
appropriate  measures  should  be  taken.  In  infants,  increased 


intracranial  pressure  with  bulging  fontanels  has  been  observed. 

All  signs  and  symptoms  have  disappeared  rapidly  upon  cessation 
of  treatment. 

Side  Effects:  Gastrointestinal  system  — anorexia,  nausea,  vomiting, 
diarrhea,  stomatitis,  glossitis,  enterocolitis,  pruritus  ani.  Skin  — 
maculopapular  and  erythematous  rashes;  a rare  case  of  exfoliative 
dermatitis  has  been  reported.  Photosensitivity:  onycholysis  and 
discoloration  of  the  nails  (rare).  Kidney  — rise  in  BUN,  apparently 
dose-related.  Transient,  reversible,  nephrogenic  diabetes  insipidus 
with  excessive  thirst  and  polyuria  (rare).  Hypersensitivity  reactions 
— urticaria,  angioneurotic  edema,  anaphylaxis.  Teeth  — dental 
staining  (yellow-brown)  in  children  of  mothers  given  this  drug 
during  the  latter  half  of  pregnancy,  and  in  children  given  the  drug 
during  the  neonatal  period,  infancy  and  early  childhood.  Enamel 
hypoplasia  has  been  seen  in  a few  children.  If  adverse  reaction  or 
idiosyncrasy  occurs,  discontinue  medication  and  institute  appro- 
priate therapy.  Demethylchlortetracycline  may  form  a stable 
calcium  complex  in  any  bone-forming  tissue  with  no  serious 
harmful  effects  reported  thus  far  in  humans. 

Average  Adult  Daily  Dosage:  One  tablet  b i d.  Should  be  given 
1 hour  before  or  2 hours  after  meals,  since  absorption  is  impaired 
by  the  concomitant  administration  of  high  calcium  content 
drugs,  foods  and  some  dairy  products.  Treatment  of  streptococcal 
infections  should  continue  for  10  days,  even  though  symptoms 
have  subsided. 
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House  Of  Delegates 


A regular  meeting  of  the  House  of  Delegates 
of  the  Rhode  Island  Medical  Society  was  held  at 
the  ^ledical  Library  in  Providence  on  Wednesday, 
September  23,  1970.  The  meeting  was  called  to 
order  by  the  Speaker  of  the  House,  Dr.  John  J. 
Cunningham,  at  8:05  p.m. 

The  following  members  of  the  House  were  in 
attendance:  Doctors  John  J.  Cunningham,  John 

C.  Ham,  John  C.  Osenkowski,  Charles  S.  Dotterer, 
Earl  J.  Mara,  David  R.  Hallmann,  Richard  G. 
Bertini,  F.  Bruno  Agnelli,  James  A.  McGrath, 
Leonard  S.  Staudinger,  J.  Gerald  Lamoureux,  Rich- 
ard P.  Sexton,  Jeannette  E.  Vidal,  William  J.  ^Mac- 
Donald,  Stephen  J.  Hoye,  John  P.  Grady,  Stanley 

D.  Simon,  Bertram  H.  Buxton,  Jr.,  Joseph  E.  Caru- 
olo,  Francis  P.  Catanzaro,  John  A.  Dillon,  Joseph 

L.  Dowling,  Jr.,  Frank  D.  Fratantuono,  Herbert  F. 
Hager,  Milton  W.  Hamolsky,  Joseph  J.  Lambiase, 
Robert  V.  Lewis,  Henry  ]M.  Litchman,  Thomas 
R.  Littleton,  Vincent  I.  MacAndrew,  Peter  L. 
Mathieu,  Jr.,  Frank  Merlino,  Gustavo  A.  ^lotta, 
Raul  Xodarse,  Ralph  Pike,  Robert  P.  Sarni,  Banice 

M.  Webber,  Elihu  S.  Wing,  Jr.,  Seebert  J.  Goldow- 
sky,  Edmund  T.  Hackman,  Arnold  Porter,  and 
Herbert  Ebner. 

Also  present  were  John  E.  Farrell,  Executive 
Secretary,  and  Edward  J.  Lynch,  Assistant  Execu- 
tive Secretary  of  the  Society. 

Members  of  the  House  absent  were:  Doctors 
Daniel  J.  Dorman,  Jr.,  Arthur  J.  Clarkin,  William 
F.  Garrahan,  Francis  D.  Lamb,  Joseph  E.  Wittig, 
Frederick  Peirce,  Jr.,  Robert  Hayes,  Paul  J.  M. 
Healey,  Joseph  L.  C.  Ruisi,  Francis  L.  Scarpaci, 
John  T.  Barrett,  J.  Robert  Bowen,  Nathan  Chaset, 
George  V.  Coleman,  Martin  E.  Felder,  Alvin  G. 
Gendreau,  Thomas  F.  Head,  James  B.  ;Moran. 
Edwin  B.  O’Reilly,  William  R.  Thompson,  John 
Turner,  II,  and  Joseph  E.  Cannon. 

Minutes  of  the  Previous  Meeting 
The  Speaker  noted  that  the  minutes  of  the 
!March  meeting  of  the  House  had  been  published 
and  distributed  to  the  members. 


Action:  A motion  was  made,  seconded,  and 
voted  that  the  minutes  of  the  March  18,  1970 
meeting  of  the  House  as  submitted,  be  approved 
and  placed  on  record. 

Report  of  the  Secretary 
Dr.  Stephen  J.  Hoye,  Secretary,  noted  that  a 
copy  of  his  report  was  included  in  the  handbook 
for  the  meeting. 

Action:  A motion  was  made,  seconded  and 
voted  that  the  report  of  the  Secretary,  as  sub- 
mitted, be  approved  and  placed  on  record. 

Report  of  the  Treasurer 
Dr.  John  P.  Grady,  Treasurer,  reviewed  his  re- 
port which  was  included  in  the  handbook  for  the 
meeting  and  which  provided  detailed  information 
on  the  financial  status  of  the  Society,  as  well  as 
the  proposed  budget  for  1971.  Doctor  Grady  also 
pointed  out  the  extreme  differences  in  the  dues 
of  the  various  state  Medical  Societies  throughout 
the  country. 

Action:  A motion  was  made,  seconded,  and 
voted  that  the  report  of  the  Treasurer  be  ap- 
proved, and  the  proposed  budget  for  1971  be 
accepted. 

Recommendations  from  the  Council 
On  separate  votes  the  following  recommenda- 
tions of  the  Council  were  adopted: 

1.  That  Dr.  George  W.  Waterman  be  reelected 
to  a 3-year  term  as  a member  of  the  Board  of 
Trustees  of  the  Benevolence  Fund. 

2.  That  Dr.  Edmund  T.  Hackman  be  re- 
elected as  delegate,  and  Dr.  Seebert  J.  Goldowsky 
as  alternate  delegate,  to  the  House  of  Delegates 
of  the  .American  Aledical  .Association  for  the  term 
January  1,  1971  through  December  31,  1972. 

3.  That  the  annual  dues  for  1971  be  continued 
at  $80  for  active  members  in  practice  more  than 
one  year  and  $40  for  members  in  their  first  year 
of  practice. 

4.  That  the  action  of  the  House  taken  in 
April  24,  1968  on  bank  credit  cards  be  reaffirmed 
as  published  in  the  handbook  for  the  meeting. 

(Continued  on  Page  589) 


HOUSE  OF  DELEGATES 


587 


Roche 

announces 


Efudex” 


1/22/68 — Treatment  with  5%  5-FU 
cream  commences.  Patient  K.L.  showing 
widespread  but  mild  solar  keratoses  (also 
known  as  actinic  keratoses). 


(fluorouracil) 

cream/solution 


for  the  treatment 
of  solar/actinic  keratoses... 

a topical  alternative 
to  conventional  therapy 


Fluorouracil— the  Roche  contribution 

In  1962,  Roche  Laboratories  introduced  Fluorouracil 
Roche®  (5-fluorouracil).  Early  clinical  work  with  this 
drug  suggested  that  it  possessed  a selective  cytotoxic 
activity  when  applied  topically  to  certain  kinds  of 
lesions.  Based  on  this  work  and  years  of  clinical  trials, 
a standardized  form  of  topical  fluorouracil  can  now  be 
recommended  for  treatment  of  multiple  solar  or  actinic 
keratoses. 


Efudex® (fluorouracil)—  a new 
alternative  to  conventional  therapy 

Efudex  presents  the  physician  with  a topical  alternative 
to  surgery  in  the  treatment  of  solar  or  actinic  keratoses. 

It  is  effective,  comparatively  inexpensive  and  especially 
well-suited  for  treatment  of  multiple  lesions.  Important, 
too,  is  the  highly  desirable  cosmetic  result.  Clinical 
experience  demonstrates  that  treatment  with  Efudex 
results  in  an  extremely  low  incidence  of  scarring.* 

Highly  effective  on  first  and 
later  applications 

In  clinical  trials,  depending  on  the  dosage  form  and 
strength  used,  complete  involution  occurred  in  77  to  88 
per  cent  of  lesions  following  treatment.  The  rate  of 
recurrence  was  low,  ranging  from  1.7  to  5.6  per  cent 
up  to  a year  after  completion  of  therapy.  When  lesions 
did  recur  or  new  ones  appeared,  repeated  courses  of 
Efudex  therapy  proved  effective.* 


V68— After  11  days  of  treatment. 
':hema  is  seen  at  site  of  keratoses.  In 
'ition,  numerous  lesions  not  apparent 

Ir  to  therapy  have  become  manifest 
harply  defined  reactions.  Intervening 
I,  also  treated,  shows  no  response  to 
^apy. 

;?/69— One  year  after  cessation  of 
r'apy.  Skin  appears  clear  with  no  evi- 
!:e  of  scarring.  Examination  reveals 
I of  recurrence  or  the  formation  of 


Predictable  sequence  of 
therapeutic  response 

Two  to  four  weeks  constitutes  a typical  course  of  Efudex 
therapy.  The  response  is  usually  characteristic  and 
predictable.  After  three  or  four  days  of  treatment, 
erythema  begins  to  appear  in  the  area  of  the  keratoses. 
This  is  followed  by  an  intense  inflammatory  response, 
scaling  and  occasionally  moderate  tenderness  or  pain. 
The  height  of  the  inflammatory  reaction  generally  occurs 
two  weeks  after  the  start  of  therapy,  and  then  begins 
to  subside  as  treatment  is  stopped.  Within  two  weeks 
of  discontinuing  medication,  the  inflammation  is  usually 
gone.  A mild  erythema  may  remain  for  two  to  three 
months  before  gradually  receding. 

Selective— with  a high  degree 
of  safety 

Despite  the  temporary  unsightliness  and  discomfort  of 
the  inflammatory  episode,  Efudex  is,  in  general,  more 
readily  tolerated  than  surgery.  Clinical  work  shows  the 
intense  inflammatory  response  to  be  limited  to  the  area  of 
the  lesion.  Normal  skin  is  not  similarly  affected.  Another 
measure  of  Efudex  safety:  systemic  absorption  of  topical 
fluorouracil  was  insignificant,  indicating  a low  risk  of 
systemic  toxicity.* 

Two  strengths— two  convenient 
dosage  forms 

Efudex  is  available  as  a 2%  or  5%  solution  or  as  a 5% 
cream.  It  is  applied  twice  daily  by  the  patient  with 
a nonmetal  applicator  or  suitable  glove. 

Before  prescribing  Efudex,  however,  there  are  two 
important  considerations.  First,  please  consult  the 
complete  prescribing  information  for  precautions, 
warnings  and  adverse  reactions.  Second,  advise  the 
patient  that  treated  lesions  should  respond  with  the 
characteristic  but  transient  inflammation.  A positive 
sign  that  Efudex  is  working  for  them. 

*Data  on  file,  Hoffmann -La  Roche  Inc.,  Nutley,  New  Jersey. 

7?c  and  5%  Solutions?  5%  Cream 
Applied  twice  daily— resolves 
solar  or  actinic  keratoses. 

new 

Sudex 

(fluorouracil) 

cream/solution 


For  full  prescribing  information,  please  see  the  following  page. 


Roche 

introduces 


(fluorouracil) 
cream/4olution 
the  new  standardized  topical 
for  solar/actinic  keratoses 


Description:  Efudex  solutions  and  cream  are  topical  preparations 
containing  the  fluorinated  pyrimidine  5-fluorouracil,  an 
antineoplastic  antimetabolite. 

Efudex  Solution  consists  of  2%  or  5%  fluorouracil  on  a weight/ 
weight  basis,  compounded  with  propylene  glycol,  tris- 
(hydroxymethyl)  aminomethane,  hydroxypropyl  cellulose, 
parabens  (methyl  and  propyl)  and  disodium  edetate. 

Efudex  Cream  contains  5%  fluorouracil  in  a vanishing  cream 
base  consisting  of  white  petrolatum,  stearyl  alcohol,  propylene 
glycol,  polysorbate  60  and  parabens  (methyl  and  propyl). 

Actions:  There  is  evidence  that  the  metabolism  of  fluorouracil  in 
the  anabolic  pathway  blocks  the  methylation  reaction  of 
deoxyuridylic  acid  to  thymidylic  acid.  In  this  fashion  fluorouracil 
interferes  with  the  synthesis  of  deoxyribonucleic  acid  (DNA) 
and  to  a lesser  extent  inhibits  the  formation  of  ribonucleic 
acid  (RNA).  Since  DNA  and  RNA  are  essential  for  cell 
division  and  growth,  the  effect  of  fluorouracil  may  be  to  create 
a thymine  deficiency  which  provokes  unbalanced  growth  and 
death  of  the  cell.  The  effects  of  DNA  and  RNA  deprivation  are 
most  marked  on  those  cells  which  grow  more  rapidly  and  which 
take  up  fluorouracil  at  a more  rapid  pace.  The  catabolic  metabolism 
of  fluorouracil  results  in  degradative  products  (e.g.,  CO2,  urea, 
a-fluoro-yS-alanine)  which  are  inactive. 

Studies  in  man  with  topical  application  of  “C-labeled  Efudex 
demonstrated  insignificant  absorption  as  measured  by  “C  content 
of  plasma,  urine  and  respiratory  CO2. 

Indications:  Efudex  is  recommended  for  the  topical  treatment  of 
multiple  actinic  or  solar  keratoses. 

Contraindications:  Efudex  is  contraindicated  in  patients  with 
known  hypersensitivity  to  any  of  its  components. 

Warnings:  If  an  occlusive  dressing  is  used,  there  may  be  an 
increase  in  the  incidence  of  inflammatory  reactions  in  the 
adjacent  normal  skin. 

Prolonged  exposure  to  ultraviolet  rays  should  be  avoided  while 
under  treatment  with  Efudex  because  the  intensity  of  the  reaction 
may  be  increased. 

Usage  in  Pregnancy:  Safety  for  use  in  pregnancy  has  not  been 
established. 

Precautions:  If  Efudex  is  applied  with  the  fingers,  the  hands  should 
be  washed  immediately  afterward.  Efudex  should  be  applied  with 
care  near  the  eyes,  nose  and  mouth.  To  rule  out  the  presence  of  a 
frank  neoplasm,  a biopsy  should  be  made  of  those  areas  failing  to 
respond  to  treatment  or  recurring  after  treatment. 

Adverse  Reactions:  The  most  frequently  encountered  local 


reactions  were  pain,  pruritus,  hyperpigmentation  and  burnirj 
the  site  of  application.  Other  local  reactions  included  derma 
scarring,  soreness  and  tenderness. 

Also  reported  were  insomnia,  stomatitis,  suppuration,  sea 
swelling,  irritability,  medicinal  taste,  photosensitivity  and  . 
lacrimation. 

Laboratory  abnormalities  reported  were  leukocytosis, 
thrombocytopenia,  toxic  granulation  and  eosinophilia. 

Dosage  and  Administration:  Efudex  should  be  applied  twice 
with  a nonmetal  applicator  or  suitable  glove  in  an  amount  of 
solution  or  cream  sufficient  to  cover  the  lesion.  When  Efude> 
applied  to  a lesion,  a response  occurs  with  the  following  seqi 
erythema,  usually  followed  by  vesiculation,  erosion,  ulceratic 
necrosis  and  epithelization.  The  lower  frequency  and  intensil 
activity  in  adjacent  normal  skin  indicate  a selective  cytotoxic 
property.  Medication  should  be  continued  until  the  inflammati 
reaction  reaches  the  erosion,  necrosis  and  ulceration  stage,  a 
which  time  use  of  the  drug  should  be  terminated.  The  usual 
duration  of  therapy  is  from  2 to  4 weeks.  Complete  healing  of 
lesion  may  not  be  evident  for  1 to  2 months  following  cessatioi 
Efudex  therapy. 

How  Supplied:  Efudex  Solution,  10-ml  drop  dispensers — conta  1 
2%  or  5%  fluorouracil  on  a weight/weight  basis,  compounde  I 
with  propylene  glycol,  tris(hydroxymethyl)aminomethane,  i 
hydroxypropyl  cellulose,  parabens  (methyl  and  propyl)  and  I 
disodium  edetate. 

Efudex  Cream,  25-Gm  tubes  — containing  5%  fluorouracil  ii; 
vanishing  cream  base  consisting  of  white  petrolatum,  stearyl 
alcohol,  propylene  glycol,  polysorbate  60  and  parabens  (meth 
and  propyl). 

Clinical  Studies:  The  effectiveness  of  the  three  preparations  a 
determined  by  complete  involution  of  solar  keratoses  was: 

2%  Solution,  77%  of  282  lesions;  5%  Solution,  88%  of  202 
lesions;  and  5%  Cream,  85%  of  189  lesions.  In  those  lesions  wls' 
complete  involution  followed  treatment,  the  rate  of  possible 
recurrences  observed  clinically  at  periods  up  to  12  months  or  mv 
was:  2%  Solution,  4.6%  of  218  lesions;  5%  Solution,  1.7%  of  1 
lesions;  and  5%  Cream,  5.6%  of  160  lesions.  Because  of  the  toxi 
potential  of  fluorouracil,  some  physicians  preferred  to  use  the  2 
solution  when  large  areas  were  to  be  treated.  Approximately  30 
of  the  lesions  required  treatment  for  two  weeks  or  less; 
approximately  78%  required  four  weeks  or  less  for  adequate 
treatment. 


Roche 

LABORATORIES 


i 


Dwision  of  Hoffmann-La  Roche  Inc. 
Nutley.  New  Jersey  071 10 


HOUSE  OF  DELEGATES 

(Continued  from  Page  587) 

Resolutions 

Dr.  Robert  V.  Lewis  read  four  resolutions  re- 
garding current  procedural  terminology,  medicare 
price  fixing,  peer  review  concept,  and  the  cost 
and  the  establishment  of  effective  cost  containment 
committees  within  hospitals.  After  lengthy  dis- 
cussion on  the  current  procedural  terminology 
and  cost  containment  resolutions,  all  were  ap- 
proved by  the  House  on  individual  motions. 

I CURRENT  PROCEDURAL  TERMINOLOGY 
Whereas  it  is  of  absolute  and  compelling  need 
that  uniform  definition  and  understanding  of  pro- 
cedures in  medicine  and  surgery  be  developed  so 
that  a common  language  for  all  physicians,  special- 
ists, and  third  party  carriers  be  available,  and 
Whereas  the  American  Medical  Association,  cog- 
nizant of  this  problem,  has  developed  a “Current 
(five  digit)  Procedural  Terminology”  which  has 
been  accepted  by  the  profession  including  specialty 
groups,  and  subsp)ecialty  groups,  and 

Whereas  this  coding  has  not  been  adopted  by 
all  third  party  carriers  in  Rhode  Island 
It  Is  Resolved  that  this  House  of  Delegates  ad- 
vises Blue  Shield  and  all  third  party  contractors 
in  Rhode  Island  that  the  “Current  Procedural 
Terminology”  (five  digits)  of  the  American  Medi- 
cal Association  is  and  will  be  the  basic  language 
for  all  medical  and  surgical  procedures  in  the 
future.  Planning  for  an  orderly  adoption  of  this 
terminology  should  be  immediately  undertaken  by 
all  third  party  carriers  nationally  and  locally. 

Medicare  Price  Fixing 

Whereas  under  the  proposed  Medicare  legisla- 
tion of  1970  physician’s  fees  will  be  limited  in  the 
fiscal  year  1971  to  the  75  th  percentile  of  actual 
charges  from  the  calendar  year  of  1969  and  that 
thereafter  charges  will  be  limited  to  the  75th 
percentile  plus  increases  based  on  increased  cost 
of  production  of  the  cost  of  living,  and 

Whereas  this  represents  a new  concept  in  arbi- 
trary price  fixing  and  discrimination  against  one 
supplier  of  government  services,  and 

Whereas  acquiescence  on  the  part  of  the  Rhode 
Island  Medical  Society  to  this  formula  lays  a 
precedent  for  all  future  expansion  of  the  national 
health  insurance  program,  and 

Whereas  this  is  price  fixing  by  a government 
which  prosecutes  price  fixing  in  any  degree  in 
the  private  sector. 

It  Is  Resolved  that  the  House  of  Delegates  of 
the  Rhode  Island  Medical  Society  repudiates  this 


part  of  the  proposed  legislation  and  so  advises  its 
senators  and  representatives  in  the  Congress. 

Peer  Review  Concept 

Whereas  the  Department  of  Health,  Education, 
and  Welfare  with  increasing  frequency  is  arbi- 
trarily establishing  rules  and  regulations  concern- 
ing the  practice  of  medicine  by  wielding  the 
“power  of  the  purse”  and  refusing  to  pay  claims 
unless  these  directives  written  by  HEW  officials 
are  complied  with,  and 

Whereas  in  the  past  year,  for  example,  claims 
were  refused  on  hospital  patients  on  whom  prog- 
ress notes  were  not  written  more  frequently  than 
every  third  day. 

It  Is  Resolved  that  the  director  of  Health, 
Education,  and  Welfare  be  informed  that  the 
Rhode  Island  Medical  Society  adheres  to  the 
concept  of  Peer  Review  in  the  development  of  all 
guidelines  for  the  practice  of  medicine.  Matters 
pertinent  to  the  mode  of  practice  of  medicine  in 
the  state  of  Rhode  Island  cannot  be  considered 
binding  upon  members  of  this  society  unless  ap- 
proved by  its  House  of  Delegates  and  Council. 

Cost  Containment 

Whereas  the  Rhode  Island  Medical  Society  has 
previously  indicated  its  concern  with  the  rising 
cost  of  hospital  care  in  a resolution  to  that  effect 
and 

Whereas  this  resolution  led  the  Medical  Eco- 
nomics Council  of  Rhode  Island  to  request  estab- 
lishment of  Cost  Containment  Committees  within 
each  hospital  and 

Whereas  the  clear  intent  of  the  Medical  Eco- 
nomics Council’s  recommendations  to  the  hos- 
pitals was  actually  to  contain  cost  by  realistically 
considering; 

1.  The  patterns  of  practice  within  the  hos- 
pital, 

2.  Utilization  in  its  broadest  sense  including 
use  of  unnecessary  diagnostic  procedures,  x-rays, 
and  laboratory  tests, 

3.  The  proliferation  of  unnecessary  depart- 
ments in  the  hospital  and  proliferation  of  personnel 
within  a department, 

4.  Discussion  with  staff,  interns,  and  residents 
on  the  economic  aspects  of  their  modes  of  prac- 
tice, and 

Whereas  these  Cost  Containment  Committees 
have  thus  far  been  ineffective  by  their  structuring 
and  mission. 

It  Is  Resolved,  Therefore,  that  the  Rhode  Island 
Medical  Society  again  states  its  concern  with  rising 
(Continued  on  Page  634) 
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The  Washington  Scene 

A Summary  Report  Prepared  by  the 
Washington  Office  of  the  American 
Medical  Association 


The  House  Ways  and  ]Means  Committee  ap- 
proved legislation  that  would  change  the  medicare 
program  to  permit  prepaid  closed-panel  group  prac- 
tice care  and  would  set  ceilings  on  physicians’  fees 
under  medicare  and  medicaid. 

The  committe  did  consider  national  health  in- 
surance proposals  for  legislative  action  this  year. 

A proposal  for  inclusion  of  chiropractic  under 
medicare  was  rejected.  However,  a compromise  pro- 
vision would  direct  the  Health,  Education  and 
Welfare  Department  to  conduct  a “very  limited” 
study  of  chiropractic  under  medicare,  utilizing  the 
experiences  under  medicaid.  Chiropractic  now  is  a 
medicaid  service  in  IS  states,  being  authorized  for 
federal  funds  to  the  extent  that  it  is  legal  in  the 
state.  Representatives  of  chiropractors  lobbied  in- 
tensively with  committee  members  for  the  same 
treatment  under  medicare. 

The  committee  also  decided  against  inclusion  of 
social  security  disabled  beneficiaries  under  medi- 
care. Instead,  the  proposal  was  referred  to  the 
Health  Insurance  Benefits  Advisory  Council  for 
further  study. 

The  House  was  expected  to  approve  the  commit- 
tee’s bill,  which  included  a five  per  cent  increase 
in  cash  social  security  benefits,  without  change. 
However,  changes  were  expected  in  the  Senate. 

Provisions  of  the  committee  bill  of  major  im- 
{X)rtance  to  physicians  included: 

— Health  ^Maintenance  Organization  Option:  In- 
dividuals eligible  for  both  Part  A and  Part  B medi- 
care coverage  would  be  able  to  choose  to  have  their 
care  provided  by  a health  maintenance  organiza- 
tion (a  prepaid  group  health  or  other  capitation 
plan).  The  government  would  pay  for  such  cover- 
age on  a capitation  basis  not  to  exceed  95  per  cent 
of  the  cost  of  medicare  benefits  provided  to  bene- 


ficiaries in  the  area  not  covered  under  the  health 
maintenance  organization. 

— Experiments  and  Projects  in  Prospective  Re- 
imbursement and  Incentives  for  Economy:  The 
secretary  of  HEW  would  be  required  to  develop 
experiments  and  demonstration  projects  designed 
to  test  various  methods  of  making  payments  to  pro- 
viders of  services  on  a prospective  basis  under  med- 
icare, medicaid  and  maternal  and  child  health.  In 
addition,  the  secretary  would  be  authorized  to  con- 
duct experiments  with  methods  of  payment  or  re- 
imbursement designed  to  increase  efficiency  and 
economy,  and  with  community-wide  utilization  re- 
view mechanisms. 

— Limitation  on  Recognition  of  Physician  Fee 
Increases:  Charges  determined  to  be  reasonable 
under  the  present  criteria  in  medicare,  medicaid, 
and  maternal  and  child  health  law  would  be  lim- 
ited by  providing;  (a)  that  for  fiscal  year  1971 
medical  charge  levels  recognized  as  prevailing  may 
not  be  increased  beyond  the  75th  percentile  of  act- 
ual charges  in  a locality  during  calendar  year 
1969;  (b)  that  for  fiscal  year  1972  and  thereafter 
the  prevailing  charge  levels  recognized  for  a local- 
ity may  be  increased,  on  the  average,  only  to  the 
extent  justified  by  increases  in  the  cost  of  produc- 
tion of  medical  services,  levels  of  living  and  the 
earnings  of  other  professional,  managerial,  and 
technical  personnel;  and  (c)  that  for  medical  sup- 
plies, equipment^ and  services  that,  in  the  judge- 
ment of  the  Secretary,  generally  do  not  vary  sig- 
nificantly in  quality  from  one  supplier  to  another, 
charges  allowed  as  reasonable  may  not  exceed  the 
lowest  levels  at  which  supplies,  equipment  and 
services  are  widely  available  in  a locality. 

— Payments  for  Services  of  Teaching  Physicians: 

(Continued  on  Page  591) 
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Rhode  Island  Medical 


Drip  stopped,  Congestion  cleared 


For  upper  respiratory  allergies  and  infections,  up  to 
12  hours  clear  breathing  on  one  tablet.  Dimetapp 
Extentabs®  do  an  outstanding  job  of  helping  clear 
up  the  stuffiness,  drip  and  congestion  of  colds  and  up- 
per respiratory  allergies  and  infections.  Each  Extentab 
keeps  working  up  to  12  hours.  And  for  most  patients 
drowsiness  or  overstimulation  is  unlikely. 
INDICATIONS:  Dimetapp  is  indicated  for  symptomatic 
relief  of  the  allergic  manifestations  of  respiratory  ill- 
nesses, such  as  the  common  cold  and  bronchial  asthma, 
seasonal  allergies,  rhinitis,  conjunctivitis,  and  otitis. 
CONTRAINDICATIONS:  Hypersensitivity  to  antihista- 
mines. Not  recommended  for  use  during  pregnancy. 


PRECAUTIONS:  Until  patient’s  response  has  been  de- 
termined, he  should  be  cautioned  against  engaging  in 
operations  requiring  alertness.  Administer  with  care  to 
patients  with  cardiac  or  peripheral  vascular  diseases  or 
hypertension.  SIDE  EFFECTS:  Hypersensitivity  reac- 
tions including  skin  rashes,  urticaria,  hypotension  and 
thrombocytopenia,  have  been  reported  on  rare  occa- 
sions. Drowsiness,  lassitude,  nausea,  giddiness,  dry- 
ness of  the  mouth,  mydriasis,  increased  irritability  or 
excitement  may  be  encountered.  /I-H-DOBINS 
DOSAGE:  1 Extentab  morning  and  eve-  Iv 

ning.SUPPLIED:Bottlesof  100  and  500.  Richmond"  va°'2322o 


Dimetapp 

Extentabs 

DimetanesS)  (brompheniramine  maleate),  12  mg.;  phenyl- 
ephrine HCi.  15  mg.;  phenylpropanolamine  HCI,  15  mg. 


when  an  unnerving  experience 
compounds  the  pain 


the  compound  analgesic 
that  calms  instead  of  caf  feinates 

In  addition  to  pain,  this  patient  has  experienced 
anxiety,  fear,  embarrassment,  and  frustration. 

No  doubt  these  psychic  factors  actually  increased 
her  perception  of  pain.  Surely  the  last  thing  she 
needs  is  an  analgesic  containing  caffeine.  The 
logical  choice  is  Phenaphen  with  Codeine.  It 
provides  a quarter  grain  of  phenobarbital  to  take 
the  nervous  “edge”  off.  so  the  rest  of  the  formula 
can  control  the  pain  more  effectively.  It’s  no 
accident  that  the  Phenaphen  formulations  contain 
a sedative  rather  than  a stimulant.  Don’t  you 
agree.  Doctor,  that  psychic  overlay  is  an  important 
factor  in  most  of  the  accident  cases  you  see? 


Phenaphen 

with  Codeine 


Phenaphen  with  Codeine 
Nos.  2,  3,  or  4 contains: 
Phenobarbital  (14  gr-). 


16.2  mg.  (warning:  may  be  habit  forming):  Aspirin  (21/2  gr-),  162.0  mg.; 
Phenacetin  (3  gr.),  194.0  mg.:  Hyoscyamine  sulfate.  0.031  mg. ; Codeine 
phosphate,  14  gr-  (No.  2),  I/2  gr.  (No.  3),  or  1 gr.  (No.  4)  (warning:  may 
be  habit  forming).  Indications:  Provides  relief  in  severer  grades  of  pain, 
on  low  codeine  dosage,  with  minimal  possibility  of  side  effects. 

Its  use  frequently  makes  unnecessary  the  use  of  addicting  narcotics. 
Contraindications:  Hypersensitivity  to  any  of  the  components. 
Precautions:  As  with  all  phenacetin-containing  products,  excessive  or 
prolonged  use  should  be  avoided.  Side  effects:  Side  effects  are 
uncommon,  although  nausea,  constipation  and  drowsiness  may  occur. 
Dosage:  Phenaphen  No.  2 and  No.  3 — 1 or  2 capsules  every  3 to  4 hours 
as  needed;  Phenaphen  No.  4 — 1 capsule  every  3 to  4 hours  as  needed. 
For  further  details  see  product  literature. 

A.  H.  Robins  Company,  Richmond,  Va. 
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(Continued  from  Page  590) 

Medicare  and  medicaid  would  not  pay  for  the 
services  of  teaching  physicians  unless  other  patients 
who  have  insurance  or  are  able  to  pay  are  also 
charged  for  such  services  and  the  medicare  deduc- 
tibles and  coinsurance  amounts  are  regularly  col- 
lected. Medicare  attached  payment  would  be  au- 
thorized for  services  to  hospital  patients  by  staff 
of  certain  medical  schools  that  now  furnish  these 
services  without  charge  to  the  hospital. 

— Termination  of  Payments  to  Providers  Who 
Abuse  the  Medicare  Program:  The  secretary  of 
HEW  would  be  given  authority  to  terminate  or 
suspend  payment  for  services  rendered  by  a sup- 
plier of  health  and  medical  services  found  to  be 
guilty  of  program  abuses.  Program  review  teams 
would  be  established  to  furnish  the  secretary  pro- 
fessional advice  in  carrying  out  this  authority. 

— Repeal  of  Medicaid  Provision  Requiring  Ex- 
panded Programs:  The  requirement  in  present  law 
that  states  have  comprehensive  medical  programs 
by  1977  would  be  repealed. 

— Prohibition  of  Reassignments:  Medicare  and 
medicaid  payments  to  anyone  other  than  a patient 
or  his  physician  would  be  prohibited,  unless  the 
physician  is  required  as  a condition  of  his  employ- 
ment to  turn  over  his  fees  to  his  employer  or  unless 
there  is  a contractual  arrangement  between  the 
physician  and  the  facility  in  which  the  services 
were  provided  under  which  the  facility  bills  for 
all  such  services. 

— Utilization  Review  in  Medicaid:  Require  hos- 
pitals and  skilled  nursing  homes  participating  in 
the  medicaid  and  maternal  and  child  health  pro- 
grams to  have  the  same  utilization  review  commit- 
tee with  the  same  functions  as  in  the  medicare 
program. 

— Role  of  State  Health  Agencies  in  Medicaid: 
State  health  agencies  would  be  required  to  perform 
certain  functions  under  the  medicaid  and  maternal 
and  child  health  programs  relating  to  the  quality 
of  the  health  care  furnished  to  recipients. 

— Physical  Therapy  Services  Under  Medicare: 
Under  medicare’s  supplementary  medical  insurance 
program,  beneficiaries  would  be  covered  for  up  to 
$100  per  calendar  year  of  physical  therapy  services 
furnished  by  a licensed  physical  therapist  in  his 
office  or  the  patient’s  home  under  a physician’s  pre- 
scription. Hospitals  and  extended  care  facilities 
could  continue  to  provide  covered  physical  therapy 
services  to  patients  who  have  exhausted  their  days 
of  hospital  insurance  coverage. 


— ^Chiropractors’  Services:  HEW  would  conduct 
a study  on  covering  chiropractors’  fees  (on  a very 
limited  basis)  under  medicare,  utilizing  the  experi- 
mental authority  under  the  medicaid  program.  A 
report  on  the  study,  including  the  experience  of 
other  programs  paying  for  chiropractors’  services 
would  be  submitted  to  the  Congress  within  2 years. 
* * ^ 

The  American  Medical  Association  expressed  op- 
position to  proposed  oral  contraceptive  package 
insert  addressed  to  users. 

The  Food  and  Drug  Administration  first  pro- 
posed a package  insert  of  about  700  words  dealing 
with  possible  side-effects  and  potential  dangers  of 
taking  birth  control  pills.  When  this  raised  wide- 
spread opposition,  the  FDA  drastically  revised  the 
original  draft,  cutting  it  down  to  about  100  words, 
^lain  objections  to  the  first  draft  were  that  it  was 
too  long  and  detailed  to  be  addressed  to  a patient 
and  that  it  raised  a serious  question  about  the  re- 
lationship between  doctor  and  patient. 

After  the  FDA  invited  comments  on  the  revised 
draft  from  interested  parties.  Dr.  Ernest  B.  How- 
ard, executive  vice  president  of  the  AMA,  respon- 
ded that  the  A^IA  opposes  any  oral  contraceptive 
package  insert.  He  said  that,  “in  the  best  interests 
of  the  patient  and  the  practice  of  quality  medicine,” 
there  should  be  no  package  insert  addressed  to 
users. 

“.  . .The  requirement  that  information  on  the 
side-effects  of  a prescription  drug  be  supplied  di- 
rectly to  the  patient  is  a dangerous  departure  from 
present  practice,”  he  said  in  a letter  to  the  Health, 
Education  and  Welfare  Department,  of  which  FDA 
is  a part.  “It  intrudes  upon  the  patient-physician 
relationship  and  compromises  individual  medical 
evaluation.  The  proposed  statement  would  lead  to 
confusion  and  alarm  among  many  patients  and 
could  result  in  harm  to  some. 

“For  these  reasons,  the  American  Medical  As- 
sociation is  opposed  to  a package  insert  directed  to 
patients  for  any  prescription  drug. 

“The  oral  contraceptive  is  a prescription  drug. 
It  is  the  responsibility  of  the  physician  to  inform 
his  patients  of  the  potential  hazards  of  drugs  he 
prescribes.  In  counseling  on  family  planning,  the 
physician  has  a further  responsibility.  He  should 
provide  information  that  will  enable  the  patient  to 
make  an  intelligent  decision  regarding  the  use  of 
oral  and  other  contraceptive  methods.” 

“The  proposed  statement,  in  its  simplistic  ap- 
proach to  a complex  situation,  would  confuse  the 
(Continued  on  Next  Page) 
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Malpractice 
protection 
is  serious 
business! 


Talk  only  to  the  experts! 


And  let  them  speak  for  you.  By  all 

means,  discuss  your  treatment  with  your 
patients  during  treatment.  But  should  a 
patient’s  lawyer  want  to  speak  to  you 
about  your  treatment,  don’t  put  yourself 
at  a disadvantage.  Let  lawyers  talk  to 
lawyers.  Refer  him  to  the  legal  counsel 
for  your  professional  liability  insurance 
company. 

And  when  it  comes  to  malpractice  liabil- 
ity insurance,  talk  to  the  Man  from 
Starkweather  & Shepley.  As  a leading 
agency  for  the  St.  Paul  Insurance  Com- 
pany, he  can  provide  you  coverage  up  to 
$1  million.  In  fact,  he  can  provide  you 
with  a total  insurance  program  covering 
all  your  professional  and  personal  needs. 

Yes,  talk  to  your  patients  about  medicine, 
let  the  Man  from  S & S talk  to  you  about 
insurance  and  let  the  insurance  company 
lawyers  talk  about  law. 


Contact  Gardner  C.  Borden,  C.P.C.U. 


Starkweather  & Shepley,  Inc. 

155  South  Main  Street 
Providence,  R.  I.  421-6900 

ONE  SOURCE / TOTAL  INSURANCE 
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patient  who  has  already  been  informed  of  possible 
side-effects  by  her  physician  and  who  has  received 
her  physician’s  recommendation  as  to  a desirable 
method  of  contraception  for  her. . . 

“A  stated  purpose  of  the  insert  is  to  “reinforce 
the  efforts  of  the  physician  to  inform  the  patient  in 
a balanced  fashion  of  the  risks.’  The  physician  has 
a duty  to  weigh  the  benefits  against  the  possible 
risk  in  prescribing  any  drug  for  a patient,  and  the 
physician’s  advice  to  the  patient  in  connection  with 
the  drug  prescribed  must  be  individualized  for  each 
patient.  The  balanced  fashion  theory  cannot  be  a 
part  of  good  therapeutic  practice,  which  requires 
an  individual  judgment  for  each  patient.  Standard- 
ized information  could  harm  some  patients  by  lim- 
iting the  value  of  the  specific  information  given  to 
them  by  their  physicians. 

“A  package  insert  is  an  inappropriate  and  in- 
effective means  of  providing  a patient  with  infor- 
mation regarding  any  prescription  drug.  The  best 
way  to  inform  patients  effectively  is  through  the 
physician.  The  best  way  to  reinforce  the  physician’s 
efforts  to  inform  the  patient  is  to  provide  him  with 
unbiased,  authoritative  and  up-to-date  information. 
Our  Council  on  Drugs  has  used  the  Journal  of  the 
American  IMedical  Association  for  this  purpose. 
Further,  in  a forthcoming  book  titled  AM  A Drug 
Evaluations,  we  will  supply  the  physician  with 
comprehensive  information  on  oral  contraceptives 
as  well  as  on  other  drugs.  We  would  be  pleased  to 
join  with  the  Food  and  Drug  Administration  and 
other  concerned  medical  and  scientific  organiza- 
tions in  the  preparation  of  any  additional  informa- 
tion, and  to  provide  a means  of  placing  it  in  the 
hands  of  all  physicians.  . .” 

* * * 

The  American  Medical  Association  supported 
two  Senate  bills  (S.  3297  and  S.  3652)  that  would 
require  labeling  of  prescription  drug  containers  ex- 
cept where  the  prescribing  physician  indicated 
otherwise. 

“We  would  emphasize  very  strongly,  however, 
“Dr.  John  J.  Curry,  a member  of  the  .\MA  Council 
in  Drugs,  testified  at  a Senate  Health  Subcommitee 
hearing,  “. . .that  both  bills  fall  short  of  the  rec- 
ommendation of  the  .\merican  Medical  .A.ssociation. 
In  urging  your  support  of  labeling  legislation,  we 
strongly  recommend  that  the  legislative  require- 
ment provide  that  the  label  contain  the  established 
name  or  trade  name  of  the  drug  as  written  by  the 
physician,  or  in  the  case  of  a combination  drug, 
the  established  name  of  the  active  ingredients  of 
(Concluded  on  Page  648") 
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What  the  doctors  in  this  country 
need  is  a simple,  accurate 
lab  system  for  under  $600. 


IBB**" 


That’s  why  we  invented  the  UNITEST  SYSTEM. 


’hysicians  can’t  operate  their  offices 
ke  doctors  did  in  the  old  days. 

That’s  when  the  patient  load  was 
Dwer  and  so  was  the  overhead,  in 
ase  you  wanted  to  have  lab  tests 
lerformed  right  on  the  premises, 
'here  were  a lot  more  qualified  tech- 
icians  for  hire,  too.  Or  if  you  didn’t 
/ant  the  bother  and  payroll  of  a big- 
er  staff,  you  sent  specimens  out  to 
; local  lab  or  a nearby  hospital.  Then 
ou  waited  for  results  to  return  and 
dded  the  charge  to  the  bill. 

Problem  is,  that  way  isn’t  econom- 
:ally  feasible  any  longer.  More  so- 
'histicated  lab  tests  have  been  de- 
eloped  to  aid  your  diagnosis.  Fewer 
killed  personnel  are  available.  The 
omplex  equipment  required  is  more 
iXpensive.  And  the  cost  of  space  is 
remium. 

■ Somebody  had  to  solve  this  king- 
(ized  problem.  We  did. 

j 

i 

Bio-Dynamics,  Inc. 

The  Simplifiers 

9115  Hague  Road 
Indianapolis,  Indiana  46250 


We  perfected  the  compact 
UNITEST  SYSTEM.  You  start  with  the 
heart  and  brains,  the  Unimeter.  It 
sells  for  below  $600.  Far  below,  in 
fact.  Then,  you  add-on  components 
you  don’t  already  own.  When  you’re 
done,  any  qualified  person  in  your 
office  can  run  14  tests  for  the  most 
commonly-needed  determinations. 
That  includes  Blood  Glucose,  He- 
moglobin, B.U.N.,  Uric  Acid  and 
Cholesterol. 


And  you  get  accurate  test  results 
faster,  often  before  the  patient  leaves. 

Yes,  the  compact  UNITEST 
SYSTEM  is  a lot  smaller  than  you’d 
expect  for  equipment  that  does  so 
much.  And  there  are  so  many  func- 
tions it  does  so  well,  you  really  owe 
it  to  yourself  to  get  more  information. 
Some  is  on  the  following  page.  The 
card  below  will  bring  you  all  of  it. 
Just  complete,  detach  and  mail. 


Gentlemen: 

I am  interested  in  receiving  more  information  about  use  of  the 
UNITEST  SYSTEM  in  my  office. 


Name 


Address 


City 


State 


Zip 


Phone  No. 


I 


The  UNITEST  SYSTEM  provides 
these  important  features: 


The  Unimeter— The  Unimeter  250  is 
a precisely -calibrated,  solid  state 
colorimeter.  Rugged  in  design  and 
simple  to  operate,  it  has  only  three 
controls:  on-off  switch,  calibration 
control  dial  and  temperature  control 
button. 


The  Select-a-Fuge  24  — The  most 
advanced  centrifuge  in  its  category 
ever  developed  ...  a single  unit 
capable  of  performing  three  centrif- 
ugated preparations  where  at  least 
two  units  were  previously  required 
. . . and  in  the  shortest  possible  time 
for  each  specimen  involved.  The  Se- 
lect-a-Fuge  24  can  prepare  urine 
specimens  at  the  low  speed  of  4000 
rpm  ...  or  perform  uniformly  con- 


sistent serum,  plasma  and  hemato- 
crit results  at  10,000  rpm.  Other 
preparations  requiring  graduating  in- 
termediate speeds  may  also  be  con- 
ducted. Select-a-Fuge  24  does  all 
this  without  changing  equipment, 
without  adding  or  removing  parts. 


Built-in  Incubator  — The  Unimeter 
has  a convenient  built-in  incubator 
which  holds  twelve  tubes  at  a con- 
stant temperature  of  37°C.  There  is 
an  instant  push-button  temperature 
check. 


Interchangeable  Meter  Faces— The 

slip-in  meter  face  cards  with  color- 
coded  test  scales  allow  the  operator 
to  adapt  this  unit  to  a variety  of  tests 
and  to  incorporate  any  new  tests 
which  may  be  added  in  the  future. 


First  Class 
Permit  No.  4810 
Indianapolis,  Ind. 


BUSINESS  REPLY  MAIL 

No  postage  necessary  if  mailed  in  the  United  States 


Postage  will  be  paid  by 

Bio-Dynamics,  Inc. 

Box  50100 

Indianapolis,  Indiana  46250 


Push  Button  Pipetting— AutomatifI 
Pipette  controls  critical  measure 
ments  precisely  with  remarkablf| 
ease  and  speed.  Assures  depend 
able  results  between  operators,  re 
gardiess  of  their  individual  skills. 


Unitube — The  optically  correct, 
glass  Unitube  contains  reagent  ma- 
terials. It  also  contains  the  reaction 
and  is  used  as  a cuvette,  when  the 
reaction  is  complete.  After  the  result 
is  recorded  the  Unitube  is  discarded. 
Unitube  caps  are  color-coded  for 
each  test. 


Unitest  Kits  — Each  kit  contains  - 
everything  necessary  to  perform  the  'i 
tests.  Everything  is  pre-measured,  : 
color-coded,  sealed  against  con- 
tamination and  disposable.  Simple, 
step-by-step  illustrated  instructions 
are  enclosed  in  every  kit.  Kits  are 
available  in  a variety  of  sizes.  j 


For  full  details, 
mail  this  card  today! 


Bio-Dynamics,  Inc. 

The  Simplifiers 


FOOD-DRUGS  FROM  THE  SEA 

Research  papers,  speeches  and  discussions  pre- 
sented at  the  Food-Drugs  from  the  Sea  Conference 
held  last  year  at  the  University  of  Rhode  Island 
have  been  published  in  book  form. 

The  volume,  ‘Food-Drugs  from  the  Sea  Pro- 
ceedings,’ is  available  at  $12  from  the  Marine 
Technology  Society,  1730  M Street  N.W.,  Wash- 
ington, D.C.  20036.  The  editor  is  Heber  W. 
Youngken  Jr.,  dean  of  the  University  of  Rhode 
Island’s  College  of  Pharmacy,  which  was  a co- 
sponsor of  the  conference  with  the  Marine  Tech- 
nology Society  and  the  Bio-Instrumentation  Ad- 
visory Council  of  the  American  Institute  of  Bio- 
logical Sciences. 

The  proceedings  contain  sections  on  research 
in  food  and  mariculture,  research  in  drugs  and 
medical  aspects,  including  a paper  by  a scientist 
from  the  USSR,  a panel  discussion  on  marine 
pharmacology  and  the  pros  and  cons  of  establish- 
ing a National  Institute  of  Marine  Medicine  and 
Pharmacology,  and  a section  on  the  Sea  Grant 
and  other  efforts  to  stimulate  marine  research  and 
development  of  all  kinds. 

In  regard  to  the  latter  section.  Dr.  Youngken 
asserts  in  his  introduction:  “The  reader  will  find 
reason  to  be  optimistic  as  well  as  pessimistic  about 
the  overall  development  of  marine  food  and  drug 
resources  after  reading  this  section.  This  will  ap- 
ply also  to  an  Investor.” 

THROW  THICK  STEAKS 
OUT  OF  OLD  BALL  GAME 

Attention  Sports  Editors 

That  traditional  thick  piece  of  steak  many  ath- 
letes consider  so  important  before  the  big  game 
may  be  going  out  of  vogue. 


The  reason,  say  medical  authorities,  is  that  at 
best  the  steak  is  merely  psychological.  At  worst 
it  is  unnecessary  and  too  much. 

According  to  Bruce  Melin,  associate  professor 
of  physical  education  at  Washington  University 
in  St.  Louis,  a survey  of  athletic  trainers  at  a 
number  of  colleges  and  universities  indicates  that 
the  traditional  large  before-game  meal  has  been 
shrinking. 

The  trend  today  is  toward  smaller  pre-game 
meals  consisting  predominantly  of  carbohydrates 
(Continued  on  Page  600) 
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ANTACID 

Your  ulcer  patients  and 
others  will  appreciate  it. 
Specify  DICARBOSIL  144's- 
144  tablets  in  1 2 rolls. 


ARCH  LABORATORIES 
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and  economy 


Deltasone*  5 mg. 

(prednisone,  Upjohn) 
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DELTASONE®  TABLETS -2.5  & 5 mg. 

(prednisone,  Upjohn) 

The  potency  of  prednisone  exceeds  cortisone  in  glucocorticoid  and 
anti-inflammatory  activity  by  about  five  times  on  a weight  basis,  but 
is  considerably  less  active  than  cortisone  in  mineralocorticoid 
activity. 

Indications  are  the  same  as  those  for  other  anti-inflammatory 
steroids.  Representative  uses  include  collagen  diseases,  allergic 
diseases,  generalized  dermatoses,  acute  ocular  inflammatory  dis- 
ease, certain  lymphatic  neoplastic  diseases,  ulcerative  colitis  and 
nephrosis.  Important:  Prednisone,  like  cortisone,  is  a potent  thera- 
peutic agent  influencing  the  biochemical  behavior  of  most,  if  not 
all,  tissues  of  the  body.  Because  it  manifests  little  sodium-retaining 
activity,  the  usual  early  sign  of  cortisone  overdosage  (i.e.,  increase 
in  body  weight  due  to  fluid  retention)  is  not  a reliable  index.  Hence, 
recommended  dose  levels  should  not  be  exceeded,  and  all  patients 
should  be  under  close  medical  supervision.  All  precautions  perti- 
nent to  the  use  of  cortisone  apply  to  Deltasone  (prednisone). 
Contraindications:  As  for  all  other  corticoids.  Considered  Abso- 
lute-herpes simplex  keratitis,  acute  psychoses  and  latent,  healed 
or  active  tuberculosis.  May  be  lifesaving  in  certain  cases  of  pul- 
monary or  meningeal  tuberculosis,  but  should  be  used  only  in  con- 
junction with  adequate  and  effective  antituberculous  therapy  to 
which  causative  organisms  are  shown  to  be  sensitive.  Considered 
Relative— active  or  latent  peptic  ulcer,  Cushing’s  syndrome,  diver- 
ticulitis, fresh  intestinal  anastomoses,  osteoporosis,  renal  insuffi- 
ciency, thromboembolic  tendencies,  psychotic  tendencies,  diabetes 
mellitus,  hypertension,  local  or  systemic  infections  including  vac- 
cinia, varicella  and  other  exanthematous  diseases,  and  fungal  infec- 
tions, and,  pregnancy  particularly  during  the  first  trimester  because 
of  observation  of  fetal  anomalies  in  experimental  animals.  If  neces- 
sary to  give  corticosteroids  during  pregnancy,  watch  newborn 
infants  closely  for  signs  of  hypoadrenalism  and  institute  appropri- 
ate therapy  if  signs  appear. 

If  corticoids  are  used  in  the  above  conditions,  weigh  risks  against 
benefits. 

Precautions:  Deltasone  should  be  given  only  with  full  knowledge 
of  characteristic  activity  of  and  varied  responses  to  corticoids.  Be- 
cause of  inhibiting  effect  on  fibroplasia,  corticoids  may  mask  signs 
of  and  enhance  spread  of  infection;  hence,  watch  patients  closely, 
and  if  intercurrent  infection  occurs,  control  with  appropriate  anti- 
bacterial measures.  If  possible,  avoid  abrupt  cessation  of  corti- 
costeroid therapy  because  of  the  danger  of  superimposing 
adrenocorticoid  insufficiency  on  the  infectious  process.  Prolonged 
hormone  therapy  usually  causes  a reduction  in  the  activity  and 
size  of  the  adrenal  cortex.  When  discontinuing  therapy,  relative 
adrenocortical  insufficiency  may  be  avoided  by  gradual  reduction 
of  dose.  However,  a potentially  critical  degree  of  insufficiency  may 
persist  asymptomatically  for  some  time  even  after  gradual  discon- 
tinuation of  adrenocortical  steroids.  Therefore,  if  a patient  is  sub- 
jected to  significant  stress,  such  as  surgery,  trauma,  or  severe 
illness  while  being  treated,  or  within  one  year  (occasionally  up  to 
two  years)  after  treatment  has  been  terminated,  hormone  therapy 
should  be  augmented  or  reinstituted  and  continued  for  the  duration 
of  the  stress  and  immediately  following  it.  Since  mineralocorticoid 
secretion  may  be  impaired,  salt  and/or  desoxycorticosterone 
should  be  administered  conjunctively.  It  is  preferable  to  use  a solu- 
ble hormone  preparation  in  the  immediate  preoperative  and  post- 
operative periods. 

Although  unlikely  with  Deltasone,  average  and  large  doses  of 
corticosteroids  can  cause  elevation  of  blood  pressure,  salt  and 
water  retention  and  increased  potassium  and  calcium  excretion. 
Dietary  salt  restriction  and  potassium  supplementation  may  be 
necessary.  Glucocorticoid  steroids  may  aggravate  diabetes  mellitus 
so  that  higher  insulin  dosage  may  become  necessary  or  manifes- 
tations of  latent  diabetes  mellitus  may  be  precipitated.  Cortico- 
steroids may  aggravate  myasthenic  symptoms  in  myasthenia  gravis 
and  should  be  given  with  proper  precautions. 

Muscle  weakness,  in  some  instances,  attributed  to  hypopotas- 
semia,  has  been  reported  following  prolonged  systemically  ad- 
ministered corticoids.  Excessive  potassium  loss,  like  excessive 
sodium  retention,  is  not  likely  to  be  induced  with  effective  mainte- 


nance doses  of  Deltasone  (prednisone),  however,  keep  this  > 
in  mind  and  perform  periodic  serum  potassium  determinatio 
patients  on  prolonged  corticoid  therapy.  Muscle  weakness  o 
ring  with  normal  serum  potassium  levels  may  be  due  to  distort 
in  muscle  metabolism.  Severe  myopathy  is  associated  with 
stantial  doses  of  steroids  for  prolonged  periods,  and  evic 
indicates  it  occurs  more  frequently  with  9-alpha-fluro  steroids 
placement  with  non-fluorinated  steroid  has,  in  some  instance: 
suited  in  improvement. 

Retardation  of  linear  growth,  roughly  proportional  to  dose 
been  noted  in  children  on  corticoids  for  six  months  or  more.  Fo 
ing  cessation  of  therapy,  growth  rate  may  be  accelerated.  Tf 
fore,  carefully  observe  growth  of  children  on  prolonged  cort 
and  if  growth  is  retarded,  reduce  dose  sufficiently  to  permit  recc 
^ before  epiphyseal  closure.  Make  every  effort  to  avoid  cortic 
during  pregnancy,  since  spontaneous  remission  of  some  dise 
such  as  rheumatoid  arthritis  may  occur.  Long  term  corticoid  the 
may  evoke  hyperacidity  or  peptic  ulcer,  therefore,  as  prophyl 
an  ulcer  regimen  and  antacid  are  highly  recommended. Take  X- 
in  peptic  ulcer  patients  complaining  of  gastric  distress, 
whether  or  not  changes  are  noted,  an  ulcer  regimen  is  rec 
mended.  Since  prednisone  causes  less  salt  and  water  reter 
than  many  other  glucocorticoids,  patients  should  be  obse 
closely  for  development  of  undesirable  hormonal  effects  that 
less  obvious  indications  of  steroid  toxicity  than  edema  and  hy 
tension  due  to  salt  and  water  retention.  Continued  supervisio 
patients  after  cessation  of  therapy  is  essential,  since  there  ma^ 
a sudden  reappearance  of  severe  disease  manifestation. 
Adverse  Reactions:  Adverse  reactions  associated  with  use  of  ci 
coids  include:  Cushing's  syndrome,  moon  facies, 'supraclavic 
fat  pads,  hirsutism,  striae  and  acne;  relative  adrenocortical  ins' 
ciency  particularly  in  time  of  stress  due  to  trauma,  surgery 
severe  illness;  protein  catabolism  with  negative  nitrogen  balar 
electrolyte  imbalance;  alteration  of  glucose  metabolism  with  agd 
vation  of  diabetes  mellitus  including  hyperglycemia  and  glycosuM 
osteoporosis  reversible  only  with  difficulty;  spontaneous  fractuiw 
aseptic  necrosis  of  the  hip  and  humerus;  activation  and  compliBI 
tion  of  peptic  ulcer  including  perforation  and  hemorrhage;  agcW. 
vation  or  masking  of  infection;  increased  blood  pressul 
convulsions;  petechiae  and  purpura;  menstrual  irregularities  I 
eluding  amenorrhea,  spotting  or  prolonged  bleeding;  insomtl.' 
psychic  disturbances  especially  abnormal  euphoria;  nervousne® 
posterior  subcapsular  cataracts  occasionally  requiring  extracti 
increased  intraocular  tension;  increased  intracranial  pressure  v 
papilledema  (pseudotumor  cerebri);  pancreatitis;  necrotizing  an 
itis;  thinning  of  scalp  hair;  suppression  of  growth  in  childr 
thromboembolic  complications;  facial  erythema;  allergic  skin  rer,  ' 
tions;  ulcerative  esophagitis;  sweating;  vertigo;  weakness;  myc 
athy;  headache;  exophthalmos.  Adverse  reactions  are  usu< 
reversible  and  usually  disappear  when  drug  is  discontinued. 
Supplied:  2.5  mg.,  scored— bottles  of  100  tablets.  5 mg.,  score: 
bottles  of  100  and  500  tablets  and  cartons  of  100  tablets  in  ' • 
strips. 

For  additional  product  information,  consult  the  package  ins' 
or  see  your  Upjohn  representative.  b..s 


l^john 


The  Upjohn  Company,  Kalamazoo,  Michigan  49001 


Deltasone*  5 iii^. 

1 

(prednivSoncN  Upjolin!] 

an  economical  , 

prednisone 
that's  made  l|  ‘ 

a name  for  itself 


Picture  of 
^sprained  shoulder 


treated  with 
Parafon  Forte  mns 

Paraflex®  (chlorzoxazone)*  250  mg. 

Tylenol®  (acetaminophen)  300  mg. 


«ifon  Forte  tablets  help  to  relieve  pain, 
•)re  mobility. . . stop  pain-spasm  feedback 

n oviding : 

/^  salicylate  analgesic  equal  to  aspirin  for  the  relief 
J in, ^’2  yet  unlikely  to  produce  the  irritation  to  the 
M ic  mucosa  so  often  associated  with  salicylate 

4py^ 

'4'  skeletal  muscle  relaxant  effective  in  a wide  va- 
!f  of  conditions®-^... but  not  likely  to  have  the  cen- 
4 ffects  of  tranquilizing  compounds.® 

r4  ribe  Parafon  Forte  for  effective  spasmolysis 
a^nalgesia  in  sprains,  strains,  myalgias,  low  back 
a*  bursitis  and  other  musculoskeletal  disorders, 
'.'•patients  will  appreciate  the  restored  comfort 
nilreedom  of  movement  it  usually  provides. 


Contraindications:  Sensitivity  to  eitlier  component.  Precautions: 
Exercise  caution  in  patients  with  known  allergies  or  history  of 
drug  allergies.  If  a sensitivity  reaction  or  signs  or  symptoms  sug- 
gestive of  liver  dysfunction  are  observed,  the  drug  should  be 
stopped.  Adverse  Reactions:  Occasionally,  drowsiness,  dizziness, 
lightheadedness,  malaise,  overstimulation  or  gastrointestinal 
disturbances  may  be  noted;  rarely,  allergic-type  skin  rashes, 
petechiae,  ecchymoses,  angioneurotic  edema  or  anaphylactic 
reactions.  In  rare  instances,  Paraflex  (chlorzoxazone)  may  pos- 
sibly have  been  associated  with  gastrointestinal  bleeding.  While 
Paraflex  (chlorzoxazone)  and  chlorzoxazone-containing  prod- 
ucts have  been  suspected  as  being  the  cause  of  hepatic  toxicity 
in  approximately  eighteen  patients,  it  was  not  possible  to  state 
that  the  dysfunction  was  or  was  not  drug  induced.  Usual  Adult 
Dosage:  Two  tablets  q.i.d.  Supplied:  Scored,  light  green  tablets, 
imprinted  “McNEIL”  — bottles  of  100. 


References : 1.  Batterman,  R.  C.,  and  Grossman,  A.  J.:  Fed.  Proc.  J.4;316,  1955. 
2.  Goodman,  L.  S.,  and  Gilman,  A.,  ed.:  The  Pharmacological  Basis  of  Thera- 
peutics, ed.  3,  New  York,  The  Macmillan  Company,  1965,  p.  331.  3.  Kestler,  O. 

C.,  and  Gyui'ik,  J.:  Industr.  Med.  Surg. 

:372,  1962.  4,  Forster,  S.,  et  al.  : Amer. 
J.  Orthop.  2:285,  1960.  5.  Friend,  D.  G.: 
Clin.  Pharmacol.  Ther.  5:871,  1964. 

*y.S.  PATENT  NO.  ?. 895, 877 


( McNEIL  1 

MCNEIL  LABORATORIES,  INC.,  FT.  WASHINGTON,  PA.  19034 


When  irritable  colon  feels  like  this 


The  blowfish,  a small 
of  fish,  reacts  to  stress  of', 
fright  by  puffing  itself  • , 
air.  After  about  a dozen  ■ 
noisy  gulps  the  belly  is ' 
shaped  and  hard.  Wh 
replaced  in  the  water  t 
quickly  expelled,  and 
the  fish  sinks  to  the  bo 


•in  the  presence  of  spasm  or  hypermotility, 
gas  distension  and  discomfort,  KINESED® 
provides  more  complete  relief : 


□ belladonna  alkaloids— for  the  hyper- 
active bowel  □ simethicone— for  ac- 
companying distension  and  pain  due  to 
gas  □ phenobarbital— for  associated 
anxiety  and  tension 

Composition:  Each  chewable,  fruit-flavored,  scored  tab- 
let contains:  16  mg.  phenobarbital  (warning:  may  be 
habit-forming);  0.1  mg.  hyoscyamine  sulfate;  0.02  mg. 
atropine  sulfate;  0.007  mg.  scopolamine  hydrobromide; 
40  mg.  simethicone. 

Contraindications:  Hypersensitivity  to  barbiturates  or 


• 

5 


belladonna  alkaloids,  glaucoma,  advanced  renal  or  he- 
patic disease. 

Precautions:  Administer  with  caution  to  patients  with 
incipient  glaucoma,  bladder  neck  obstruction  or  uri- 
nary bladder  atony.  Prolonged  use  of  barbiturates  may 
be  habit-forming. 

Side  effects:  Blurred  vision,  dry  mouth,  dysuria,  and 
other  atropine-like  side  effects  may  occur  at  high  doses, 
but  are  only  rarely  noted  at  recommended  dosages. 
Dosage:  Adults:  One  or  two  tablets  three  or  four  times 
daily.  Dosage  can  be  adjusted  depending  on  diagnosis 
and  severity  of  symptoms.  Children  2 to  12  years:  One 
half  or  one  tablet  three  or  four  times  daily.  Tablets  may 
be  chewed'or  swallowed  with  liquids. 


STUART  PHARMACEUTICALS  | Pasadena,  California  91109  | Division  of  ATLAS  CHEMICAL  INDUSTRIES,  INC. 


(from  the  Greek  kinetikos, 
to  move, 

and  the  Latin  sedatus, 
to  calm) 

KINESED' 

antispasmodic/sedative/antiflatulent 


RELIEVE 

BACK 
PROBLEMS 


SUPPORT  for 
WOMEN 
Modal  Aaa 

Get  relief  from  postural  strain  and 
many  back  conditions  with  a high 
degree  of  comfort.  Three  sets  of  ad- 
justment straps  permit ''form-fit'*  con- 
trol to  suit  individual  needs.  Elastic 
insets  allow  free  movement  for  the 
wearer.  "Cushioned  for  Comfort,"  this 
fine  Freeman  garment  features  downy 
soft  Dacron-Pima  Cotton.  Easy  to 
wash  and  dry.  Cushioned  stays. 


ORTHOPEDIC  SERVICES 
OF  R.  I. 

340  Broad  St.,  Providence,  R.  I.  02907 
EL  1-0800 


COMPLETE  LINE  OF  ORTHOPEDIC 
APPLIANCES  - SURGICAL  SUPPORTS 
HOME  TRACTION 
WALKERS  - CRUTCHES  - CANES 


Certified  Male  and  Female  Fitters 


♦ 


♦ ♦ 


House  Calls  Upon  Request 


♦ ♦ 


♦ 


Ernest  Hill  — Certified  Orthotist 
James  P.  Casperson  — Orthotist 


THROUGH  THE  MICROSCOPE 

(Continued  from  Page  593) 
and,  in  some  cases,  of  liquid  meals  that  have  a 
low  fat  and  protein  content. 

Also,  the  common  practice  of  not  allowing  the 
athlete  to  drink  water  during  practice  or  games 
has,  in  most  cases,  been  abandoned. 

Most  important,  authorities  agree  today,  is  that 
athletes  eat  their  meals  regularly  and  that  they 
stick  to  a balanced  diet. 

— Health  Insurance  Institute 

HERE’S  HEALTH  HAIR  HINTS 

One  of  the  tenderest  areas  in  the  battle  of  the 
generations  can  be  found  on  the  top  of  your 
head — your  HAIR. 

And  now  that  summer  is  here  and  that  hair  will 
be  exposed  more  often  to  the  sun,  the  Health  In- 
surance Institute,  as  a service  to  both  sides  of  the 
generation  gap,  has  prepared  this  list  of  facts. 

Hair  should  be  washed  at  least  every  week  or 
ten  days.  Added  attention  is  required  if  you  spend 
long  periods  at  the  beach. 

Be  careful  about  dyeing  your  hair  after  pro- 
tracted periods  of  exposure  to  the  sun.  Some  people 
are  particularly  sensitive  to  paraphenylendiamine, 
an  ingredient  of  many  hair  dyes. 

It  is  important  to  rinse  the  hair  thoroughly  and 
dry  it  slowly. 

Dryness  of  the  hair  is  due  to  lack  of  oil  from 
the  secreting  glands  of  the  scalp. 

The  average  head  of  hair  consists  of  about 
125,000  hairs. 

Blondes  have  more  individual  hairs  than  do 
dark-haired  persons. 

Frequently,  good  health  and  good  state  of  the 
skin  and  hair  seem  to  be  related. 

Falling  out  of  hair  after  any  serious  illness  is 
common. 

Using  an  egg  in  a shampoo  is  like  throwing  it 
into  a fan.  That  is,  though  disseminating,  the  egg 
will  do  nothing  particularly  useful  to  the  hair. 

PRIME  DISABLER 

A five  year  study  of  office  mishaps  by  a large 
life  insurance  company  found  that  falls  are  the 
single  greatest  cause  of  disabling  accidents. 

The  most  common  falls  occurred  in  hallways 
and  work  areas  and  were  caused  by  running,  slip- 
ping or  tripping  over  wires,  desk  drawers,  file 
cabinet  drawers  or  other  objects. 

Those  involving  chairs  were  the  second  most 
common. 

(Continued  on  Page  601) 
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(Continued  from  Page  600) 

It  seems  many  employees  have  a knack  for 
falling  over  chairs,  through  them,  with  them;  some- 
times injuring  themselves  because  they  miss  their 
seats  completely. 

Other  disabling  falls,  in  order  of  the  frequency, 
occur  on  stairs,  escalators  and  at  elevator  entrances. 

But  office  equipment  can  be  responsible  for 
more  than  mere  tumbles. 

Strains,  hernias  and  similar  injuries  were  listed 
as  the  next  most  important  cause  of  office  accidents. 

The  study  concluded  that  employees  themselves, 
rather  than  faulty  equipment,  are  primarily  re- 
sponsible for  the  majority  of  injuries. 

JCAH  STANDARDS  REVISED 

The  Board  of  Commissioners  of  the  Joint  Com- 
mission on  Accreditation  of  Hospitals  recently 
gave  final  approval  to  IS  of  16  sections  of  the 
new  Standards  for  Accreditation  of  Hospitals. 

The  section  on  pathology  services  was  referred 
back  to  the  Standards  Committee  for  further 
study. 

.According  to  a JCAH  statement,  the  standards 
will  not  become  effective  before  January  1,  1971. 
Xo  date  has  been  set  for  publication  and  distribu- 
tion. 

Included  among  the  interpretive  materials  was 
the  statement  that  “where  legally  permissible, 
physicians  who  are  members  of  the  medical  staff 
shall  be  eligible  for,  and  should  be  included  in, 
membership  on  the  hospital  governing  bodies  in 
the  same  manner  as  are  other  knowledgeable  and 
effective  individuals.” 

Also  adopted  was  Revised  Standard  9 of  the 
governing  body  and  management  section  stating 
that  “the  medical  staff  bylaws,  rules,  and  regula- 
tions shall  be  subject  to  governing  body  approval, 
which  shall  not  be  unreasonably  withheld.” 

The  approved  standards  include  new  sections 
on  special  services,  social  service,  nuclear  medi- 
cine, and  anesthesia. 

A JCAH  spokesman  said  the  standards,  as 
finally  approved,  had  been  subject  to  a number 
of  changes  from  the  draft  that  was  distributed 
in  October,  1969.  However,  he  said  the  changes 
were  “editorial,”  and  were  made  for  the  purpose 
of  clarifying  language  in  a number  of  areas. 

At  its  recent  meeting,  the  JCAH  board  also 
voted  to  include  a committee  of  consumer  repre- 
sentatives among  its  standing  advisory  commit- 
tees. 

(Concluded  on  Page  633) 


INTERESTED  IN 
TAX  EXEMPT  INCOME 

NOW  NOW  NOW 

7% 

Exempt  from  Federal  Income  Tax.  Wouldn’t 
you  like  some  tax  free  income?  IMunicipal 
bonds  rated  AA  and  A give  a 6J4%  to  7% 
yield  today.  You  can  have  a table  that 
shows  in  your  tax  bracket  what  6J4%  to  7% 
is  equivalent  to  in  a non-exempt  investment 
or  savings  plan.  These  yields  are  yours  to 
have  for  the  next  25  years  if  you  take  ad- 
vantage of  these  current  high  returns. 


Kindly  send  me  selective  information  on 
Fixed  Income  Tax  Exempt  investments 
with  6)4%-7%  yield. 

WILKES  & CO. 

P.O.  BOX  766 
WARWICK,  R.  I.  02888 

NAME  

ADDRESS  


HEALTH  HAVENS 

NURSING  HOME 

A Participating  Extended  Care  Facility 
In  Federal  Medicare 


Registered  Professional  Nurses  On  All  Shifts 
Dietician  Physiotherapist 

Organized  But  Open  Medical  Staff 
Ethically  Managed 

100  Wampanoag  Trail  East  Providence 
Tel.  438-4275 

JCAH  Accredited 
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Menrium  treats 
the  menopausal 
symptoms 

that  bother  him 


LABORATCRjES 

I ^ Mo'IfnannLa  Rocf'€ 

je'sejr  07110 


His  wife  has  a lot  of  different 
lenopausal  symptoms,  but  only  a few 
eally  irritate  him.  Her  hot  flashes,  her 
ertigo,  her  palpitations — that’s  her 
roblem.  What  really  bothers  him  is 
er  nervousness,  her  irritability  and 
er  excessive  anxiety,  often  expressed 
y endless  “book-shuffling,  chain- 
Tioking,  reading-lamp”  insomnia! 

Menrium  takes  care  of  hot  flashes, 
ertigo,  palpitations  in  most 
lenopausal  women.  Menrium 
rovides  the  well-known  antianxiety 
tion  of  chlordiazepoxide  (Librium®) 
nd  water-soluble  esterified  estrogens, 
therefore  relieves  more  symptoms 
lan  either  component  separately. 

: takes  care  of  the  vasomotor 
/mptoms  as  well  as  the  emotional 
mptoms.  This  means  the  symptoms 
t bother  his  wife  most.  And  the 
mptoms  that  irritate  him  most. 

So,  to  help  them  both  get  through 
r menopause,  remember  Menrium. 


Before  prescribing,  please  consult  complete  product  informa- 
tion, a summary  of  which  follows: 

Indications:  Management  of  manifestations  generally  associated 
with  the  menopausal  syndrome — anxiety  and  tension,  vasomotor 
complaints  and  hormonal  deficiency  states. 

Contraindications:  Women  with  cancer  of  breast  or  genitalia, 
except  inoperable  cases,  and  those  with  known  hypersensitivity  to 
chlordiazepoxide  and/or  esterified  estrogens. 

Warnings:  Caution  patients  about  possible  combined  effects  with 
alcohol  and  other  CNS  depressants.  As  with  all  CNS-acting  drugs, 
caution  patients  against  hazardous  occupations  requiring  complete 
mental  alertness  (e.g.,  operating  machinery,  driving).  Exclude  other 
possible  causes  of  menopausal  syndrome  manifestations,  such  as 
pregnancy.  Though  physical  and  psychological  dependence  have  rarely 
been  reported  on  recommended  doses,  use  caution  in  administering  to 
addiction-prone  individuals  or  those  who  might  increase  dosage; 
withdrawal  symptoms  (including  convulsions)  similar  to  those  seen 
with  barbiturates  have  been  reported  following  discontinuance  of 
chlordiazepoxide  HCl.  Potential  benefits  of  use  in  pregnancy,  lactation 
or  women  of  childbearing  age  should  be  weighed  against  possible 
hazards  to  mother  and  child.  Clinical  data  inadequate  on  safety 
in  pregnancy. 

Precautions:  In  elderly  and  debilitated  patients,  limit  dosage  to 
smallest  effective  amount  of  chlordiazepoxide  (initially  10  mg  or  less 
per  day)  to  preclude  ataxia  or  oversedation;  increase  gradually  as 
needed  and  tolerated.  Though  generally  not  recommended,  if  combina- 
tion therapy  with  other  psychotropics  seems  indicated,  carefully 
consider  individual  pharmacologic  effects — particularly  in  use  of 
potentiating  drugs  such  as  MAO  inhibitors  and  phenothiazincs. 
Observe  usual  precautions  in  patients  with  impaired  renal  or  hepatic 
function.  Paradoxical  reactions  to  chlordiazepoxide  (e.g.,  excitement, 
stimulation  and  acute  rage)  have  been  reported  in  psychiatric  patients. 
Employ  usual  precautions  in  the  treatment  of  anxiety  states  with 
evidence  of  impending  depression;  suicidal  tendencies  may  be  present 
and  protective  measures  necessary.  Variable  effects  on  blood  coagula- 
tion very  rarely  reported  in  patients  receiving  Librium®  (chlordiaz- 
epoxide) and  oral  anticoagulants. 

Adverse  Reactions:  Untoward  effects  seen  with  either  compound 
alone  may  occur  with  Menrium.  With  chlordiazepoxide,  drowsiness, 
ataxia  and  confusion  reported  in  some  patients,  particularly  in  the 
elderly  and  debilitated;  while  usually  avoided  by  ptoper  dosage  adjust- 
ment, these  are  occasionally  observed  at  lower  dosage  ranges.  Also 
reported  have  been  a few  instances  of  syncope;  isolated  occurrences  of 
skin  eruptions,  edema,  minor  menstrual  irregularities,  nausea  and 
constipation,  extrapyramidal  symptoms,  increased  and  decreased 
libido,  and  occasional  reports  of  blood  dyscrasias,  including  agranu- 
locytosis, jaundice  and  hepatic  dysfunction.  Periodic  blood  counts  and 
liver  function  tests  advisable  during  protracted  treatment.  Changes  in 
EEG  patterns  (low-voltage  fast  activity)  observed  during  and  after 
chlordiazepoxide  treatment. 

With  estrogens,  headache,  nausea  and  vomiting,  anorexia, 
gastrointestinal  discomfott,  dysuria  and  urinary  frequency,  jitteriness, 
breast  engorgement,  formation  of  breast  cysts,  skin  rashes  and  pruritus 
occasionally  seen.  Administration  may  also  be  associated  with 
uterine  bleeding  and/or  followed  by  withdrawal  bleeding. 

Usual  Dosage:  One  tablet  t.i.d.  for  21  days,  followed  by  one-week 
rest  periods. 


5 mg  chlordiazepoxide 


0.2  mg  water-soluble 
esterified  estrogens 


5 mg  chlordiazepoxide 


10  mg  chlordiazepoxide 


0.4  mg  water-soluble 
esterified  estrogens 


0.4  mg  water-soluble 
esterified  estrogens 


CEDAR  CREST 
NURSING  CENTRE 

125  Scituate  Ave.,  Cranston,  R.  I.  02920 

(Approved  Medicare  Home) 


Active  Medical  Staff  — Registered 
Professional  Nurses  on  All  Shifts 


SERVICES  AVAILABLE:  Occupational  Ther- 
apy, Physiotherapy,  Speech  Therapy, 
Inhalation  Therapy 

For  Information  — Call  944-8500 


COMPLETE,  ACCURATE  AND  PROMPT 
ANALYSIS 

HOPKINS  MEDICAL  LABORATORY 

335  Broadway 
Providence,  Rhode  Island 

Tel.  421-3100 
Res.:  353-2272 

Angelo  G.  Viticonte,  AB;MT. 

Director 

Ascanio  Di  Pippo,  Ph.D. 
Biochemistry 

Donald  Mattera,  B.S.,M.T. 


Peripatetics 

By  Robert  V.  Lewis,  M.D. 

ROBERT  W.  HOPKINS,  formerly  associated 
with  FIORINDO  A.  SIMEONE  in  the  Depart- 
ment of  Surgery  at  Western  Reserve  and  the 
Cleveland  iMetropolitan  Hospital,  was  recently 
appointed  Associate  Surgeon-in-Chief  at  The  Mir- 
iam where  he  will  rejoin  his  former  chief.  This 
appointment  carries  with  it  professorial  rank  in 
^Medical  Sciences  at  Brown  University. 

>1:  ^ 

At  the  Sixth  International  Congress  of  Neuro- 
pathology in  Paris  this  past  summer,  NEDO  F. 
NORA,  Chief  of  Medical  Services  at  the  Ladd 
School,  was  a participant  and  presented  a scien- 
tific paper. 

!)C  ^ ^ 

LEONA  F.  FIDRYCH,  nominee  from  Rhode 
Island  Hospital,  was  presented  the  Nurse  of  the 
Year  Award  by  MAURICE  ADEL:\L\N,  Chair- 
man of  the  Society’s  Committee  on  Nursing.  Adel- 
man  presented  a silver  bowl  to  Miss  Fidrych  at 
the  annual  meeting  of  the  Rhode  Island  State 

Nurses’  Association. 

* * =1: 

The  following  physicians  have  been  appointed 
to  the  staff  of  Rhode  Island  Hospital;  Active  Staff 
— HOE  JUNG  REE,  Department  of  Pathology; 
:michael  J.  FAELLA,  william  a.  O’NEIL, 

Department  of  Neurology;  DON.ALD  E.  KLEIN, 
:\IARY  B.  ARNOLD,  EMILIO  J.  MONTI,  JR., 
Department  of  Pediatrics;  JOSEPH  A.  DE  BEL- 
LIS,  Department  of  Medicine;  SZE  K.  KAAN, 
Departments  of  Medicine  and  Cancer  Research; 
LOUIS  .A.  FRAGOLA,  JR.,  Department  of  Der- 
matology. Consulting  Staff — RALPH  PIKE,  De- 
partment of  Orthopedic  Surgery  and  Fractures. 
Courtesy  Staff— ROBERT  E.  BAUTE,  Depart- 
ment of  Medicine. 

* * * 

A large  delegation  from  Rhode  Island  attended 
the  S6th  Annual  Clinical  Congress  of  the  American 
College  of  Surgeons.  The  delegation  was  headed 
by  THOMAS  PERRY,  JR.,  Governor.  Partici- 
pating in  the  program  were  HENRY  T.  RAN- 
DALL, MICIL^EL  A.  ROCCHIO,  from  Rhode 
Island  Hospital  and  MARIAN  WITOSZKA  from 
The  Miriam  Hospital. 

Rhode  Island  Initiates  this  year  are:  JUAN  N. 
MEDINA,  Pawtucket;  HOWARD  S.  STURIM, 
CONRAD  W.  WESSELHOEFT,  JR.,  JAMES  J. 
YASHAR,  Providence;  EDWARD  L.  GOULD, 
Warwick;  J.  DOUGLAS  NISBET,  West  Warwick; 
FRANCIS  L.  SCARPACI,  Woonsocket;  and 
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CAPTAIN  MARIO  A.  VASQUEZ,  MC,  USN, 
Newport. 

!(:  * =|: 

RUDOLPH  W.  PEARSOxN  has  been  elected 
President  of  the  Rhode  Island  Otolaryngological 
Society.  THOiMAS  R.  LITTLETON  was  named 
Vice-President  and  ;MARY  D.  LEK.\S,  Secretary- 
Treasurer. 

* >!= 

ARNOLD  PORTER  has  been  named  the  first 
full  time  Director  of  Emergency  Services  at  the 
Rhode  Island  Hospital.  The  position  was  recently 
created  by  the  Board  of  Trustees.  Former  Rhode 
Island  interns  and  residents  will  recall  that  for 
many  years  an  Assistant  Director  of  the  hospital 
served  a similar  role.  Among  the  last  to  fill  this 
position  was  the  late  physicians  HENRY  JOYCE 
and  ASA  BRIGGS.  Porter  will  supervise,  or- 
ganize, and  coordinate  the  interns  and  residents 
who  will  continue  to  rotate  through  as  in  the  past. 

* * * 

JOSEPH  PAINTER,  president  of  the  American 
Society  of  Internal  Medicine,  was  guest  of  honor 
and  principal  speaker  at  the  annual  meeting  of 
the  Rhode  Island  Society  of  Internal  Medicine 
held  at  the  Warwick  Country  Club.  RAYMOND 
MOFFIT,  the  retiring  president,  introduced  him 
and  the  new  officers  of  the  Rhode  Island  Society 
of  Internal  Medicine:  ROBERT  V.  LEWIS, 
President;  DONALD  P.  FITZPATRICK,  Presi- 
dent Elect;  JOHN  A.  DILLON,  Vice  President; 
JOHN  PINTO,  Secretary-Treasurer.  The  newly 
elected  members  of  the  Council  are:  JOSEPH  DI 
MASE,  FR-^NCIS  P.  VOSE,  and  D.  RICHARD 
BARONIAN. 

* * * 

HENRY  T.  RANDALL  has  been  named  sur- 
geon-in-chief  at  Rhode  Island  Hospital.  A pro- 
fessor of  medical  sciences  at  Brown  University, 
he  will  continue  as  Director  of  Surgical  Research 
at  the  hospital.  Randall  succeeds  LESTER  L. 
VARG.\S,  who  will  become  associate  surgeon-in- 
chief and  continue  as  a medical  science  director 
at  Brown. 

* * !(! 

IAN  MACNAB  has  accepted  an  invitation  to 
serve  as  Chief  Pro  Tempore  of  the  Department 
of  Orthopedic  Surgery  and  Fractures  at  Rhode 
Island  Hospital  November  19-20-21. 

Vlacnab  is  Professor  of  Orthopaedic  Surgery  at 
the  University  of  Toronto.  He  is  also  on  the 
Orthopaedic  Staff  at  Toronto  General  Hospital. 

He  is  the  author  of  numerous  medical  publica- 
tions. \ program  of  Rounds  and  Conferences  is 


being  published.  Macnab  will  also  deliver  the 
Thirteenth  Murray  S.  Danforth  Oration. 

* 

ST.ANLEY  M.  ARONSON,  Pathologist-in- 
Chief  and  director  of  Laboratory  Medicine  at  The 
IMiriam  Hospital,  is  the  new  president-elect  of 
the  American  Association  of  Neuropathologists. 
His  appointment  as  a member  of  the  advisory 
committee  of  the  National  Multiple  Sclerosis  So- 
ciety also  was  announced  recently. 

* * * 

B.  CAIRBRE  McCANN,  director.  Department 
of  Physical  Medicine  at  the  Rhode  Island  Hos- 
pital, spent  an  unusual  summer  as  physician  to 
the  United  States  National  Wheelchair  Athletic 
Team  which  competed  in  the  International  Stroke 
^landeville  Game  at  the  Spinal  Cord  Center  in 
Aylesbury,  Lmited  Kingdom. 

♦ * * 

The  first  associate  director  for  the  Department 

of  Medical  Education  at  the  Rhode  Island  Hos- 

pital is  EDWARD  A.  lANNUCCILLI,  who  re- 
cently entered  the  private  practice  of  Internal 
^ledicine  and  Gastroenterology  after  completing 
his  residency  in  gastroenterology  at  the  Rhode 
Island  Hospital  as  Haffenreffer  Fellow. 


AUGUST  JOURNALS 
WANTED 

The  Library  seeks  copies  of  the  August, 
1970,  issue  of  The  Rhode  Island  Medical 
Journal.  Members  not  retaining  their  copy 
on  file  arie  urged  to  leave  it  at  the 
Library. 

APPEAL  FOR 
MEDICAL  JOURNALS 

Doctor  Laurence  Senseman  has  written  us 
from  the  Christian  Medical  College  in  Vellore, 
South  India,  asking  if  we  can  supply  the  Col- 
lege with  the  following  issues  of  the  Archives 
of  General  Psychiatry.  Our  Library  has  no 
duplicates  to  send  but  will  be  glad  to  package 
any  that  a member  wishes  to  donate. 

Vol.  6 #4,  April  1962 
Yols.  7-10,  1962-1964 
Vol.  11  #1,  5,  1964 
12  #1,  2,  1965 
Vols.  13-19,  1965-1968 
Vol.  20  #1-5,  1969 
21  #4,  5,  1969 

Contact  Mrs.  Dejong  at  the  Library 
331-3208 


November  1970 
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will  contain 
erythromycin  estolate 
equivalent  to  100  mg. 
erythromycin  base. 


Each  5 cc.  contain 
erythromycin  estolate 
equivalent  to  250  mg. 


Each  5 cc.  contain 
erythromycin  estolate 
equivalent  to  125  mg, 
erythromycin  base. 


as  directed, 
each  5 cc.  will  contain  erythromycin 
estolate  equivalent  to  125  mg. 
erythromycin  base. 


Each  Pulvule®  contains 
erythromycin  estolate 
equivalent  to  125  mg. 
erythromycin  base. 


Each  Pulvule  contains 
erythromycin  estolate 
equivalent  to  250  mg. 
erythromycin  base. 


Each  tablet  contains 
erythromycin  estoiate 
equivalent  to  125  mg, 
erythromycin  base. 


The  many 
forms 
of  llosone"^ 

Erythromycin  Estolate 

Additional  information 
available  upon  request. 

Eli  Lilly  and  Company 
Indianapolis,  Indiana  46206 


Blue  Shield  As  A National  System 


Necessary  Elements  Already  Exist  Or 
Can  Be  Achieved  To  Accomplish  Any 
Legitimate  National  Purposes 


By  Ned  F.  Parish 

We  have  envisioned  this  morning's  session  under 
the  general  heading  of  the  need  for  planning  and 
development.  I mean  planning,  not  as  forecasting, 
but  as  the  setting  forth  of  purposes  for  Blue  Shield 
as  individual  Plans  and  as  a national  entity,  and 
committing  ourselves  to  do  what  has  to  be  done 
to  achieve  those  purposes.  While  this  is  not  a new 
concept,  it  is  something  we  seldom  have  a chance 
to  do  collectively.  I would  like  to  state  my  im- 
pression of  where  Blue  Shield  stands  socially  and 
politically,  and  to  some  of  the  things  that  we 
will  have  to  do  to  accelerate  our  development — 
not  only  as  a matter  of  self-interest,  but  quite 
possibly  as  a matter  of  survival. 

NEEDS  OF  THE  1 970'S  AND  1980'S 

The  classic  way  to  get  a place  in  the  scheme  of 
things  is  to  build  one.  We  have  built  as  firm  a 
p)osition  as  any  institution  in  America  for  the 
1950’s  and  1960’s.  But  society  is  not  static,  and 
the  1950’s  and  1960’s  are  gone.  We  must  ad- 
dress ourselves  to  the  1970’s  and  1980’s,  with 

NED  F.  PARISH,  Executive  Vice  President,  Na- 
tional Association  of  Blue  Shield  Plans. 


Read  at  the  Conference  of  Chief  Executives  of  tlie 
National  Association  of  Blue  Shield  Plans,  San  DieRo. 
California,  iMay  18-20,  1970. 


different  needs  and,  in  fact,  a wholly  different 
population. 

I would  like  to  remind  you  of  Carl  Ackerman’s 
remark  in  his  last  chairman’s  report  about  the 
changing  conventions  of  democracy.  He  said,  that 
the  “basic  convention  has  always  been  that  the 
majority  would  steer  the  boat,  while  the  minority 
would  rock  as  hard  as  it  could”.  However,  the 
minority  has  always  been  committed  to  not  up- 
setting the  boat.  Now  it  is  quite  willing  to  stamp 
the  bottom  out  if  it  doesn’t  get  what  it  wants. 
The  first  order  of  business  then,  is  to  think  for 
a few  moments  about  what  we  expect  Blue  Shield 
to  be,  that  other  people  will  see  us  as  a necessary 
social  institution,  indispensable  to  the  orderly- 
process  of  health  care  delivery. 

Above  all  things,  we  have  been  and  we  must 
remain  a public  service  institution.  We  must  give 
prime  attention  to  rebuilding  where  necessary  and 
reinforcing  where  possible  our  public  service  image. 
We  cannot  afford  to  be  seen  as  one  more  health 
insurance  carrier.  There  are,  in  fact,  fundamental 
differences  between  Blue  Shield  Plans  and  health 
insurance  companies,  and  we  must  underscore 
those  differences  and  make  them  extremely  clear 
to  the  public. 

(Continued  on  Next  Page) 
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The  local  service  base  must  be  emphasized,  and 
it  must  be  made  to  work.  The  advantages  of  com- 
mitment to  a single  geographic  area,  of  govern- 
ment by  local  boards  in  the  interest  of  local  sub- 
scribers, and  of  operating  not  for  profit  but  for 
public  service  can  be  extremely  compelling  argu- 
ments for  increased  reliance  upon  the  things  we 
do  well.  Obviously,  this  is  a tenuous  advantage 
if  we  do  not  do  them  well. 

PUBLIC  REPRESENTATION 

We  must  involve  the  public  in  policy  determina- 
tion, and  make  that  involvement  highly  visible. 
Last  April,  the  Plans  adopted  a ^lembership 
Standard  requiring,  for  the  first  time,  public  repre- 
sentation at  “adequate”  levels  on  all  Blue  Shield 
Plan  boards.  I expect  that  this  has  created  prob- 
lems in  some  quarters,  but  the  alternative  is  not  a 
viable  one.  As  evidence,  I can  point  to  bills  in  the 
legislatures  in  Michigan  and  several  other  states 
that  propose  to  take  control  of  Plan  board  com- 
position through  legislative  fiat,  rather  than  the 
voluntary  processes  that  we  have  proposed.  My 
point  is  simply  this — public  service  is  not  a par- 
ticularly profitable  activity  unless  it  can  be  iden- 
tified with  what  the  public  wants.  We  have  got 
to  give  the  public  assurance  that  it  has  an  effec- 
tive voice  in  Plan  management,  and  that  the 
matters  that  concern  it  are  receiving  prime  atten- 
tion. 

These  concerns  are  readily  apparent  to  those 
of  you  who  deal  directly  with  the  public.  Sub- 
scribers are  concerned  with  the  increasing  cost 
of  health  care  and  frustrated  by  an  inability  to 
find  a means  of  controlling  rising  costs.  There  is 
no  apparent  relief  in  sight.  The  first  quarter  Con- 
sumer Price  Index  figures  show  an  increase  in 
medical  care  costs  that  approximate  a direct  con- 
tinuation of  the  trends  of  1969. 

There  is  also  a growing  atmosphere  of  criticism 
in  the  area  of  admininstrative  efficiency.  Such 
functions  as  claims  processing,  billing,  the  issuance 
of  ID  cards,  the  answering  of  subscribers’  ques- 
tions. and  other  things  that  a carrier  is  supposed 
to  be  able  to  do  well  have  become,  instead,  areas 
of  complaint.  This  is  a serious  matter.  Blue  Shield 
and  Blue  Cross  have  built  their  reputations  on 
service.  Should  this  reputation  be  lost,  it  may  be 
impossible  to  regain  it.  The  whole  area  of  ad- 
ministrative efficiency  impacts  directly  upon  re- 
tention, where  commercial  carriers  have  begun 
to  compare  favorably,  particularly  in  large  group 
enrollment. 

The  market  today  demands  paid  in  full  coverage 


and  comprehensive  benefits.  At  the  same  time 
there  is  a growing  concern  for  the  cost  implications 
under  our  present  delivery  system. 

The  message  is  clear.  If  the  future  of  Blue  Shield 
is  to  be  in  its  private  coverage,  that  coverage  must 
reclaim  more  of  our  attention.  Many  of  us,  and  I 
am  afraid  that  that  includes  XABSP,  have  been 
guilty  of  spending  a disproportionate  share  of 
our  time,  attention,  and  best  talent  on  govern- 
ment programs.  It  is  time  to  return  that  attention 
to  the  80  per  cent  of  our  business  that  represents 
private  prepayment. 

PLAN  PERFORMANCE 

We  are  making  significant  progress.  The  Plan 
performance  review  effort,  conducted  with  BCA, 
has  given  us  more  information  and  more  oppor- 
tunity to  provide  technical  assistance  than  we 
have  ever  had  in  the  past.  While  the  reviews  have 
been  effective,  they  are  not  an  end  in  themselves. 
We  will  staff  and  perform  in  the  area  of  technical 
assistance  at  higher  levels  than  we  have  been 
able  to  do  in  the  past. 

Cost  controls  must  receive  more  attention. 
^Methods  for  utilization  review  and  UCR  charge 
determination  are  precise  and  spelled  out  by  the 
Membership  Standards.  Cn fortunately,  they  have 
not  been  universally  implemented.  Physician  pro- 
files and  the  screening  of  claims  against  those 
profiles  will  become  an  indispensable  mechanism, 
and  will  probably  become  a major  area  of  compe- 
tition between  carriers.  It  is  entirely  possible  that 
Blue  Shield  will  have  to  consider  applying  extrinsic 
controls  such  as  the  Consumer  Price  Index  service 
standard  that  you  saw  presented  yesterday.  It  is 
also  possible  that  we  will  have  to  reconsider  the 
problem  of  full  prepayment  for  that  sizeable 
group  of  people  who  fall  in  the  crack  between 
Title  XIX  eligibility  and  the  degree  of  affluence 
which  allows  purchase  of  comprehensive  UCR 
coverage. 

We  will  need  to  review  our  relationships  with 
medicine.  They  will  require  periodic  re-evaluation, 
with  no  implication  either  of  disloyalty  to  our 
tradition  or  to  our  long-established  obligations  to 
the  physician.  But  realism — both  the  physician’s 
and  our  own — demand  that  we  continue  to  examine 
the  productivity  of  our  relationship.  It  is  neither 
productive  nor  worth  the  expense  to  the  sub- 
scriber to  pursue  relationships  which  do  not  serve 
the  interests  of  those  involved. 

TRIPARTITE  INVOLVEMENT 

The  involvement  is  necessarily  tripartite.  It  con- 
cerns the  physician,  the  patient,  and  the  Plan.  The 
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needs  of  all  three  have  changed  over  the  years. 
Plans  are  in  need  of  reconfirmation  of  their  rights 
to  exist  in  the  face  of  challenge  from  government, 
inspired,  it  is  worth  emphasizing,  by  some  of  our 
largest  accounts. 

The  patient  is  concerned  with  the  financing  of 
care.  He  is  very  concerned  with  comprehensiveness 
of  coverage.  He  wants  some  control  over  cost.  And 
he  has  a relatively  new  concern — quality  of  care. 

The  physician,  who  tends  to  be  a man  of  good 
will,  is  puzzled  and  hurt  by  his  new  place  in 
society.  He  is  proud  of  his  heritage,  and  somewhat 
fearful  of  his  future.  He  needs  a way  to  break 
out  of  a cycle  of  inflation  and  criticism  and  to 
accomplish  what  he  trained  to  do,  to  treat  his 
patients  with  minimal  involvement  in  the  prob- 
lems of  financing,  and  maximum  flexibility  in  his 
selection  of  clinical  modes.  To  be  very  blunt, 
simple  continuation  of  the  existing  ways  of  doing 
things  offers  little  tangible  hope  of  relief  from 
either  the  inflationary  cycle  or  the  socio-economic 
issues.  It  is  quite  clear  that  fee-for-service  practice 
will  exist  indefinitely,  barring  some  specific  politi- 
cal action  to  eradicate  it.  But  there  are  a number 
of  changing  attitudes  that  will  give  impetus  to  a 
reorganization  of  major  segments  of  the  delivery 
system.  Clearly,  this  is  a major  motive  for  much 
of  the  clamor  for  national  health  insurance.  Equally 
clear,  Blue  Shield  must  demonstrate  that  it  can 
lead  in  the  movement  toward  new  systems,  and 
a new  aura  of  competition  between  systems.  This 
calls  for  a fundamental  change  in  our  method  of 
operation,  but  for  no  change  at  all  in  the  original 
basis  of  professional  relations — the  doctor’s  desire 
to  preserve  his  right  to  practice  in  his  own  way 
outside  a governmental  system. 

FREEDOM  OF  CHOICE 

Medicine’s  own  position,  and  I would  ask  you  to 
note  this,  is  that  freedom  of  choice  of  physician 
also  implies  a freedom  to  choose  between  systems. 
A great  deal  of  work  needs  to  be  done  to  translate 
this  principle  into  effective  action.  Until  such  time 
as  capitation  practice  is  broadly  available  and 
competing  on  a realistic  basis  with  the  fee-for- 
service  system,  its  advantages — real  or  imagined — 
will  be  a powerful  incentive  for  the  use  of  gov- 
ernmental power  to  seize  control  of  the  financing 
system  in  order  to  bring  this  situation  about. 

There  is  real  danger  here  of  falling  into  an 
emotional  trap.  Blue  Shield  has  no  obligation  to 
prove  that  one  system  of  practice  is  inherently 
superior  to  another.  But,  I think  we  can  no  longer 


avoid  the  responsibility  of  seeing  that  the  oppor- 
tunity for  realistic  competition  does  exist,  so  that 
each  system  can  demonstrate  its  merits,  and  prove 
or  disprove  its  own  viability. 

We  are  dealing  with  a different  doctor,  who 
has  a different  problem.  We  must  approach  him 
in  a different  way.  As  constructively  and  as 
knowledgeably  as  we  can,  we  must  help  him  solve 
his  problem.  Ultimately,  any  such  solution  must 
be  based  upon  solving  the  problems  of  the  public, 
as  the  public  perceives  them. 

The  most  painful  term  1 have  seen  recently 
is  “public  defender”  used  to  describe  someone 
appointed  to  oppose  a Blue  Shield  rate  increase. 
The  second  most  painful  is  the  use  of  the  word 
“conduit”  to  describe  Blue  Shield.  It  is  charged 
that  we  have  no  ability  to  use  our  financing  lever- 
age to  improve  health  care  delivery.  It  is  charged 
that  control  of  Plans  by  medically-dominated 
boards  obviates  their  usefulness.  This  misconcep- 
tion must  be  changed.  If  a Plan  is  a conduit,  there 
is  no  reasonable  alternative  to  its  ultimately  be- 
coming a carrier  for  government  programs,  if  in 
fact  it  is  entitled  to  that  consideration.  We  must 
play  a full  role  in  health  care  financing.  We  must 
identify  our  responsibilities,  and  meet  them.  We 
must  influence  the  effective  delivery  of  care,  not 
merely  follow  it.  This  is  a difficult  course,  not 
at  all  comfortable.  It  is  one  that  our  obligation 
to  ourselves  and  to  our  employees  will  not  permit 
us  to  evade. 

NATIONAL  ROLE 

A full  role  in  health  care  delivery  also  involves 
a realistic  appraisal  of  Blue  Shield’s  ability  to 
function  as  a national  network,  as  well  as  a series 
of  local  enterprises.  I recognize  the  strengths  of 
local  enterprise.  I feel  strongly  that  if  we  lose 
those  strengths,  we  are  competing  in  a new  arena, 
without  the  necessary  consolidation  of  functions 
and  concentration  of  resources  that  are  available 
to  competing  carriers,  and  to  which  we  have  no 
access. 

The  need  for  functioning  as  a national  entity 
was  recognized  in  the  action  of  the  Annual  Meet- 
ing in  strengthening  NABSP’s  authority  to  make 
on-site  inspections,  and  in  the  authorization  for 
standards  of  performance.  Even  earlier,  it  was 
recognized  in  the  major  commitment  made  by  the 
Plans  in  the  original  financing  of  the  UNIT  pro- 
gram. You  have  seen  our  presentation  on  the 
national  account  concept.  It  represents  the  best 
(Continued  on  Page  646) 
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Guidelines  To  The  Negotiation  Of  A 
Capitation  Payment 


Group  Practice  May  Have  Potential  To 
Make  A More  Efficient  Health  Delivery 
System 


By  Joseph  F.  Sullivan 


Rhode  Island  Blue  Cross  and  Blue  Shield  are 
not  attempting  to  revolutionize  the  health  care 
delivery  system— or  its  financing.  We  are  not 
attempting  to  tear  down  the  existing  structure 
and  start  an  expensive  rebuilding  from  scratch 
in  the  hope  of  finding  a more  efficient  or  economi- 
cal system.  However,  we  are  searching  for  ways 
to  provide  for  an  orderly  transition  from  some 
of  the  deficiencies  of  the  existing  health  care  sys- 
tem (as  we  see  it)  to  a system  capable  of  meet- 
ing and  taking  advantage  of  present  day  demands 
and  technology,  both  medical  and  administrative. 
We  are  seeking  a responsive  “cost  effective”  sys- 
tem— and  believe  we  can  get  there  by  renovating 
the  existing  structure  or  system,  not  building  a 
new  one. 

I would  imagine  that  our  proposed  approach 
to  prepaid  group  practice  does  not  meet  all  of 
the  criteria  of  a purist-advocate  of  prepaid  group 
practice,  but,  from  our  pragmatic  viewpoint,  we 
feel  that  it  might  be  the  one  way  to  large-scale 
growth  of  prepaid  group  practice  in  the  future. 

JOSEPH  F.  SULLIV.AX,  Assistant  Executive 
Director  for  Rhode  Island  Medical  Society  Phy- 
sicians Service 

Delivered  at  Blue  Cross  and  Blue  Shield  special  meet- 
ing on  alternative  forms  of  Health  Care  Delivery  and 
Financing,  Chicago,  Illinois  June  9,  1970 


RHODE  ISLAND  BACKGROUND 

Regarding  scale,  I should  provide  some  back- 
ground about  our  situation  in  Rhode  Island  upon 
which  to  gauge  both  my  preceding  and  subse- 
quent remarks; 

1.  Rhode  Island  is  the  smallest  state  in  the 
union. 

2.  We  have  about  1,200  practicing  physicians 
and  16  hospitals  in  the  state. 

3.  There  are  several  group  practices  in  the 
state  ,but  at  the  moment  only  two  have  the  facili- 
ties, organization,  size,  and  specialty  representa- 
tion sufficient  to  provide  comprehensive  health 
care  on  a capitation  basis.  And  incidentally,  both 
of  these  groups  have  expressed  an  active  interest 
in  experimenting  with  us  in  providing  medical 
service  on  a capitation  basis. 

4.  We  are  fortunate  to  have  a liberal  Blue 
Shield  Board  of  Directors  and  ^ledical  Society 
to  work  with.  Our  only  limitations  in  experiment- 
ing with  alternative  forms  of  health  care  delivery 
and  financing  are; 

1)  that  the  subscriber  always  have  a free 

choice  of  plan,  and 

2)  that  the  group  rendering  the  medical 

care  be  doctor-owned,  controlled,  or  sponsored. 

5.  Rhode  Island  Blue  Cross  and  Blue  Shield 
are  separate  corporations  but  with  a single  ad- 
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ministrative  staff.  We  have  given  some  considera- 
tion as  to  which  corporation  should  be  prime 
contractor  or  insurer  for  prepaid  group  practice 
in  different  situations.  Our  thinking  at  the  mo- 
ment is  that  Blue  Shield  will  be  prime  contractor 
in  those  situations  where  the  group  practice  is 
free-standing  and  not  directly  connected  to  a 
hospital,  which  is  the  case  for  our  initial  experi- 
ment. However,  it  is  likely  that  a joint  Blue  Cross- 
Blue  Shield  approach  with  a total  mutualization 
of  premiums  will  be  considered  when  w'e  experi- 
ment with  hospital-based  prepaid  group  practice 
in  the  future.  Again,  both  the  Blue  Cross  and 
Blue  Shield  Boards  of  Directors  are  willing  to 
cooperate  in  meeting  the  many  challenges  that 
are  bound  to  arise  provided  the  direction  is  logical 
and  sensible. 

6.  In  general,  it  appears  that  all  interested 
parties,  including  physicians,  hospitals,  the  State 
Regulatory  authorities,  and  the  “Blues,”  engaged 
in  the  delivery,  financing,  and  control  of  the 
health  care  system  in  Rhode  Island  recognize  the 
need  for  some  change — and  are  prepared  volun- 
tarily to  enter  into  experiments  and  commitments 
to  that  end. 

CONVERSION  OF  FEE-FOR-SERVICE  TO 
CAPITATION 

Our  approach  to  experimentation  with  prepaid 
group  practice  involves  an  attempt  at  conversion 
of  a portion  of  the  fee-for-service  business  of  the 
two  existing  panels  to  capitation  payments. 

Developing  an  acceptable  per  capita  payment 
for  an  existing  panel  practice  presents  some  un- 
usual problems  probably  not  found  in  the  calcu- 
lation of  a per  capita  payment  for  a newly-formed 
prepaid  group  practice  operating  solely  on  capita- 
tion. For  example,  it  is  unrealistic  to  expect  that 
any  medical  panel  would  voluntarily  and  know- 
ingly accept  capitation  payments  that  would  gen- 
erate less  income  than  they  had  received  on  a 
fee-for-service  basis. 

GUIDELINES  FOR  CAPITATION  PAYMENTS 
Based  on  the  foregoing  premise,  we  have  de- 
veloped the  following  guidelines  and  methods  for 
determining  capitation  payments; 

1 ) The  basic  and  secondary  services  that 
the  panel  can  and  will  deliver — and  that  will 
be  covered  by  the  per  capita  payment — must  be 
clearly  identified. 

2)  The  profile  of  customary  charges  for  the 
panel,  as  recorded  in  our  records  for  1969, 

related  to  overall  experience  of  our  owm  usual, 
customary  and  reasonable  program,  wall  be  used 


to  develop  a capitation  payment,  subject  to 
the  following  adjustments: 

a)  Cost  factors  will  be  added  for  any 
services  to  be  provided  by  the  panel  that  are 
not  a part  of  our  present  UCR  program, 
such  as  home  and  office  visits. 

b)  Deductions  would  be  made  based  on 
cost  estimates  of  in-area  services  and  out-of- 
area services  that  would  not  be  provided  by 
the  panel  and  that  would  be  paid  for  by 
Blue  Shield. 

3)  It  is  planned  that  a percentage  of 
the  agreed-on  capitation  payment  w'ould  be 
withheld  from  the  panel  during  the  initial 
one-year  study  period  as  an  in-area  utiliza- 
tion incentive  reserve  factor. 

BENEFITS  FROM  EXPERIENCE 
Clearly  we  are  intentionally  converting  the 
existing  costs  of  medical  services  on  a fee-for- 
service  basis  to  capitation.  The  question  then 
is,  “What  is  to  be  gained  from  a direct  conver- 
sion of  this  type?”  As  we  see  it,  our  approach 
will  accomplish  the  following: 

1 ) Both  the  panel  practice  and  Blue  Shield 
will  gain  valuable  experience  on  “how  to  do  it” 
— and  to  judge  the  adequacy  and  effect  of  capi- 
tation payments  in  future  years. 

2)  This  experience  or  lesson  will  be  ob- 
tained at  a relatively  inexpensive  cost  utilizing 
existing  facilities  and  resources  versus  the  allo- 
cation of  new  capital  and  manpower  necessary 
to  create  an  entirely  new  prepaid  group  prac- 
tice. 

3 ) Adequate  and  guaranteed  cash  flow  to 
the  panel  from  Blue  Shield  should  create  a cli- 
mate conducive  to  further  innovative  e.xperi- 
ments  and  changes  in  their  delivery  of  health 
services,  serving  as  a prototype  for  others  in 
Rhode  Island. 

4)  The  establishment  of  new  controls — 
contractual  and  fiscal — on  both  the  panel  and 
subscribers  should  create  a “cost  and  service 
awareness,”  that  hopefully  will  have  a favor- 
able impact  on  overall  health  care  costs. 

In  summary  on  this  point,  we  believe  that  our 
approach  is  directed  to  the  cause  of  our  problems, 
namely,  the  delivery  system  itself.  If  we  are  in 
any  way  economically  successful  in  renovating 
parts  of  the  present  delivery  system  through  pre- 
paid group  practice,  then  many  problems,  includ- 
ing the  unpredictable  and  steadily  rising  cost  of 
care,  and  the  access  and  availability  problems 
should  be  diminished. 

(Concluded  on  Page  647) 
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“B/we  Shield  Is  Constantly  On  Trial 
Both  By  The  Public  And  The  Medical 
ProfessioiC’ 


By  George  R.  Dunlop,  ^M.D. 


The  last  decade  has  probably  witnessed  more 
radical  changes  in  the  practice  of  medicine  than 
at  any  other  time  in  the  history  of  our  country. 
In  addition  to  the  scientific  advances,  there  has 
been  a dramatic  reorganization  in  the  methods 
of  financing  medical  care.  These  latter  changes 
began  to  make  their  apparance  after  World  War 
II  when  labor  leaders  began  to  substitute  health 
care  benefits  for  wage  increases  in  the  package 
for  which  they  bargained. 

* * * 

As  the  population  expanded  and  an  enlarging 
Union  membership  began  to  spread  out  over  state 
lines,  the  need  arose  for  standard  benefits  and 
uniform  methods  for  paying  for  these  services. 
Coincidental  with  these  changes,  the  cost  of  medi- 
cal services  began  to  rise,  and  the  dollar  devalu- 
ate. The  public  became  increasingly  aware  of  the 
need  to  protect  themselves  from  unexpected  medi- 
cal bills  of  considerable  size.  Through  private 
carriers  and  the  medically  sponsored  Blue  Cross 

GEORGE  R.  DU^NLOP,  M.D.,  President,  Board 
of  Directors,  Massachusetts  Medical  Service  {Blue 
Shield):  Former  Chief  of  Surgery,  The  Memorial 
Hospital,  Worcester,  Mass. 

Reprinted  from  the  Worcester  Medical  News, 
March,  1970,  with  the  permission  of  the  Pub- 
lisher and  the  Author. 


and  Blue  Shield  plans,  programs  were  at  first 
offered  low  income  groups  with  wde  public  ac- 
ceptance. Not  only  were  these  innovations  suc- 
cessful in  meeting  a real  public  need,  but  as  cost 
continued  to  escalate  the  majority  of  the  public 
found  themselves  in  a “medically  indigent  posi- 
tion” when  faced  with  bills  totalling  hundreds  of 
dollars.  This  gave  rise  to  public  pressure  for  pro- 
grams covering  all  income  brackets.  Because  the 
premiums  were  lower  when  purchased  through 
groups  and  because  in  many  instances  industry 
contributed  to  or  paid  these  premiums  in  full, 
more  and  more  of  the  public  found  themselves 
the  owner  of  a health  care  contract  which  they 
not  only  did  not  buy  themselves  but  whose  pro- 
visions were  unfamiliar  to  them. 

^ ^ 

In  spite  of  the  amazing  growth  of  the  health 
care  industry  financing  mechanisms,  there  still 
remained  large  segments  of  the  population  un- 
insured particularly  among  the  elderly.  Pressure 
groups  evolved  and  a receptive  Congress  passed 
the  ^ledicare  and  Medicaid  legislation. 

By  this  time  a new  and  powerful  force  had 
appeared  on  the  scene,  the  large  group  purchasers. 
These  groups  composing  Government,  Labor  and 
Industry  needed  and  demanded  comprehensive 
coverage,  first  dollar  j^ayments  and  predictable 
costs.  They  were  in  a position  to  employ  the  most 
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knowledgeable  accountants,  actuaries  and  medical 
advisers.  They  constantly  reviewed  their  experi- 
ence and  knew  more  about  the  patterns  and  costs 
of  medical  practice  than  many  medical  societies. 

* 

In  the  beginning  most  Blue  Shield  plans  offered 
either  a service  program  with  income  limits  or  an 
indemnity  program  without  true  service  benefits. 
Fixed  fee  schedules,  income  limits  and  supple- 
mentary charges  began  not  only  to  disenchant 
the  big  group  purchasers  but  the  medical  profes- 
sion as  well.  By  mutual  consent  the  usual,  cus- 
tomary and  reasonable  fee  program  was  intro- 
duced. To  the  group  buyers,  this  meant  predict- 
able costs,  freedom  from  supplementary  charges 
from  physicians  with  the  inclusion  of  all  income 
groups. 

To  the  medical  profession  it  meant  an  escape 
from  fixed  fee  schedules  during  an  inflationary 
period,  relief  from  determining  income  levels  and 
a payment  of  a more  realistic  fee  for  services 
performed  for  the  majority  of  persons  in  a low 
income  bracket. 

Reflecting  an  earlier  criticism  of  the  Insurance 
Commissioner  of  iMassachusetts,  the  Council  of 
the  ^Massachusetts  Medical  Society  not  only  ap- 
proved a usual,  customary  and  reasonable  fee  pro- 
gram for  these  groups,  but  voted  to  accept  95 
per  cent  of  these  fees  as  payment  in  full  in  recog- 
nition of  the  assurance  of  payment. 

So  far  so  good.  The  program  sold  well  and  as 
of  this  date  some  two  million  persons  are  covered 
under  these  group  contracts. 

* * * 

After  the  first  year’s  experience,  certain  mis- 
understandings developed.  The  consumer  believed 
that  under  the  program  the  Robin  Hood  principle 
of  medical  charges  had  been  abandoned  by  the 
profession,  and  that  all  members  of  the  group 
would  be  treated  alike  from  the  president  of  the 
corporation  to  the  lowest  paid  employee.  In  fact, 
it  was  the  officers  of  the  company  who  signed 
the  contract  and  paid  the  premiums  who  were 
most  eager  to  test  the  completeness  of  the  cover- 
age, and  it  was  some  of  these  same  officers  who 
reacted  most  violently  to  any  supplementary 

charges  they  received  from  physicians  believing 

that  the  program  had  been  misrepresented  to 
them. 

* * * 

Some  members  of  the  medical  profession  felt 

that  under  the  definition  of  usual,  customary  and 


reasonable  fees  that  any  charge  that  fell  within 
their  own  personal  range  of  fees  would  be  paid 
in  full.  They  did  not  realize  that  any  such  pro- 
gram must  have  controls  to  have  its  costs  predict- 
able annd  acceptable  to  the  big  group  buyers. 
They  were  pleased  to  receive  higher  fees  for  serv- 
ices rendered  the  low  income  group,  but  they  re- 
sented any  limitation  on  their  right  to  charge 
higher  fees  not  covered  by  the  program  to  persons 
in  a somewhat  higher  income  bracket.  Some  phy- 
sicians even  interpreted  the  usual,  customary  and 
reasonable  fee  program  as  an  open  end  policy  to 
charge  what  they  liked  built  on  top  of  a guaran- 
teed indemnity  base.  Unfortunately,  this  view 
was  shared  by  many  members  of  the  public  as 
well.  To  get  around  these  controls  arguments  over 
definitions  and  formulas  for  paying  usual,  cus- 
tomary and  reasonable  fees  have  gained  consider- 
able attention. 

* * 

A usual,  customary  and  reasonable  fee  is  a 
controlled  fee  which  is  first  tested  by  the  indi- 
vidual physician’s  own  range  of  fees  and  if  it 
passes  this  test,  it  is  next  challenged  by  the  range 
of  his  colleagues’  fees.  A physician’s  own  range 
is  determined  by  a computerized  profile  which 
has  just  become  available  and  is  being  tested  in 
the  computer  (the  delay  has  been  due  to  elec- 
tronic data  processing  problems).  If  this  fee  falls 
within  the  mean  or  mode  plus  one  standard  devia- 
tion of  its  colleagues’  charges,  it  is  paid. 

The  usual,  customary  and  reasonable  fee  pro- 
gram is  the  profession’s  demonstration  to  the  pub- 
lic of  its  willingness  to  accept  some  controls  on 
its  charging  practices. 

Xow  what  has  been  the  experience  to  date? 
Interestingly  enough,  because  of  the  clustering 
of  physicians’  charges,  there  is  a strong  skewing 
of  the  payment  curve  to  the  right  which  results 
in  the  full  payment  of  88  to  90  per  cent  of  phy- 
sicians' charges  without  further  question. 

* * * 

M'hat  is  the  composition  of  the  rejected  10  or 
12  per  cent  of  payments.  These  are  being  inten- 
sively studied.  They  will  contain  charges  of  phy- 
sicians whose  fees  are  only  slightly  above  the 
mean  plus  one  standard  deviation  by  a few  dol- 
lars. Others  will  represent  the  claims  of  physicians 
practicing  a sub-specialty  who  are  suffering  eco- 
nomically under  the  present  system  because  their 
practices  are  limited  to  a small  number  of  difficult 
problems  that  require  an  inordinate  amount  of 
(Continued  on  Next  Page) 
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time  and  attention.  Plans  are  being  studied  to 
bring  this  group  some  relief. 

Next  will  be  found  the  claims  representing  un- 
usual situations  or  complications  whose  physicians 
are  entitled  to  individual  consideration  if  the  claim 
is  accompanied  by  a letter  of  explanation.  This 
many  fail  to  do. 

* * * 

Finally,  among  the  rejects  will  be  found  those 
whose  charges  are  in  excess  by  a considerable 
amount  of  those  charged  by  the  great  majority 
of  physicians  in  the  same  community.  This  latter 
group  in  some  instances  is  not  fully  aware  of  the 
pressures  on  the  profession  to  respond  responsibly 
to  the  needs  of  the  public  if  some  degree  of  con- 
trol over  the  practice  of  medicine  is  to  remain 
in  the  private  sector. 

For  example,  it  is  estimated  that  the  Ford 
^lotor  Company  added  some  10  million  dollars 
to  the  200  million  dollars  they  were  already  pay- 
ing for  health  premiums  in  order  to  cover  their 
employees  with  the  usual,  customary  and  reason- 
able fee  program. 

* ♦ * 

In  view  of  the  mechanisms  for  financing  a large 
portion  of  the  medical  care  today,  the  medical 
profession  finds  itself  in  the  same  position  as 
some  of  the  Unions.  If  the  hourly  wage  of  a 
Union  member  is  raised  a few  increments,  or  if  a 
state  medical  society  increases  its  fees  by  a few 
dollars,  the  cost  of  manufacturing  an  automobile 
may  go  up.  Again  if  the  usual,  customary  and 
reasonable  fee  paid  for  a Medicare  patient  is  in- 
creased ,the  Department  of  Health,  Education, 
and  Welfare  must  make  the  politically  unpopular 
move  of  spending  more  of  the  taxpayers'  mone}'. 

% sjc 

Thus  it  has  come  about  that  as  the  public  has 
come  to  view  medical  care  as  a human  right,  the 
delivery  of  these  medical  services  has  come  to 
be  viewed  as  a public  trust.  This  has  been  an 
increasingly  difficult  position  for  the  physicians  to 
accept.  It  has  represented  an  erosion  of  their 
personal  freedoms,  they  have  come  under  the 
critical  scrutiny  of  Government,  labor,  and  to  a 
lesser  degree  industry  and  they  have  been  bur- 
dened with  increasing  costs  and  paper  work. 

♦ * * 

Within  the  past  year.  Government  and  labor 
have  taken  a firm  position  pointing  out  that  if 
medical  charges  are  to  be  controlled  large  pre- 
paid capitation  groups  must  be  established  with 


the  participating  physicians  on  salary.  In  the  east, 
the  approach  has  been  through  the  medical  schools 
and  such  groups  are  in  the  process  of  being  set 
up  at  Harvard,  Johns  Hopkins,  Yale  and  Brown 
University.  However,  the  evidence  points  to  the 
fact  that  the  public  would  much  prefer  to  have 
the  control  of  medical  practice  remain  in  the  pri- 
vate rather  than  in  the  public  sector,  and  they 
have  further  demonstrated  that  they  will  be  rea- 
sonably tolerant  and  support  the  physicians  in 
their  efforts  to  maintain  their  own  autonomy  if 
they  can  provide  and  support  programs  which 
will  give  them  the  paid  in  full  coverage. 

The  great  mass  of  physicians  seem  to  under- 
stand this,  and  are  doing  their  best  to  support 
these  programs,  but  unfortunately  they  represent 
the  “silent  majority”. 

* * * 

The  usual,  customary  and  reasonable  fee  pro- 
gram has  been  in  existence  just  a little  over  a 
year,  and  the  physicians’  profiles  are  just  out  of 
the  computer.  The  detractors  of  this  program  are 
vocal  and  quite  articulate.  iMost  of  their  com- 
plaints dealing  with  definitions  and  formulas  for 
determining  fees  can  be  silenced  with  one  word — 
more  MONEY.  As  might  be  expected.  Blue  Shield 
stands  in  the  middle  between  the  public  and  the 
medical  profession.  It  has  a responsibility  to  see 
that  the  needs  of  the  public  are  answered  annd 
yet  at  the  same  time  it  must  protect  and  serve 
the  interest  of  the  providers  of  medical  services. 

% ^ ^ 

Blue  Shield  is  constantly  on  trial  both  by  the 
public  and  the  medical  profession.  During  a period 
when  the  American  public  buys  almost  everything 
on  credit,  it  has  been  willing  to  offer  the  medical 
profession  prepayment  for  medical  services.  Out- 
side observers  are  following  the  struggle  of  the 
Blue  Shield  Corporations  to  survive  with  the 
greatest  of  interest.  Those  unsympathetic  to  our 
cause  believe  that  the  program  will  be  engulfled 
by  the  Federal  Bureaucracy  because  of  the  pro- 
fession’s unwillingness  to  accept  any  controls  on 
their  charging  practices. 

The  difficult  question  to  which  we  as  a profes- 
sion must  address  ourselves  is:  “How  much  to 
give  in  order  to  survive  at  all.  How  much  to  give 
in  order  not  to  give  up  basic  principles,  and  of 
course,  that  results  in  a dance  along  a precipice. 
Many  will  drop  over  and  always  the  cliff  hangers 
will  hear  the  screaming  curses  of  those  who  fall, 
(Concluded  on  Page  647) 
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Cardiopulmonary  Resuscitation:  Experience  In  A 
Community  Hospital 


Close  Cooperation  Among  Doctors, 
Nurses,  And  Related  Personnel  Con- 
tributes To  Effectiveness  Of  Program 


By  Abdul  Hakim  Khan,  B.Sc.,  M.B.,  B.S .**  and 
Edward  Damarjian,  M.D.*** 

Cardiopulmonary  resuscitation  (CPR)  has  re- 
ceived extensive  attention  as  a specialized  pro- 
cedure, although  it  has  been  practiced  for  many 
years  in  one  form  or  another.  The  work  of  Kou- 
wenhoven  et  al.®  made  CPR  a systematic  pro- 
cedure and  an  essential  setup  in  most  hospitals. 
We  shall  review  the  main  features  of  CPR  and 
report  the  results  of  its  application  in  a com- 
munity hospital. 

ESSENTIALS  OF  TREATMENT 

I.  External  Cardiac  Massage 

If  a sharp  blow  on  the  mid-chest  does  not  bring 
about  effective  activity  of  the  heart,  external 
cardiac  massage  is  initiated  by  the  method  of 
Kouwenhoven  and  coworkers.  With  the  patient 
on  a firm  surface,  the  lower  part  of  the  sternum 
is  pressed  with  the  heels  of  the  hands,  one  above 
the  other.  Care  is  taken  to  avoid  pressing  the 

The  cases  reviewed  were  treated  at  The  Memorial 
Hospital,  Pawtucket,  Rhode  Island 


**Senior  Medical  Resident 

Present  address:  Research  Fellow  medicine  (Tufts 
Univ.  School  of  Medicine)  and  Fellow  in  Cardiology 
at  Lemuel  Shattuck  Hospital,  Boston,  Massachusetts 

***Chief  of  Anesthesia,  The  Memorial  Hospital,  Paw- 
tucket, R.  I. 


xiphoid.  Pressure  is  exerted  by  to  and  fro  motions 
of  the  trunk  at  a rate  of  about  60  to  80  per 
minute.  Effective  compression,  as  indicated  by 
a palpable  pulse  at  the  femoral  or  the  carotid, 
usually  requires  sternal  excursions  of  one  to  two 
inches. 

Forward  flow  is  the  result  of  compression  of 
the  heart  against  the  vertebral  column.  Release 
of  the  compression  causes  a negative  intrathoracic 
pressure,  thus  aiding  venous  return  to  the  heart. 
During  compression,  however,  a small  a mount  of 
blood  regurgitates  into  the  atria  since  there  is  no 
contraction  of  the  papillary  muscles.  Adequate 
external  massage  produces  an  effective  systolic 
pressure  and  is  an  established  procedure  for  CPR. 
Internal  cardiac  massage,  though  it  may  produce 
better  hemodynamic  effects,  should  be  reserved 
for  special  types  of  cases,  e.g.  multiple  rib  frac- 
tures, where  one  may  produce  injury  to  the  lungs. 
The  indications  for  internal  cardiac  massage,  ac- 
cording to  Stephenson^'*,  are  hemopericardium 
with  cardiac  temponade,  bilateral  pneumothorax, 
pregnancy  (third  trimester),  flail  chest,  and  ten- 
sion pneumothorax.  None  of  our  cases  was  sub- 
jected to  internal  massage. 

Complications  of  external  cardiac  massage  in- 
(Continued  on  Next  Page) 
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elude  rib  fractures  (especially  in  the  elderly), 
costochondral  separations,  xiphoid  fractures,  pneu- 
mothorax, subcutaneous  emphysema,  and  tears 
of  the  stomach,  esophagus,  liver,  and  lungs.  Fat 
and  bonemarrow  pulmonary  embolism,  with  a 
reported  incidence  of  about  30  to  50  per  cent, 
are  believed  to  be  the  result  of  rib  or  sternal 
fractures,  although  the  fractures  may  be  ex- 
tremely difficult  to  detect.  In  Jackson’s  series’’  of 
autopsied  cases  of  pulmonary  fat  emboli  after 
closed  massage,  67  per  cent  had  no  demonstrable 
fractures,  .\nother  rare  complication  is  aortic 
rupture.  The  incidence  of  complications  may  be 
reduced  by  careful  attention  to  details  of  tech- 
nique. 

Since  external  cardiac  massage  produces  me- 
chanical waves  in  the  EKG,  it  is  necessary  at 
intervals  to  interrupt  the  procedure  for  a few 
seconds  to  determine  the  nature  of  the  electrical 
activity. 

II.  Artificial  Ventilation 

Safar  et  al.’^  showed  that  sternal  compression 
during  cardiac  massage  was  not  adequate  in  itself 
to  provide  effective  ventilation  and  that  other 
methods  have  to  be  resorted  to.  Mouth-to-mouth 
ventilation  may  be  instituted  directly,  or  by  using 
a Brook  Airway,  which  affords  protection  against 
infection  and  is  more  esthetic.  We  prefer  the  use 
of  the  Ambu®  bag,  which  is  stored  on  all  units 
of  the  hospital.  Prior  to  the  institution  of  artificial 
ventilation,  the  head  of  the  patient  is  tilted  back- 
ward and  the  oropharyngeal  region  is  cleared  of 
any  foreign  body,  dentures,  and  secretions.  When- 
ever spontaneous  respirations  do  not  return  within 
a few  minutes,  endotracheal  intubation  is  carried 
out.  This  procedure  is  done  at  our  hospital  either 
by  the  Anesthesia  or  the  Ear,  Nose,  and  Throat 
service.  However,  each  member  of  the  house  staff 
is  made  familiar  with  the  procedure.  When  me- 
chanical devices  are  employed,  volume  cycled 
apparatus  is  preferred  to  pressure  cycled  devices, 
so  that  some  form  of  coordination  between  cardiac 
compression  and  artificial  ventilation  is  achieved. 
Coordination,  though  desirable,  is  not  an  absolute 
necessity.  Adequate  ventilation  is  indicated  by 
symmetrical  movements  of  the  chest,  by  good  air 
entry  as  evidenced  by  auscultation,  and  by  disap- 
pearance of  any  cyanosis.  Auscultation  of  the  an- 
terior as  well  as  the  posterior  portions  of  the 
chest  is  important  to  ensure  proper  positioning 
of  the  endotracheal  tube.  Gaseous  distention,  a 
common  complication  of  artificial  ventilation,  can 
be  controlled  by  gentle  pressure  on  the  abdomen 


or  by  passing  a plastic  nasogastric  tube.  Gastric 
distention  may  induce  vagotonia,  with  resulting 
marked  bradycardia  or  sinus  arrest,  and  also  may 
interfere  with  venous  return  to  the  heart. 

III.  Acidosis  of  Cardiac  Arrest 

Acidosis  may  result  from  diminished  tissue  per- 
fusion favoring  anaerobic  metabolism,  lactate  pro- 
duction, and  a fall  of  plasma  bicarbonate  (me- 
tabolic acidosis).  It  may  also  result  from  inade- 
quate ventilation  through  faulty  technique  or  from 
pathological  conditions  such  as  pneumothorax 
atelectasis,  and  edema,  causing  a rise  of  artificial 
blood  pC02  (respiratory  acidosis).  It  is  common 
to  find  a combined  form  of  acidosis  during  cardiac 
arrest,  especially  in  patients  with  chronic  lung 
disease.  Acidosis  has  been  shown  to  render  the 
myocardium  susceptible  to  arrhythmias  and  to 
cause  ventricular  fibrillation  and  render  it  more 
resistant  to  treatment  hence  its  importance  in  the 
treatment  of  cardiac  arrest. 

Sodium  bicarbonate  is  administered  to  combat 
the  severe  acidosis  of  cardiac  arrest.  The  important 
role  of  proper  ventilation  in  cases  of  cardiac  ar- 
rest, especially  in  those  with  lung  disease,  was 
shown  by  the  careful  studies  of  Chazan  et  al.’ 

IV.  Arrhythmias  Precipitating  Cardiac  Arrest 

Basically  these  are:  1.  Ventricular  fibrillation, 

and  2.  Asystole,  or  Cardiac  Standstill.  Various 
other  arrhythmias  may  be  encountered  at  the  time 
of  CPR,  including  ventricular  tachycardia,  mul- 
tiple ectopic  beats,  severe  bradycardia,  and  vari- 
ous heart  blocks. 

\Tntricular  fibrillation  is  best  treated  by  elec- 
trical defibrillation.  A single  shock  (usually  200- 
300  watts/sec.)  delivered  to  the  chest,  with  the 
paddles  placed  preferably  in  the  electrical  axis 
of  the  heart  (roughly  one  paddle  at  the  right 
upper  sternal  region  and  the  other  at  the  apical 
region),  will  terminate  fibrillation  and  restore 
sinus  rhythm  or  an  effective  rhythm.  The  pro- 
cedure may  have  to  be  repeated  several  times  to 
obtain  a response.  In  our  own  series  one  case  had 
to  be  shocked  ten  times  before  he  responded  favor- 
ably. If  fibrillations  are  fine  or  weak,  they  are 
made  strong  or  coarse  by  administration  of  epine- 
phrine intravenously,  or  preferably  by  the  intra- 
cardiac route  (2  ml.  of  1:10,000  solution),  fol- 
lowed by  electrical  defibrillation.  In  refractory 
cases  correction  of  acidosis  may  help  defibrilla- 
tion. Experimental  work  in  dogs  has  shown  that 
a combination  of  epinephrine  and  sodium  bicar- 
bonate increases  the  effectiveness  of  defibrillation. 
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Asystole  is  treated  by  the  administration  of 
intracardiac  epinephrine  and  cardiac  massage.  This 
may  initiate  some  manner  of  response.  Epinephrine 
may  then  be  repeated  every  3-5  minutes;  or  a slow 
infusion  of  isoproterenol  (Isuprel®  4 mg.  in  500 
ml.  of  5 per  cent  dextrose  in  water)  may  restore 
an  effective  rhythm.  A calcium  preparation,  e.g. 
10  ml.  of  10  per  cent  calcium  gluconate  intra- 
venously, may  be  administered  for  similar  reasons. 
Despite  all  available  mode  of  therapy,  including 
pacemakers  ,asystole  remains  a formidable  chal- 
lenge. We  have  abandoned  the  use  of  the  external 
pacemaker  for  lack  of  favorable  results.  Selected 
patients  who  respond  with  a bradyarrhythmia, 
or  slow  A-V  block,  if  they  do  not  respond  to  the 
above  measures,  or  to  atropine,  as  described  below, 
may  be  given  a trial  with  the  internal  pacemaker, 
if  facilities  are  immediately  available. 

Bradyarrhythmias  and  ventricular  premature 
beats  occurring  in  association  with  bradyarrythm- 
ias  are  treated  by  giving  atropine  intravenously 
(dose  1-2  mg.).  Smaller  doses  of  atropine  have 
been  shown  occasionally  to  exert  paradoxical  re- 
sponse and  should  therefore  be  avoided.  Frequent 
ventricular  premature  beats  otherwise  are  treated 
with  intravenous  lidocaine.  Our  procedure  is  to 
administer  lidocaine  (Xylocaine®)  in  a 50  mg. 
bolus  and  at  the  same  time  to  start  a slow  in 
fusion  (using  a microdrip)  of  2 gm.  in  1000  ml. 
.\s  far  as  possible,  antiarrhythmia  drugs  which 
have  cardiac  function  depressant  effect  are  avoided 
and  used  only  if  there  are  specific  indications  or 
if  lidocaine  has  proven  ineffective.  These  drugs 
include  procainamide  (Pronestyl®),  propranolol 
(Inderal®),  diphenhydenatoin  (Delantin®),  and 
quinidine. 

Shock  in  Cardiac  Arrest 

Since  this  is  a large  subject,  we  shall  confine 
our  discussion  to  an  outline  of  the  commonly 
accepted  procedures.  Levarterenol  (Levophed®) 
and  metaraminol  (.^ramine®),  commonly  used 
vasopressers,  have  mixed  alpha  and  beta  adrener- 
gic stimulating  properties  and  cause  a selective 
peripheral  vasoconstriction,  at  the  same  time 
exerting  some  inotropic  action  on  the  heart.  Four 
ampules  of  Aramine®  (100  mg./ampule)  or  four 
ampules  of  Levophed®  (4  ml.  of  2 per  cent  solu- 
tion in  each  ampule)  may  be  added  to  500  ml.  of 
5 per  cent  dextrose  in  water  for  slow  intravenous 
infusion.  A pressure  maintained  at  80  mm.  of  Hg. 
systolic,  a warm  skin,  and  a urine  output  of  about 
40  ml.  or  more  per  hour  are  good  indications  of 
adequate  organ  perfusion.  Isoproterenol  (Isu- 


prel®), which  is  a pure  beta  adrenergic  stimulating 
drug  and  has  a powerful  inotropic  and  chrono- 
tropic effect,  has  been  useful  especially  when  shock 
is  accompanied  by  bradyarrhythmias.  Four  mg.  of 
Isuprel®  in  500  ml.  of  5 per  cent  dextrose  in 
water  may  be  given  as  a slow  intravenous  infusion. 
Rapid  infusion  may  occasionally  result  in  produc- 
tion of  ectopic  beats. 

METHOD 

At  the  call  of  “Cardiac  99”  (our  code  for  cardiac 
arrest)  over  the  loudspeaker  system,  the  emer- 
gency team  rushes  to  the  scene.  The  nursing  su- 
pervisor is  responsible  to  see  that  the  crash  cart 
and  the  EKG  machine  are  immediately  available 
at  the  site  of  the  emergency.  The  emergency  team 
is  comprised  of  house  staff,  nursing  personnel,  and 
one  person  each  from  the  Inhalation  Therapy  and 
EKG  Departments.  Any  available  attending  staff 
form  a good  support.  A senior  member  of  the 
house  staff,  usually  a medical  resident,  takes 
charge  of  the  situation,  and  delegates  duties  and 
issues  orders  to  avoid  confusion  and  delay.  With- 
out waiting  doctors’  orders,  the  nurses  draw  out 
emergency  medications  in  syringes  and  keep  them 
ready.  These  medications  include  sodium  bicar- 
bonate, epinephrine  with  intracardiac  needles,  and 
lidocaine  (Xylocaine)  all  in  two  or  three  doses. 
Some  form  of  CPR  is  already  in  progress  by  the 
time  the  emergency  team  arrives.  The  following 
pattern  is  usually  followed,  and  procedures  are 
carried  out  almost  simultaneously: 

1.  Firm  support  to  the  back  (an  inverted  food 
tray  or  a special  wooden  board)  and  cardiac  mas- 
sage. 

1.  Clear  airway  and  give  artificial  ventilation 
using  Ambu®  bag. 

3.  Start  intravenous  or  a cutdown  for  admin- 
istration of  drugs. 

4.  Attach  EKG  electrodes. 

5.  Determine  the  type  of  arrythmia  and  treat 
as  follows: 

Ventricular  fibrillation — defibrillate 
Asystole — administer  intracardiac  epineph- 
rine and  cardiac  massage 
Fine  or  weak  fibrillation — intracardiac  epine- 
phrine and  intravenous  sodium  bicarbonate 
followed  by  defibrillation 

6.  Administer  sodifim  bicarbonate  2 amps, 
stat  then  one  amp.  every  10  minutes.  (Each  50 
ml.  ampule=44.6  mEq.  of  sodium  bicarbonate.) 
Obtain  arterial  blood  gases  if  possible. 

(Continued  on  Next  Page) 
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Table  1 


Survivor  Group  Death  Group 

Females  Females 


Age 

Males 

Total 

Males 

Total 

30-39 

0 

0 

0 

1 

0 

1 

40-49 

4 

0 

4 

1 

1 

2 

50-59 

3 

2 

5 

11 

2 

13 

60-69 

2 

2 

4 

12 

9 

21 

70-79 

4 

0 

4 

17 

8 

25 

80-89 

0 

1 

1 

2 

2 

4 

TOTAL 

13 

5 

18 

44 

22 

66 

Table  2 

TYPE  OF  ARRHYTHMIA  PRECIPITATING 


CARDIAC 

ARREST  AND 

TREATMENT 

Arrhythmia 

Number  of 
Patients 

Treatment 

1.  Ventricular 

fibrillation  17 

D.C.  Shock 

2.  Asystole 

1 

Intracardiac 
epinephrine,  etc. 

Total 

18 

Table  3 

SURVIVORS— FOLLOWUP  AFTER  DISCHARGE 
FROM  HOSPITAL 


Duration  of  survival  in  months  is  indicated  by 
numbers  in  ( ) 

Patient  Alive  or  Dead 


1. 

J. 

D. 

Alive 

(11) 

2. 

A. 

R. 

(17) 

3. 

J. 

K. 

” 

(16) 

4. 

A. 

B. 

( 2) 

5. 

A. 

C. 

(16) 

6. 

C. 

M. 

( 2) 

7. 

C. 

C. 

( 2) 

8. 

M. 

L. 

( 7) 

9. 

L. 

S. 

( 6) 

10. 

L. 

P. 

( 6) 

11. 

P. 

s. 

(24) 

12. 

D. 

A. 

» 

( 3) 

13. 

A. 

C. 

(28) 

14. 

E. 

K. 

Died 

(12) 

15. 

R. 

M. 

( 1) 

16. 

M. 

D. 

No  Followup 

17. 

J. 

L. 

ff 

18. 

H. 

H. 

Table  4 

SURVIVAL  RATE  OF  CPR  IN  ACUTE 
MYOCARDIAL  INFARCTIONS 

Number  Number 

of  discharged 

patients  with  from  ^ 

Author  cardiac  arrest  hospital  survival 


Thomas  M et  al 

39 

9 

23 

Pentecoste  B et  al 

62 

19 

30 

Robinson  J et  al 

38 

8 

27 

Dupont  et  al 

95 

25 

26 

Khan  A et  al 

84 

18 

22 

7.  If  resuscitated,  transfer  to  the  coronary 
care  unit  or  intensive  care  unit. 

8.  Record  all  relevant  details;  i.g.  diagnosis 
and  drugs  administered. 

MATERIAL 

This  series  includes  84  patients  with  acute  myo- 
cardial infarction  (AMI)  or  clinical  features 
strongly  suggesting  AMI,  admitted  to  The  Memo- 
rial Hospital,  Pawtucket,  Rhode  Island,  a com- 
munity hospital  with  308  beds  including  a four-bed 
coronary  care  unit  and  a six-bed  intensive  care 
unit.  Excluded  from  this  series  are  patients  resus- 
citated in  the  op>erating  room  where  facilities  for 
resuscitation  are  better  and  hence  results  better. 
Also  excluded  are  patients  brought  to  the  emer- 
gency room  in  a moribund  state.  There  are  57 
men  and  17  women  with  an  age  range  of  33  to  87 
years  (Table  1). 

Only  those  patients  in  whom  cardiac  arrest 
was  documented  by  EKG  or  a monitoring  device 
are  included  in  this  group.  Cardiac  resuscitation 
was  considered  successful  only  if  the  patient  left 
the  hospital  in  a reasonable  state  of  health  after 
at  least  30  days  of  hospitalization  following  the 
episode.  There  were  18  survivors  and  66  deaths 
in  this  series.  Ages,  ranging  from  33  to  87,  and 
sex  are  shown  in  Table  1. 

Among  the  18  survivors  there  were  23  episodes 
of  cardiac  arrest.  The  arrhythmia  responsible  for 
precipitation  cardiac  arrest  was  ventricular  fibril- 
lation with  the  exception  of  one  case  in  which  the 
patient  had  complete  asystole  (Table  2). 

The  survivors  were  followed  for  a period  of 
up  to  two  years;  i.e.  to  September,  1969.  Follow- 
up was  by  direct  contact  with  the  patient,  or  with 
a member  of  the  immediate  family  where  not 
otherwise  feasible.  At  the  termination  of  this 
period  13  patients  were  still  alive  and  well;  two 
survived  12  months  and  one  month  respectively 
after  discharge;  three  patients  were  lost  to  follow- 
up (Table  3). 

Among  the  deaths  there  were  44  males  and 
22  females.  The  type  of  arrhythmia  precipitating 
cardiac  arrest  in  these  cases  included  ventricular 
fibrillation  (43  cases  ) resistant  to  all  forms  of 
therapy  discussed,  and  asystole  (23  cases)  which 
failed  to  respond  to  the  modes  of  treatment  dis- 
cussed, including  eternal  pacemaker  in  a few 
cases. 
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DISCUSSION 

Old  age  was  not  held  to  be  a deterrent  to  the 
initiation  of  CPR,  since  many  patients  in  our 
series  would  fall  in  this  category,  i.e.  sixty  and 
above  (Table  1).  In  the  survivor  group,  there 
were  four  patients  who  were  in  the  60-69  age 
bracket,  four  70-79,  and  one  80-89.  Patients  with 
advanced  malignant  disease  or  severe  cerebro- 
vascular accidents  were  not  considered  suitable 
for  CPR.  Nevertheless,  decision  in  this  regard 
was  left  to  the  patient’s  own  doctor.  In  case  of 
doubt,  every  patient  is  given  a fair  trial  at  CPR. 

When  to  terminate  CPR?  This  remains  a thorny 
question,  and  no  hard  and  fast  rules  can  be  laid 
down.  Certain  factors  taken  singly  or  in  combina- 
tion may  aid  in  reaching  a decision.  No  attempt 
at  resuscitation  is  made  in  these  circumstances; 

1.  If  cardiac  arrest  is  known  to  have  exceeded 
the  accepted  four  minute  period. 

2.  If  there  are  no  spontaneous  respirations 
after  prolonged  efforts,  i.e.  more  than  one  hour. 

3.  If  there  is  a flat  EKG  or  ineffective  elec- 
trical activity  along  with  signs  of  absent  perfu- 
sion, i.e.  absent  blood  pressure  or  pulse,  dilated 
and  fixed  pupils. 

4.  If  there  is  a flat  EKG  and  absent  reflexes. 

Yet  there  are  cases  which  have  been  subjected 

to  prolonged  resuscitation  efforts  with  gratifying 
results,  i.e.  either  a complete  recovery  or  recovery 
with  minimal  neurologic  defects.  Dupont^  reports 
an  eighteen-year-old  girl  who  recovered  completely 
after  three  and  one-half  hours  of  resuscitation; 
Stephenson^^  cites  a case  of  Effler,  that  of  a 
young  man  who  made  spontaneous  recovery  after 
seven  hours  of  resuscitation.  Stephenson  also  sug- 
gests that,  as  long  as  adequate  closed  chest  mas- 
sage has  been  carried  out  and  adequate  oxygena- 
tion maintained,  pupils  are  constricted,  and  there 
is  good  pulse,  CPR  should  be  continued. 

CONCLUSION 

Our  results  show  a survival  rate  of  approxi- 
mately 22  per  cent,  which  compares  favorably  to 
other  series  (Table  4).  Efforts  at  improving  the 
CPR  program  continue. 

While  improvement  in  facilities  in  the  form  of 
more  beds  in  Coronary-Intensive  Care  Units  and 
monitoring  devices  may  be  expected  to  increase 
survival  rate,  an  equally  important  factor  is  close 
cooperation  among  doctors,  nurses,  and  related 
personnel.  In  our  Coronary-Intensive  Care  Units 


nurses  are  allowed  to  administer  intravenous  medi- 
cations and,  under  pressing  circumstances,  to  per- 
form electrical  defibrillation.  This  has  helped 
greatly  in  a number  of  emergencies. 
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A Case  of  Segmental  Resection  of  Primary 
Duodenal  Carcinoma 


Segmental  Resection  For  Lesions  Of 
Distal  Duodenum  Appears  To  Be  Effec- 
tive 


By  Arthur  G.  Bonivart,  M.D. 


Primary  carcinoma  of  the  duodenum  is  uncom- 
mon but  not  extremely  rare.  It  represents  0.19  per 
cent  of  all  gastrointestinal  cancers  and  33.3  per 
cent  of  small  bowel  primary  lesions,  according  to 
Barclay  and  Kent  based  on  the  study  of  20,137 
primary  malignant  tumors  which  were  investigated 
in  Saskatchewan  from  1 93 2-1 953. ‘ Kleinerman  re- 
ported 0.035  per  cent  incidence  in  487,695  post- 
mortem examinations.^^  In  the  Mayo  Clinic  necrop- 
sy material  from  1910-1953  there  were  31  cases  of 
primary  malignant  neoplasms  of  the  duodenum  in- 
cluding 27  carcinomata,  representing  0.12  p)er  cent 
incidence.  Tumors  of  the  papilla  of  \^ater  were 
excluded.^ 

In  1961  lovine  reported  that  602  acceptable  cases 
of  duodenal  carcinoma  had  appeared  in  the  liter- 
ature prior  to  1961,  periampullary  287,  supraam- 
pullary  156,  infra-ampullary  159.^*  Spinazzola  and 
Gillesby  reported  twelve  additional  cases  in  1962.** 

Primary  carcinoma  in  the  infra-ampullary  por- 
tion of  the  duodenum  is  rare.  Shallow  and  associ- 
ates found  70  reported  cases  of  proved  primary 
infrapapillary  carcinoma  in  1950.*^  In  the  British 
literature  only  four  cases  had  been  reported  prior 

ARTHUR  G.  BONIVART,  M.D.,  Junior  Assistant 
Surgeon,  The  Memorial  Hospital,  Pawtucket,  R.I.; 
Surgeon,  Notre  Dame  Hospital,  Central  Falls, 
R.  /.;  Assistant  in  Surgery,  The  Miriam  Hospital, 
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to  1962.**  Poer  reported  the  seventeenth  success- 
fully resected  carcinoma  of  the  third  portion  of  the 
duodenum  in  1953.*^ 

The  present  report  concerns  another  case  of  pri- 
mary carcinoma  of  the  third  portion  of  the  duoden- 
um in  which  resection  was  performed. 

Since  the  first  duodenal  carcinoma  was  reported 
by  Hamburger  in  1746,  many  individual  cases  and 
collective  reviews  have  appeared  in  the  literature, 
and  the  clinical  features,  pathology,  and  treatment 
have  been  discussed  in  detail.*’**’** 

Loss  of  weight  and  abdominal  pain  are  the  out- 
standing symptoms;  vomiting  and  anemia  are 
frequent;  melena  and  jaundice  are  not  common. 
However,  no  characteristic  syndrome  is  described 
by  which  primary  malignant  tumor  of  the  duod- 
enum may  be  recognized.  If  the  onset  is  acute,  it 
may  imitate  duodenal  ulcer  with  pyloric  obstruc- 
tion, polyp  of  the  antrum  prolapsed  into  the  duod- 
enum, or  other  benign  or  malignant  gastric  disease. 
If  the  onset  is  more  gradual  as  in  most  of  the  cases 
the  diagnosis  is  even  more  difficult.*  The  duod- 
enal carcinoma  probably  grows  silently  until  ob- 
struction or  hemorrhage  occurs.*  The  index  of  sus- 
picion is  low,  which  is  evident  from  the  fact  that 
the  correct  preoperative  diagnosis  is  made  probably 
in  only  25-30  per  cent  of  cases.** 

CASE  REPORT 

.\  70  year-old  negro  female  was  admitted  to  St. 
Francis  Hospital,  Hartford,  Connecticut  because  of 
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nervousness  and  vomiting.  She  noted  the  onset  of 
postprandial  vomiting  4 weeks  prior  to  admission. 
It  was  not  associated  with  nausea,  belching,  or  pain. 
She  noted  mild  epigastric  discomfort  occasionally. 
Because  of  “family  trouble”  the  patient  was  ex- 
tremely nervous  and  thought  her  condition  to  be 
related  to  her  nervousness;  therefore,  she  delayed 
consulting  her  physician.  Her  symptoms,  however, 
became  more  severe,  with  vomiting  of  large  amounts 
of  undigested  food,  weight  loss  of  25  pounds,  weak- 
ness, and  epigastric  pain.  Shortly  before  admission 
she  vomited  almost  constantly,  but  only  bile-stained 
fluid.  No  blood  or  coffee-ground  material  appeared 
in  the  vomitus.  Her  stool  habits  were  normal  until 
2 days  prior  to  admission  when  she  noted  consti- 
pation. Past  history  included  jaundice  at  the  age 
of  17  and  “nervous  breakdown.”  Family  history 
and  systemic  review  were  not  contributory.  Physi- 
cal examination  revealed  a nervous  patient  in  acute 
distress  with  evidence  of  recent  weight  loss  and  de- 
hydration. The  skin  turgor  was  poor;  mucus  mem- 
branes were  dry.  There  was  no  evidence  of  jaundice. 
The  examination  of  the  head  and  neck  was  within 
normal  limits.  Lungs  were  clear  to  auscultation  and 
percussion.  The  heart  was  normal  to  examination. 
The  abdomen  was  soft  and  flat  with  no  palpable 
organs  or  mass.  Rectal  examination  revealed  nor- 
mal stool,  no  blood. 

Temperature:  98.8°;  blood  pressure:  110/92; 
pulse:  110  and  regular;  respirations:  25  per  min- 
ute. 

Laboratory  Examinations:  Hemoglobin:  15.8  gm. 
per  cent;  hemotocrit:  53  per  cent;  white  blood 
count:  13,000,  polymorphonuclear  leukocytes  80 
per  cent,  lymphocytes:  20  per  cent.  The  urine  gave 
a negative  test  for  protein.  The  sediment  contained 
occasional  white  blood  cells,  no  granular  casts,  4 
hyaline  casts.  Blood  urea  nitrogen  was  95  mg., 
per  cent,  and  creatinine:  6.9  mg.  per  cent.  Fasting 
blood  sugar:  173  mg.  per  cent.  Serum  protein:  6.8 
gm.  per  cent.  Serum  Albumen:  3.4  gm.  per  cent; 
globulin:  3.4  gm.  per  cent.  After  dehydration  was 
corrected  serum  electrolytes  were  normal.  Repeated 
fasting  blood  sugar  was  105  mg.  per  cent. 

Serum  bilirubin,  prothrombin  time,  cephalin  floc- 
culation, and  thymol  turbidity  were  normal.  Serum 
amylase  and  urine  diastase  were  within  normal 
limits.  Electrocardiogram  revealed  left  ventricular 
hypertrophy  and  sinus  tachycardia.  There  was  also 
a question  of  coronary  insufficiency  or  digitalis  ef- 
fect. Chest  x-ray  examinations  revealed  tertuous 
aorta  and  osteo-arthritic  changes  of  the  bodies  of 
thoracic  vertebrae. 


Figure  1:  G.  I.  Series  showing  the  obstruction  at  the 
junction  of  the  second  and  third  portion  of  the  duod- 
enum. 


Plain  x-ray  film  of  the  abdomen  revealed 
a normal  intestinal  gas  pattern  and  osteo-arth- 
ritis  of  left  hip.  A barium  enema  showed  divertic- 
ulosis  of  the  splenic  flexure  and  sigmoid  colon  with 
scattered  diverticula  in  the  right  colon.  A gastro- 
intestinal x-ray  series  revealed  that  peristalsis  was 
hyperactive  in  the  stomach,  but  neither  ulcer  nor 
filling  defect  was  seen.  There  was  an  obstruction  to 
the  barium  in  the  duodenum  at  the  junction  of  the 
second  and  third  portions.  Four  hours  later  only 
traces  of  barium  had  progressed  beyond  this  nar- 
rowed segment  (Fig.  1). 

After  satisfactory  preparation  the  patient’s  ab- 
domen was  explored  on  June  8,  1964  under  general 
anesthesia  through  a right  rectus  muscle  splitting 
incision.  Evaluation  of  the  liver,  gallbladder,  and 
stomach  revealed  them  to  be  normal.  In  the  pelvis 
small  uterine  myomata  and  sigmoid  diverticula 
were  palpable.  At  the  beginning  of  the  third  por- 
tion of  the  duodenum  an  annular  constricting  le- 
sion was  found.  The  tumor  completely  encircled 
the  bowel  without  invasion  of  pancreas,  superior 
mesenteric  vessels,  or  liver.  The  tumor  was  freely 
movable.  One  lymph  node  at  the  lateral  duodenal 
border  was  removed  and  showed  metastatic  adeno- 
carcinoma on  frozen  section  (Fig.  2). 

To  facilitate  the  exposure  of  the  second  and 
third  portions  of  the  duodenum  the  right  colon 
with  the  terminal  ileum  was  reflected  medially,  as 
described  by  Cattell.  The  distal  part  of  the  second 
portion  of  the  duodenum  and  the  entire  third  por- 
tion were  mobilized.  The  proximal  resection  line 
was  2 inches  above  the  tumor.  The  distal  line  of 
resection  was  3 inches  below  the  ligament  of  Tre- 
(Continued  on  Next  Page) 
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Figure  2:  The  tumor  was  encircling  the  bowel,  the 
duodenum  was  dilated  proximally.  (The  lower  end  was 
already  divided.) 


Figure  3:  Appearance  of  the  tumor  in  the  opened 
resected  specimen. 


itz.  The  intestinal  continuity  was  re-established  by 
end-to-end  duodenojejunostomy.  The  anastomosis 
was  performed  posterior  to  the  colon.  A Stamm 
type  gastrostomy  was  fashioned,  and  the  raw  area 
of  the  right  gutter  was  drained.  Blood  loss  was 
minimal,  and  the  patient  tolerated  the  procedure 
well. 

The  pathological  e.xamination  demonstrated  the 
annular  lesion,  2.5  cm.  in  length  and  3 cm.  in 
width.  The  lumen  was  significantly  narrowed  to 
0.6  cm.  in  diameter.  The  mucosal  surface  of  the 
tumor  was  focally  ulcerated. 

Histology:  Mucus  producing  adenocarcinoma 
which  involves  all  coats  of  the  bowel  wall  with  re- 
gional lymph  node  metastasis.  The  resection  lines 


Figure  4:  Photomicrograph  showing  the  normal  du- 
odenal mucosa  ending  abruptly  into  a neoplastic 
lesion. 


Figure  5:  High  power  shows  proliferating  anaplastic 
epithelial  cells  with  pleomorphism,  hyperchromatism, 
atsrpical  mitosis  and  mucinous  material  in  the  sur- 
rounding stroma.  There  is  evidence  of  invasion 
through  the  entire  duodenal  wall. 

were  free  of  tumor  (Figs.  3,  4,  5). 

The  post-operative  course  was  uneventful,  the 
wound  healed  primarily,  and  the  patient  was  dis- 
charged asymptomatic. 

DISCUSSION 

In  previous  reports  the  indicated  five  year  sur- 
vival rate  following  local  e.xcision  or  segmental  re- 
section was  extremely  poor.  Berger  and  Koppelman 
reported  a 90  per  cent  mortality  in  their  analysis 
of  20  cases.  In  Brennen  and  Brown's  series  only 
5 of  14  patients  sur\’Ived  an  average  of  10.6  months 
following  various  types  of  palliative  procedures.^"*’^® 
In  spite  of  this,  segmental  resection  was  selected 
in  this  patient  mainly  because  of  her  advanced  age. 

(Concluded  on  Page  648) 
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18p- / Gq-Mosaicism  In  A Girl  With  Absent  IgA 


Case  Represents  An  Unusual  Mosaic- 
ism Of  Two  Rare  Genetic  Anomalies 


By  Marjorie  E.  Jansch,  M.D.;  J.  Brian  May, 
M.D.;  and  Paul  H.  LaMarche,  M.D. 

This  eleven-year-old  proband  was  examined 
because  of  severe  mental  retardation,  short  stature, 
abnormal  facies,  short  neck,  dorsal  scoliosis  and 
stocky  trunk.  Her  cultured  peripheral  blood  was 
found  to  have  a 46,XX,18p  karyotype,  and  her 
cultured  skin  fibroblasts  demonstrated  mosaicism 
for  46,XX,18p-  (52%)/46,XX,18p-,Gq-  (48%). 
Immunoglobulin  levels  were  measured,  the  IgG 
being  elevated  at  2500mg/100ml.,  the  IgA  un- 
detectable or  absent,  and  the  IgM  normal  at 
175mg./100ml. 

CASE  REPORT 

K..'\.W.,  a female  whose  birth  date  was  March 
12,  1957,  was  the  product  of  a normal  gestation 
of  a twenty-two  year  old  grava  II,  para  II.  The 
child’s  birth  weight  was  eight  pounds  and  four 
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ounces.  Family  history  was  positive  in  that  a 
paternal  uncle,  whose  phenotype  was  said  to  be 
similar  to  the  proband,  was  reported  to  be  train- 
ably  retarded.  The  propositus  had  a protruding 
jaw,  flattened  occiput,  heavy  low-set  ears,  hyper- 
telorism, a broad-based  nose,  low  hairline,  short 
neck,  dorsal  scolisis,  and  heavy  trunk.  Her  height 
fell  below  the  third  percentile,  and  her  head  cir- 
cumference was  greater  than  two  standard  devia- 
tions below  the  mean.  There  was  a fine  nystagmus 
of  the  eyes  bilaterally.  She  had  a broad-based 
gait,  exhibited  poor  coordination,  and  was  non- 
verbal. At  ten  years  of  age  she  was  functioning 
at  a two-year  level.  She  had  distal  axial  triradii 
bilaterally,  a low  take-off  of  the  thumbs,  and 
brachydactyly. 

Laboratory  Examination.  X-ray  studies  of  the 
wrists  for  bone  age  and  of  the  chest  were  within 
normal  limits.  The  EEG  was  abnormal  showing 
nonspecific  changes  manifested  by  a mixture  of 
frequencies  and  activity  slower  than  normal  for 
a ten  year  old.  Hemoglobin  was  12.9  gm%.,  white 
blood  count  10,300  (polymorphonuclear  leukocytes 
60,  band  forms  2,  lymphocytes  27,  monocytes  5, 
eosinophils  4,  basophils  1,  metamyelocyte  1,  atypi- 
(Continued  on  Next  Page) 
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KAW  aged  11  8 12  years.  Showing  coarse  facies, 
short  neck  and  thick  stocky  trunk 


KAW  a^ed  11  8 12  years.  Show'ng  Brachydactyly 
of  digits. 


ca!  lymphocytes,  platelets  present).  There  was 
slight  anisocytosis  of  the  red  blood  cells  with  poly- 
chromasia  0-1.  The  microhematocrit  was  3 7 per 
cent. 

Biochemical.  Biochemical  screening  revealed 
successive  LDH  levels  of  580  units/ml.  ( 10/31  '67) 
and  620  units/ml.  on  (8  4/'67);  glucose  oxidase 
of  69  units/ml.;  uric  acid  of  517  mg. '100  ml.; 
calcium  512  mEq./l.;  phosphate  4.6  mg/100  ml.; 
sodium  42  mEq./l.;  and  creatinine  0.7  mg./lOO 
ml.  Blood  grouping  was  0,  Cde  cde,  Kell  negative, 


Fig.  3 
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and  Duffy  (a)  negative.  The  IgG  was  elevated  at 
2500  mg./lOO  ml.  (normal  779-1456';  Ig.\  was 
undectable  (normal  12-208  mg./lOO  ml.);  Ig^I 
was  175  mg./lOO  ml.  (normal  35-132).  The  leuko- 
cyte alkaline  phosphatase  was  143  (control  of  63). 
The  serum  protein  was  8.2  gm./lOO  ml.  with  the 
albumin  56.8  (Alpha  1 of  3.6  gm/100  ml.,  .\lpha 
2 11.6  mg.  100  ml.,  Beta,  12.0  gm./lOO  ml.. 
Gamma  16.0  gm./lOO  ml.).  The  chloride  was  108 
mEq./l.,  C02  19mEq./l. 

OBSERVATIONS 

Peripheral  blood  and  skin  were  cultured  with  a 
modified  method  of  Moorehead,  P.S.  et  al.^°.  The 
cytogenetic  findings  in  30  peripheral  blood  leuko- 
cytes revealed  a 46. XX  chromosome  constitution 
with  a telocentric  chromosome,  apparently  an  El 8 
missing  its  short  arms.  In  35  fibroblast-like  cells 
derived  from  a skin  culture  there  were  two  cell 
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populations  46,XX,18p-(52%),  and  46,XX,18p-, 
Gq-(48%).  The  deleted  G was  smaller  than  a 
Ph^  chromosome  with  satellited  short  arms,  and 
with  the  “long  arms”  approximately  the  same 
length  as  the  short  arms,  and  with  satellites  visible 
in  some  of  the  preparations. 

DISCUSSION 

Since  the  original  report  of  de  Grouchy,  et  al.,^ 
there  have  been  numerous  reports  on  the  18p- 
Syndrome,  most  having  phenotypes  similar  to  that 
of  the  proband  presented  here  (Jacobsen  and  Mik- 
kelson’’,  and  Weiss  and  iVlayeda^®).  In  three  other 
cases  there  are  further  anomalies  reported;  one 
of  cebocephaly  (Gorlin,  et  ah),  one  of  cyclops 
(Xitowsky^^),  and  one  of  arrinencephaly  (Mc- 
Dermott et  al.®). 

Reports  in  the  literature  on  patients  with  partial 
monosomies  for  a G(21-22)  group  chromosome 
other  than  the  Ph^  choromsome  reveal  two  types; 
anti-mongolism  (Lejeune,  et  al.*) ; and  a pre- 
sumable partial  monosomy  for  a 21  chromosome, 
(Reisman*^)  with  low  birth  weight,  hypertonia, 
antimongoloid  slant  to  the  eyes,  cataracts,  large 
lOw-set  ears,  prominent  nasal  bridge,  a small  man- 
dible, a heart  murmur,  dystrophic  fingernails,  and 
renal  agenesis.  A report  on  a partial  monosomy 
of  the  alternate  or  22  chromosome  (Reisman,  et 
al.^^)  described  a low  birth-weight  infant,  exhibit- 
ing seizures,  psychomotor  retardation,  large  low- 
set  ears,  hypertelorism,  epicanthic  folds,  high 
arched  palate,  and  hypotonia,  all  to  a much  less 
severe  degree  than  that  of  mongolism.  Although 
our  patient  fits  the  description  of  short  stature, 
mental  retardation,  and  hypertelorism  described 
in  the  Gq-Syndrome,  it  also  suits  the  description 
for  the  18p-Syndrome.  The  elevation  of  the  leuko- 
cyte alkaline  phosphatase  is  also  at  variance  with 
its  depression  in  chronic  myelogenous  leukemia. 

DeGouchy  and  Danon^  have  performed  immuno- 
globulin levels  on  five  cases  of  18  deletion  syn- 
dromes one  18q-l  with  moderately  elevated  IgG 
levels  (23-30)  and  normal  IgM  levels  (0.9-2);  two 
ql  cases  with  18r  chromosomes,  both  with  de- 
creased IgA  (1.2-1.09  and  0.1),  slightly  elevated 
or  normal  IgG  levels  (21  and  15.4),  and  slightly 
elevated  or  normal  IgM  levels  (2. 0-2. 3 and  1.1); 
two  18p-,  one  with  decreased  IgA  levels  (0.25) 
and  one  normal;  both  with  normal  IgG  levels 
(one  8.g);  and  both  with  normal  IgM  levels  (one 
of  0.6). 

However,  Rudd,  et  al.^^  noted  an  increase  in 
IgA  levels  in  both  serum  and  saliva  in  an  18q- 
infant.  Ruvalcaba  and  Thuline^®  and  Fisher,  et  al. 


have  noted  very  low  IgA  levels  in  a patient  with 
18p-syndrome.  Our  case  represents  an  additional 
example  in  which  an  18p-/Gq-mosaicism  is  asso- 
ciated with  undetectable  IgA  levels  in  the  serum. 
Salivary  IgA  levels  have  not  been  performed. 

SUMMARY 

We  have  presented  a patient  who  was  pheno- 
typically  similar  to  that  described  in  the  18p- 
constitution,  but  whose  skin  culture  was  mosaic 
for  an  18p-  and  a Gq-,  and  in  whom  serum  Ig.\ 
levels  were  not  demonstrable. 
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Pirogov  and  Garibaldi 

‘’^The  Young  Lady  Sucks  The  Wound  Of 
Her  Young  Man” 


By  Francesco  Ronchese,  M.D. 


A great  Russian  surgeon,  Pirogov,  visited  a 
famous  patient.  Garibaldi,  in  Italy  in  1862.  In 
1957,  according  to  a commercial  pamphlet  on  Ital- 
ian postage  stamps',  Russia  issued  a stamp  bear- 
ing the  likeness  of  Pirogov  (Fig.  1)  to  commemo- 
rate jointly  the  surgeon  and  the  150th  anniver- 
sary of  the  birth  of  Garibaldi. 

In  1862  Italy  was  not  yet  united.  One  main  im- 
l)ediment  was  the  temporal  power  of  the  Papacy. 
Garibaldi  could  not  be  persuaded  of  the  difficulty 
of  wresting  Rome  from  the  Pope  with  a handful 
of  poorly  equipped  irregulars.  He  insisted  on  con- 
tinuing the  cry:  “Rome  or  death.”  The  regular 
army  of  Italy  was  sent  to  enforce  the  government 
order  to  stop.  Shots  were  fired.  A bullet  hit  Gari- 
baldi in  an  ankle. 

Pirogov  was  lecturing  in  Heidelberg.  Russian 
students  collected  a thousand  francs  and  offered 
them  to  Pirogov  for  travel  expenses  to  visit  Gari- 
baldi in  Italy.  Pirogov  returned  the  money  to  the 
students.  The  visit  took  place  in  La  Spezia, 


FRANXESGO  RONCHESE,  M.D.,  of  Providence, 
R.  I.;  Clinical  Professor  of  Dermatology,  Emeri- 
tus, Boston  University  Medical  Center;  Formerly 
Chief  of  Dermatology,  Rhode  Island  Hospital, 
Providence. 


October  1st,  1862.  The  wounded  general  had  been 
visited  by  many  leading  Italian,  English,  and 
French  surgeons.  Xelaton  was  one  of  them. 

Pirogov,  a specialist  in  war  surgery,  was  against 
extracting  bullets  by  surgery.  He  advocated  let- 
ting the  forming  abscess  expel  the  foreign  body. 
Consequently,  the  visit  to  Garibaldi  was  mostly 
social,  of  a “dissenter”  during  the  czarist  regime 
to  a “dissenter”  from  the  conservative  government 
of  Italy. 

Evidently  Pirogov's  idea  about  how  to  handle 
wounds  caused  by  foreign  bodies  was  not  fol- 


Fig.  1 
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lowed.  A consultation  was  held  by  20  surgeons®. 
Zanetti  of  Florence,  after  probing  and  reprobing 
(the  only  way,  at  the  time,  to  locate  a foreign 
body),  succeeded  in  grasping  the  bullet.  He 
handed  it  to  Garibaldi’s  son,  IMenotti.  The  bullet 
was  shaped  like  a phrygian  cap  (cap  or  liberty)®. 

The  extraction  took  place  November  23,  1862, 
87  days  after  the  firing®.  The  probe  used  to  locate 
the  bullet  was  the  invention  of  one  of  the  con- 
sultants, August  Nelaton®. 

Interest  in  postage  stamps  sometimes  is  reward- 
ing. The  issuing  of  stamps  by  a government  to 
celebrate  an  event  may  have  a political  meaning. 
Garibaldi’s  name  is  on  hundreds  of  streets  and 
squares,  and  his  equestrian  monument  can  be 
seen  in  most  Italian  and  South  American  cities. 
Hundreds  of  postage  stamps  through  the  world 
bear  pictures  of  him,  his  monuments,  his  house, 
his  wife,  his  battlegrounds.  In  Italy  the  firing 
incident  does  not  appear  on  stamps.  The  Italians 
are  not  proud  of  it.  But  the  Russians  are  and  like 
to  remind  the  world  of  two  “dissenters”,  Pirogov 
and  Garibaldi.  Political  objections  to  postage 
stamps  sometimes  run  high,  as  in  the  case  of  the 
United  States  “Champions  of  Liberty”  series,  de- 
nied entry  in  some  European  countries. 

Pirogov,  like  Garibaldi,  had  a difficult  youth. 
The  teachers  of  medicine  in  Russia  in  1800  in- 
structed their  students  by  reading  from  old  text- 
books’"^. He  graduated  in  1827  at  the  age  of  17 
without  having  examined  a patient  or  having  per- 
formed an  autopsy  or  operation. 

He  went  to  Germany,  then  the  medical  center 
of  the  world,  and  returned  home  in  1835  a pro- 
fessor of  surgery. 

Because  of  his  views,  revolutionary  by  the 
standards  of  the  time,  and  consequent  lack  of 
help  from  the  czarist  government,  he  resigned  his 
teaching  position  in  1856  at  the  age  of  46  and 
retired  to  a farm  as  a country  doctor. 

He  was  reinstated  during  the  Crimean  War 


Fig.  3 


(1854-55)  as  an  expert  in  battlefield  surgery.  He 
exasperated  the  government  officials,  who  could 
not  understand  his  concern  for  the  wounded  sol- 
diers. At  that  time  (only  125  years  ago)  a soldier 
was  valuable  until  unable  to  fire  a gun.  When  dis- 
abled, he  was  discharged  like  an  old  shoe.  What 
corresponded  to  our  .\rmy  Logistics  command 
found  Pirogov’s  request  to  burn  the  used  dress- 
ings and  not  use  them  again  on  another  patient 
extravagant. 

Pirogov  had  good  reasons  to  dissent  from  his 
government.  In  the  Crimean  War  he  initiated 
the  use  of  women  in  the  battlefield  to  suck  and 
dress  wounds.  La  demoiselle  sucait  la  plaie  de  son 
damoiseau^ . He  preferred  such  a procedure  to 
surgery. 

Fig.  2 shows  King  Victor  Emanuel  H,  Gari- 
baldi, Cavour  and  Mazzini,  the  creators  of  united 
Italy.  The  King  and  Cavour,  his  prime  minister 
(the  first  two  from  left)  are  the  ones  responsible 
for  the  firing  incident. 

Fig.  3 shows  Garibaldi  in  the  United  States 
“Champions  of  Liberty”  series  of  1960. 
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Editorials 


CHANGING  HOSPITAL  CLIIVLATE 


In  the  January,  1970  issue  of  this  Journal  we 
reviewed  a resolution  passed  at  an  earlier  meeting 
of  the  House  of  Delegates  of  the  Rhode  Island 
^Medical  Society  offering  the  help  of  organized 
medicine  in  containing  hospital  costs  and  sug- 
gesting two  procedures  which  might  contribute 
toward  retarding  the  rapid  rise.  These  were: 

1.  Reimbursement  incentives  by  third  party 
payment  agencies. 

2.  Examination  of  hospital  management  meth- 
ods by  independent  management  consultants. 

The  local  medical  profession  was  criticized  in 
some  quarters  for  presuming  to  make  suggestions 
in  these  matters. 

On  October  29,  1970  Rhode  Island  Hospital 
and  Rhode  Island  Blue  Cross  announced  a new 
contract  under  which  prospective  reimbursement 
would  be  undertaken  for  the  ensuing  fiscal  year. 
Rumors  of  such  a development  had  been  heard 
in  professional  circles  for  some  time.  The  hospital 
assumes  the  risk  of  any  loss.  Blue  Cross  will  re- 
tain any  surplus  up  to  $100,000,  but  will  share 
with  the  hospital  any  balance  above  this  amount 
on  a 50-50  basis.  The  hospital  expects  that  this 
will  result  in  a saving  over  previously  calculated 
increases  in  charges  of  $1  million. 

Furthermore,  Mr.  Lawrence  A.  Hill,  Vice  Presi- 

THE  A3IA 

It  has  been  15  years  since  the  House  of  Dele- 
gates of  the  A^IA  has  been  gaveled  to  order  in 
Boston.  Once  again  the  delegates  will  journey 
from  far  and  wide  to  gather  in  that  cultural 
mecca  of  New  England  for  the  24th  Clinical 
Convention  of  the  Association,  November  29th 
through  December  2nd. 

It  is  scarcely  an  exaggeration  to  state  that  the 
expected  7,500  physicians,  guests,  and  other  allied 
health  professionals  will  find  Boston  a fascinating 
tourist  attraction  and  an  hospitable  host.  To 
enumerate  its  multiple  cultural  cynosures  would 
be  to  tax  the  intellect. 

As  part  of  the  New  England  delegation  we 
hope  that  our  guests  will  derive  many  hours  of 
enjoyment  from  Boston’s  renowned  cultural  advan- 
tages; however,  not  to  overlook  the  serious  side 
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dent  of  the  hospital,  announced  that  a manage- 
ment consultant  firm  was  “currently  working  with 
our  management  people  analyzing  the  use  of  man- 
power in  every  department  of  the  hospital  and  is 
devising  ways  and  means  of  doing  things  better. 
We  hope  this  will  result  in  further  savings.” 

We  are  delighted  by  these  developments  and 
feel  that  they  go  a long  way  toward  fulfilling  the 
criteria  which  the  Rhode  Island  Medical  Society 
set  up  almost  a year  ago.  We  congratulate  Rhode 
Island  Hospital  and  Rhode  Island  Blue  Cross  on 
these  new  undertakings. 

We  believe,  however,  that  continuing  scrutiny 
and  review  of  both  medical  and  administrative 
procedures  in  the  hospitals  will  be  necessary  to 
maintain  any  benefits  deriving  from  the  changes. 
Cost  Containment  Committees  within  the  hospi- 
tals, recently  proposed  by  the  House  of  Delegates 
of  the  Rhode  Island  ^Medical  Society,  could  con- 
tribute to  this  objective.  We  urge  also  that  medical 
representation  on  hospital  boards  of  trustees,  as 
now  recommended  b}^  the  Joint  Commission  on 
Accreditation  of  Hospitals,  will  further  this  end. 
Furthermore  we  are  hopeful  that  these  new  meth- 
ods will  be  generally  adopted  by  the  hospitals 
of  Rhode  Island. 


IN  BOSTON 

of  the  Convention,  we  certainly  encourage  the 
House  of  Delegates  to  confront  the  myriad  chal- 
lenges to  medicine  with  its  customary'  wisdom  and 
prudence. 

For  Rhode  Island  physicians  able  to  attend,  the 
Clinical  Convention  will  indeed  be  both  a comfort 
and  convenience.  The  advanced  program  indicates 
a superb  meeting.  Local  physicians  preferring  to 
commute  may  dash  north  daily  without  traveling 
a great  distance  and  without  an  overnight  stay. 
They  can  view  the  House  of  Delegates  in  action — 
a strong  motiv'ation  to  lure  the  physician  out  ol 
his  office  to  the  meeting,  since  what  the  AMA 
House  of  Delegates  does  or  does  not  do  obviously 
affects  the  medical  practice  of  every  doctor  in  the 
state. 

To  the  A^IA  we  extend  a cordial  welcome  to 
New  England. 

RHODE  ISLAND  MEDICAL  JOURNAL 


THE  IMPERATIVES  OF  PUBLICITY 


Activities  relatived  to  the  Medical  Program  at 
Brown  University  and  its  affiliated  hospitals  are 
reported  regularly  in  the  lay  press  of  Rhode  Island. 
This  Journal,  too,  devotes  space  to  developments 
and  events  at  the  University  and  publishes  papers 
submitted  by  the  academic  community. 

Lest  our  readers  have  failed  to  notice,  we  report 
here  on  a spate  of  papers  from  the  University- 
based  (as  contrasted  with  the  hospital-based) 
group  describing  the  Medical  Program  and  ex- 
plaining its  goals.  We  shall  make  a brief  reference 
to  each  paper  to  indicate  the  trend  of  this  material. 

Mac  V.  Edds^  discusses  trends  in  Premedical 
Education.  He  places  special  emphasis  upon  the 
effort  at  Brown  to  develop  a continuum  between 
medical  and  premedical  education  by  embedding 
medical  education  more  deeply  in  the  University, 
a plan  with  which  he  has  been  closely  associated. 
He  concludes;  “If  premedical  students  over  the 
next  decade  respond  with  enthusiasm  to  efforts 
to  enlarge  the  social  conscience  of  medicine,  to 
extend  its  interdigitation  with  the  University,  to 
broaden  its  base  by  embracing  the  social  and 
engineering  sciences;  if  premedical  students  share 
in  insisting  on  the  values  of  cultural  heterogeneity; 
if  they  rebel  against  overly  conservative  mentors; 
if  they  demand  a curriculum  that  is  an  exciting 
flow  pattern  rather  than  a dull  and  ineffective 
lockstep;  if  they  prove  themselves  more  than 
ready  to  set  new  standards  and  seek  new  insights; 
if  they  do  these  things,  then  everyone  can  be  more 
confident  about  the  future  of  medicinej.” 

Henry  S.  M.  UhP  proposes  a plan  to  produce 
More  Physicians  in  Less  Time  at  Lower  Cost. 
After  earning  a B.S.  degree,  the  student  who 
planned  a career  in  teaching  or  research  would 
continue  his  education  either  at  a university  with 
a graduate  program  in  the  basic  sciences,  in  the 
basic  science  department  of  an  existing  medical 
school,  or  in  a research  oriented  university  hospital. 
The  “vast  majority”  of  students,  however,  would 
go  to  university-affiliated  community  hospitals, 
where  they  would  progress  through  a curriculum 
under  full-time  or  clinical  faculty  to  an  M.D. 
degree  in  family  practice  or  a clinical  specialty. 
This  plan,  he  believes,  would  reduce  the  educa- 
tional period  by  four  years,  provide  close  integra- 
tion of  the  physical,  biological,  and  behavioral 
sciences,  and  produce  more  M.D.’s  at  lower  cost. 

Doctor  Uhl,  together  with  Clement  R.  Brown. 
Jr.,  Director  of  Medical  Education  at  Chestnut 


Hill  Hospital  in  Philadelphia,  further  discusses® 
the  question  of  Mandatory  Continuing  Medical 
Education,  a subject  in  which  he  has  special  ex- 
pertise. While  he  is  deeply  interested  in  Continuing 
Medical  Education  for  practicing  physicians  and 
favors  voluntary  trial  of  various  new  mechanisms, 
he  believes  that  any  mandatory  approach  would 
be  self-defeating.  The  authors  summarize  their 
views  in  these  words:  “Mandatory  attendance  at 
current  ‘cure-all’  programs  of  Continuing  Medical 
Education  for  undefined  ills  would  be  a disaster 
and  would  frustrate  the  adventurous  efforts  of  a 
number  of  educators  to  create  innovative  ap- 
proaches to  education  for  the  practicing  physician.” 

Finally  in  Notes  and  Tips'^,  published  by  Harper 
and  Row  in  lieu  of  the  International  Medical  and 
Surgical  Digests  for  the  Tice  and  Lewis-W alters 
Systems  of  Medicine  and  Surgery,  appears  a paper 
by  Doctor  Pierre  M.  Galletti,  Chairman  of  the  Di- 
vision of  Bio-Medical  Sciences  at  Brown  Univer- 
sity, discussing  New  Departures  in  Medical  Educa- 
tion (i.e.  at  Brown).  He  describes  the  development 
of  a medical  education  program  in  the  University 
proper,  in  contradistinction  to  an  autonomous 
school  of  medicine.  “At  present,”  he  states,  “the 
IMedical  Science  Program  (at  Brown)  is  in  its 
second  phase,  one  that  involves  consolidation  of 
educational  effort  on  campus  and  expansion  into 
the  community.”  The  University,  he  continues, 
“has  no  intention  of  developing  the  large  staff 
which  characterizes  some  of  the  established 
schools.”  He  speaks  of  the  key  role  of  the  affiliated 
hospitals,  which  is  to  plant  the  seeds  of  evolution, 
improve  patient  care,  and  lead  to  a more  effi- 
cient coordination  of  health  services  among  the 
participating  hospitals.  He  believes  that  the  pro- 
gram at  Brown  “provides  a setting  in  which  stu- 
dents who  prepare  themselves  for  the  excitement 
of  professional  careers  20  years  from  now  can 
obtain  an  appropriate  background  without  being 
cut  off  from  either  the  cultural  breadth  of  the 
University  or  the  specialized  excellence  of  a pro- 
fessional school.” 

These  interesting  papers  describe  premedical 
education  at  Brown,  the  new  program  in  the 
Medical  Sciences  embedded  in  a university  set- 
ting, the  role  of  the  university  in  relation  to  the 
affiliated  hospitals,  and  recent  trends  in  continuing 
education.  We  wait  in  vain,  however,  for  the 
(Continued  on  next  page) 
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other  shoe  to  drop.  When  will  Brown  begin  the 
Clinical  Years? 
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RIMPAC 


The  Council  of  the  Rhode  Island  ^Medical 
Society  recently  reaffirmed  the  purposes  of  the 
Rhode  Island  iMedical  Political  Action  Committee, 
a nonprofit,  unincorporated  body  which  will  pro- 
v'ide  physicians  with  a legal  mechanism  for  direct 
financial  contributions  to  political  candidates  and 
to  carry  on  a continuous  political  education  pro- 
gram. The  action  of  the  Council  reflects  the 
nationwide  realization  of  the  medical  community 
of  the  necessity  to  immerse  itself  in  political 
waters.  By  its  reaffirmation  the  Council  will  also 
permit  local  physicians  to  have  a greater  voice 
in  the  adoption  or  rejection  of  health  legislation, 
and  to  retire  to  political  oblivion  those  legislators 
whose  ears  close  when  physicians  speak;  more- 
over, RI^MPAC  hopefully  will  offer  volunteer  help 
for  candidates  whose  records  and  programs  gen- 
erally coincide  with  the  aims  of  organized  medi- 
cine regarding  quality  health  legislation. 


Anyone  familiar  with  the  modus  operand!  of 
the  General  Assembly  realizes  that  it  is  significant 
that  physicians  be  heard  concerning  health  legis- 
lation, especially  when  one  considers  the  hectic 
rush  of  the  last  days  before  the  General  .\ssembly 
closes  its  shop  for  the  year.  That  members  of 
the  Rhode  Island  Ophthalmology  Society,  wearied 
and  bleary-eyed,  camped  overnight  in  the  halls 
of  the  State  House  during  the  last  session  to  pre- 
vent a bad  bill  relating  to  the  use  of  diagnostic 
drugs  by  optometrists  from  becoming  law  is  ample 
testimony  that  RI^IPAC’s  potential  political  force 
is  indeed  no  longer  a lu.xury  but  a necessity;  how- 
ever, only  if  RIMPAC  evolves  into  a dynamic 
political  force  will  the  Council’s  foresight  be 
rewarded.  The  ultimate  beneficiaries  of  RIMPAC’s 
viability,  of  course,  will  be  the  citizens  of  Rhode 
Island. 


WILLIAM  W.  WHITE 

Civic  Leader  and  Friend  of  Medicine 


On  Friday,  November  8,  1969,  William  W. 
White  of  Providence  and  Rhode  Island  died 
suddenly  in  his  sixty-first  year. 

Bill  White  w'as  known  to  many  for  his  chari- 
table, business,  and  civic  accomplishments.  At 
the  time  of  his  death  he  was  chairman  of  the 
Rhode  Island  Hospital  Trust  National  Bank  and 
chairman  of  the  state  Recreational  Building 
.\uthority.  For  many  years,  he  gave  of  himself 
as  a board  member  and  treasurer  of  the  Provi- 
dence Lying-In  Hospital,  and  also  served  Blue 
Cross  in  the  same  capacities.  He  was  active  in 
civil  rights,  serving  for  a time  as  head  of  the 
United  Negro  College  Fund  Appeal  in  Rhode 
Island.  He  was  a kind,  warm,  and  charming  as 
friend,  husband,  and  father. 

These  facts  are  well  known. 

However,  many  do  not  know  that  in  World 
War  H he  served  as  an  administrative  officer 
for  the  physicians,  nurses,  and  enlisted  men  of 
the  48th  Evacuation  Hospital,  made  up  of  pro- 


fessional personnel  from  the  various  hospitals  of 
the  state,  mostly  from  the  Rhode  Island  Hospital. 
Coming  straight  from  the  banking  profession  to 
the  Medical  Administrative  Corps,  he  was  the 
first  officer  to  greet  the  newly  commissioned  and 
enlisted  officers  and  men  when  the  Rhode  Island 
medical  unit  was  activated  at  Fort  Devens  in 
June,  1942.  After  maneuvers  in  Tennessee,  he 
guided  the  administrative  side  of  this  Evacuation 
Hospital  through  the  two-and-a-half  years  of 
duty  in  India  and  Burma.  His  work  was  difficult 
in  dealing  with  new,  demanding,  and  diplomatic 
social  and  medical  problems  which  arose  con- 
tinually in  those  far-off,  foreign,  and,  at  times, 
perilous  frontiers.  He  was  a friend  to  the  enlisted 
men  and  to  the  nurses  and  doctors — always  cheer- 
ful, witty,  and  kind. 

Captain  William  W.  White,  A.U.S.,  ]M..\.C., 
was  one  of  us.  His  passing  will  not  be  forgotten 
by  the  medical  and  nursing  professions  of  Rhode 
Island.  John  A.  Dillon,  M.D. 
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THE  SNOWMOBILE,  A NEW  HAZARD 


With  the  coming  of  a new  winter  season  it  is 
appropriate  to  take  cognizance  of  the  growing 
menace  of  the  snowmobile,  an  increasingly  popular 
means  of  transportation.  Four  years  ago  an  esti- 
mated 5,000  snowmobiles  were  in  use  in  the  state 
of  Maine,  employed  primarily  by  wardens  and 
trappers.  During  the  1968-69  season  over  20,000 
of  these  vehicles  were  registered  by  Maine  resi- 
dents. Maine,  the  35th  state  in  population,  now 
ranks  fifth  in  the  number  of  snowmobiles,  and 
first  in  snowmobiles  per  capita.  Nearly  fifty  manu- 
facturers are  marketing  some  400  models  of  snow- 
mobiles. 

With  the  melting  of  the  final  snows  of  the 
1968-69  season  in  Maine,  a total  of  177  snow- 
mobile accidents  had  been  reported.  Severity  of 
the  accidents  ranged  from  minor  injuries  to  four 
fatalities.  Speed  in  excess  of  that  indicated  by 
conditions  was  the  commonest  basic  cause  of  the 
accidents.  Striking  unexpected  objects  or  un- 
expected change  of  terrain  were  frequent  causes. 
Such  objects  or  conditions  included  gates,  fences, 
tree  stumps,  barbed  wire,  steep  grades,  ice  slicks, 
dips  in  the  snow,  and  covered  extraneous  obstacles. 
.Occidents  frequently  involved  overturning  on  a 
hill,  grade,  or  ice  slick.  Striking  another  machine 
or  towed  sled  produced  casualties.  An  accident 
we  know  of,  not  included  in  this  series,  involved 
the  death  of  a teenager  on  a towed  sled.  Mechani- 
cal failures  resulted  from  frozen  throttles,  frag- 
menting clutches,  and  loss  of  steering.  Over  40 
per  cent  of  the  injuries  resulted  from  being  thrown 
from  a moving  machine.  Among  the  injuries  were 
fractures  (36  per  cent),  lacerations  (29  per  cent), 
sprains  (11  per  cent),  contusions  (10  per  cent), 
concussions  (five  per  cent),  and  dislocations  (two 
per  cent).  Most  injuries  (46  per  cent)  were  of 


the  lower  extremities,  but  all  parts  of  the  anatomy 
were  involved.  Twenty  per  cent  of  all  injuries 
involved  the  head  and  neck.  In  Minnesota  during 
the  same  season  there  were  two  decapitations.  In 
the  Maine  series  there  were  several  severe  injuries 
resulting  in  facial  bone  fractures,  and  laryngeal 
hematomas  from  contact  with  unseen  wires  at 
high  speed.  Jumping  of  snowmobiles,  a peculiar 
form  of  activity,  resulted  in  five  compression  frac- 
tures of  the  lumbar  and  thoracic  spine. 

A report  from  the  Mary  Hitchcock  Memorial 
Hospital  in  Hanover,  New  Hampshire  for  the 
season  1968-69  described  four  total  disabilities 
resulting  from  such  accidents.  The  1969-70  season 
showed  a similar  pattern,  but  with  an  alarming 
increase  in  the  volume  of  cases.  Canada  is  ex- 
periencing a similar  trend. 

The  high  speed  attainable  by  the  newer  ve- 
hicles contributes  to  the  problem.  Statistics  on  the 
contribution  of  alcohol  are  not  available,  but  it  is 
known  that  two  of  the  four  Maine  fatalities  in- 
volved prior  drinking.  Certainly  snowmobiles  and 
alcohol  are  poorly  miscible. 

All  in  all  these  exciting  new  and  popular  ve- 
hicles can  be  lethal  weapons  if  not  used  sensibly. 
The  same  degree  of  care,  responsibility,  good  judg- 
ment, and  adequate  maintenance  as  are  demanded 
with  automobiles  are  essential  if  the  injuries  and 
mayhem  are  to  be  kept  within  reasonable  bounds. 
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PERIPATETICS  — TURNPIKES 


This  is  the  story  of  a turnpike.  Since  the  New 
York  Times  and  the  Providence  Journal  devote 
editorial  space  to  autumn  leaves  and  the  first 
crocus,  we  need  not  apologize  for  apostrophizing 
a turnpike.  If  we  must  relate  our  subject  to  some- 
thing medical,  we  can  recall  that  our  turnpike 
runs  not  far  from  the  Zambarano  Memorial  Hos- 
pital (Wallum  Lake  to  you  old-timers!). 

We  have  always  had  a weakness  for  turnpikes. 
We  are  a turnpike  buff.  What  is  a turnpike?  In 


the  early  days  of  the  republic  enterprising  citizens 
formed  companies  to  cut  roads  cross-country  to 
avoid  the  meanderings  from  village  to  village  of 
the  old  cowpaths  and  Indian  trails.  These  often 
went  straight  as  a die  across  hill  and  dale.  They 
were  financed  by  the  collections  of  tolls,  and  were 
great  time-savers.  They  antedated  the  canals  and 
railroads.  These  in  turn  made  many  of  the  old 
turnpikes  obsolete  and  unprofitable,  which  there- 
(Continued  on  next  page) 


EDITORIALS 


631 


upon  then  returned  to  the  public  domain  as  free 
highways.  They  were,  in  a way,  the  forerunners 
of  the  modern  turnpikes  and  freeways.  Some  of 
these  turnpikes  became  the  main  highways  of  the 
future.  In  Rhode  Island  they  survive  in  such 
examples  as  the  Hartford,  Putnam,  and  Plainfield 
Pikes.  Others  have  survived  as  unimproved  roads, 
little  known,  crossing  the  countryside  to  their 
name  destination  like  the  flight  of  an  arrow.  One 
such  is  the  Xew  London  Turnpike,  which  takes 
off  at  Anthony,  becomes  the  !Main  Street  of  Center- 
ville, and  then  for  some  11  miles  of  unimproved 
highway  cuts  cross-country,  crosses  Pine  Hill,  and 
recrosses  Interstate  95  at  Wyoming,  where  it  be- 
comes Rhode  Island  State  Xo.  3. 

On  a recent  Sunday,  to  satisfy  a curiosity  of 
long  standing,  we  undertook  to  cover  the  whole 
length  of  the  Douglas  Pike.  We  were  destined  for 
surprises.  We  started  out  on  Douglas  Avenue  in 
the  Xorth  End  of  Providence.  After  crossing  IMin- 
eral  Spring  Avenue,  it  continues  as  a suburban 
road,  passing  a pretty  lake  and  well-kept  private 
homes.  By  gradual  transition  it  becomes  a pic- 
turesque country  road,  narrow,  blacktopped.  and 
woodsy,  but,  characteristically,  straight,  not  wind- 
ing. After  crossing  circumferential  Rhode  Island 
highway  102  (the  \’ictory  Highway),  it  heads  for 
the  Massachusetts  State  line. 

The  real  surprise  lies  ahead,  for  more  than  five 
miles  in  ^Massachusetts  it  is  totally  unimproved — 


narrow,  the  width  of  one  car,  dirt  and  gravel.  It 
traverses  a sylvan  wilderness  with  rocks  and 
rocky  ledges.  Ferns  gre\v  profusely  alongside  the 
road.  The  old  stone  walls  are  signs  of  one-time 
habitation.  While  the  trees  are  undoubtedly  second 
growth,  they  give  one  a feeling  of  remoteness  not 
common  in  these  environs. 

Suddenly  one  emerges  upon  a little  Xew  Eng- 
land town  of  a few  white  colonial  homes,  a small 
village  green,  and  a country  church.  Can  this 
be  Douglas,  which  in  the  early  days  w'as  considered 
important  enough  to  inspire  the  building  of  a 
twenty-five  mile  turnpike?  Yes  indeed — one  of 
the  miscalculations  of  our  early  forebears,  like 
the  Ten  Rod  Road  of  South  County. 

An  1839  gazetteer  gave  the  population  of  Doug- 
las as  1742  and  described  it  as  follows:  “Here 
is  good  meadow  land,  iron  ore,  and  valuable  w'ater 
privileges  on  Slumlord  River.  In  this  town  was 
manufactured,  in  1836,  $55,000  value  of  cotton 
goods;  boots  and  shoes,  $5,250;  leather,  $1,500; 
and  $116,400  of  axes  and  hatchets;  besides  large 
quantities  of  hatchet  handles  and  shoe  lasts.” 
^luch  more  we  are  sure  than  in  1969.  Its  f>opu- 
lation  in  1927  was  2,181.  We  don’t  know  what 
the  1970  census  wall  reveal. 

If  you  sometime  need  a good  tranquilizer,  spend 
an  autumn  or  spring  Sunday  afternoon  traveling 
the  Douglas  Pike  to  Douglas,  and  return  bj'^  w'ay 
of  Wallum  Lake. 


THE  END 

The  1969  annual  report  of  the  John  and  IMary 
R.  Markle  Foundation,  published  earlier  this 
year,  announced  the  termination  of  its  program 
of  grants  for  Scholars  in  Academic  Jkledicine.  Re- 
tiring president  John  Russell  reported  that  over 
a period  of  23  years  the  foundation  had  awarded 
iMarkle  Scholar  grants  to  over  500  medical  school 
faculty  members  in  the  PInited  States  and  Can- 
ada, including  25  during  its  final  year  of  operation. 
Each  grant  provided  $30,000  in  support  of  the 
career  development  of  the  recipient.  Since  1948 
over  $16  million  was  appropriated  for  this  pur- 
pose. 


F A LINE 

^larkle  Scholars  have  achieved  many  leader- 
ship positions  in  medical  education.  We  believe 
that  it  has  played  some  part  in  the  careers  of 
scholars  affiliated  with  the  Brown  University 
program.  It  is  impossible,  as  retiring  president 
Russell  pointed  out,  to  evaluate  the  full  effects 
of  the  program,  since  no  means  exists  to  measure 
all  of  the  effects  of  a grant  in  the  life  of  a 
scholar.  Yet  the  prestige  of  these  scholarships 
w^as  based  upon  the  respect  which  its  recipients 
earned.  It  is  quite  likely  that  history  will  give 
a high  place  to  the  Markle  Scholarships  in  the 
development  of  academic  medicine. 
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CALORIES  / 7 oz  Serving* 


Beef  Broth 
Consomm6 
Chicken  with  Rice 
Chicken  Gumbo 
Chicken  Noodie 
Cream  of  Potato 
Chicken  Vegetable 
Vegetable  Beef 


Vegetable 

Tomato 

Cream  of  Asparagus 
Cream  of  Chicken 
Cream  of  Mushroom 
Green  Pea 

Cream  of  Shrimp  (Frozen) 
Bean  with  Bacon 


115 


116 


133 


In  planning  high  or  low  calorie  diets,  Campbell’s  more  than 
50  different  soups  offer  you  a wide  choice.  And,  most  of 
Campbell’s  Soups  contain  a wide  variety  of  ingredients  that 
can  serve  as  supplementary  sources  of  many  essential 
nutrients. 

• From  “Nutritive  Composition  of  Campbell’s  Products”  which 
gives  values  of  important  nutritive  constituents  of  all  Campbell’s 
Products.  For  your  copy,  write  to  Campbell  Soup  Company, 
Dept.  536,  Camden,  New  Jersey  08101. 


rheres  a soup 

for  almost  every  patient  and  diet 
...for  every  meal  ^ . 

and,  it's  made  by  VCUHfiOal 


iSearJes  unique  progestin  with  an  unmatched  record  ot  ' 

acceptance  in  oral  contraception,  and  50  meg.  of  ethinyl  estradiol 
The  same  low  incidence  of  breakthrough  bleeding  and  of  other  side  effects  you  have  j 
come  to  appreciate  with  ethynodiol  diacetate  and  mestranol  plus 
all  the  convenient  dosage  schedule  and  packaging  features  you  expect  from  Searle. 

The  choice  is  yours! 


in  oral  contraception  ^ 

^emltderL 

Each  tablet  contains  I ethynodioJ  diacetatelSOmcAethinyi  estradiol 


tablet  contains  I mg  ethynodioJ  diacetatefSOmcgethinyl  estradiol 


>ic<ions— Demulen  acts  to  prevent  ovulation  by  inhibiting  the  output 
of  gonadotropins  from  the  pituitary  gland.  Demulen  depresses  the  out- 
put of  both  the  follicle-stimulating  hormone  (FSH)  and  the  luteinizing 
hormone  (LH) . 

Special  note:  Oral  contraceptives  have  been  marketed  in  the  United 
States  since  1960.  Reported  pregnancy  rates  vary  from  product  to  prod- 
uct. The  effectiveness  of  the  sequential  products  appears  to  be  some- 
what lower  than  that  of  the  combination  products.  Both  types  provide 
almost  completely  effective  contraception. 

An  increased  risk  of  thromboembolic  disease  associated  with  the  use 
of  hormonal  contraceptives  has  now  been  shown  in  studies  conducted 
in  both  Great  Britain  and  the  United  States.  Other  risks,  such  as  those 
of  elevated  blood  pressure,  liver  disease  and  reduced  tolerance  to  car- 
bohydrates, have  not  been  quantitated  with  precision.  Long-term  ad- 
ministration of  both  natural  and  synthetic  estro- 
gens in  subprimate  animal  species  in  multiples 
of  the  human  dose  increases  the  frequency  of 
some  animal  carcinomas.  These  data  cannot  be 
transposed  directly  to  man.  The  possible  car- 
cinogenicity due  to  the  estrogens  can  be  neither 
affirmed  nor  refuted  at  this  time.  Close  clinical 
surveillance  of  all  women  taking  oral  contra- 
ceptives must  be  continued. 

Indication — Demulen  is  indicated  for  oral  con- 
traception. 

Contraindications — Patients  with  thrombophle- 
bitis. thromboembolic  disorders,  cerebral  apo- 
plexy or  a past  history  of  these  conditions,  mark- 
edly impaired  liver  function,  known  or  suspected 
carcinoma  of  the  breast,  known  or  suspected 
estrogen-dependent  neoplasia  and  undiagnosed 
abnormal  genital  bleeding. 

Warnings — The  physician  should  be  alert  to 
the  earliest  manifestations  of  thrombotic  dis- 
orders (thrombophlebitis,  cerebrovascular  dis- 
orders, pulmonary  embolism  and  retinal  throm- 
bosis). Should  any  of  these  occur  or  be  suspected 
the  drug  should  be  discontinued  immediately. 

Retrospective  studies  of  morbidity  and  mor- 
tality in  Great  Britain  and  studies  of  morbidity 
in  the  United  States  have  shown  a statistically 
significant  association  between  thrombophlebitis, 
pulmonary  embolism,  and  cerebral  thrombosis 
and  embolism  and  the  use  of  oral  contraceptives. There  have  been  three 
principal  studies  in  Britaint  -1  leading  to  this  conclusion,  and  one^  in 
this  country.  The  estimate  of  the  relative  risk  of  thromboembolism  in 
the  study  by  Vessey  and  Doll-*^  was  about  sevenfold,  while  Sartwell  and 
associates'*  in  the  United  States  found  a relative  risk  of  4.4,  meaning 
that  the  users  are  several  times  as  likely  to  undergo  thromboembolic 
disease  without  evident  cause  as  nonusers.  The  American  study  also 
indicated  that  the  risk  did  not  persist  after  discontinuation  of  adminis- 
tration, and  that  it  was  not  enhanced  by  long-continued  administration. 
The  American  study  was  not  designed  to  evaluate  a difference  between 
products.  However,  the  study  suggested  that  there  might  be  an  in- 
creased risk  of  thromboembolic  disease  in  users  of  sequential  products. 
This  risk  cannot  be  quantitated,  and  further  studies  to  confirm  this 
finding  are  desirable. 

Discontinue  medication  pending  examination  if  there  is  sudden  par- 
tial or  complete  loss  of  vision,  or  if  there  is  a sudden  onset  of  proptosis, 
diplopia  or  migraine.  If  examination  reveals  papilledema  or  retinal  vas- 
cular lesions  medication  should  be  withdrawn. 

Since  the  safety  of  Demulen  in  pregnancy  has  not  been  demonstrated, 
it  is  recommended  that  for  any  patient  who  has  missed  two  consecutive 
periods  pregnancy  should  be  ruled  out  before  continuing  the  contra- 
ceptive regimen.  If  the  patient  has  not  adhered  to  the  prescribed 
schedule  the  possibility  of  pregnancy  should  be  considered  at  the  time 
of  the  first  missed  period. 

A small  fraction  of  the  hormonal  agents  in  oral  contraceptives  has 
been  identified  in  the  milk  of  mothers  receiving  these  drugs.  The  long- 
range  effect  to  the  nursing  infant  cannot  be  determined  at  this  time. 

Precautions — The  pretreatment  and  periodic  physical  examinations 
should  include  special  reference  to  the  breasts  and  pelvic  organs, 
including  a Papanicolaou  smear,  since  estrogens  have  been  known  to 
produce  tumors,  some  of  them  malignant,  in  five  species  of  subprimate 
animals.  Endocrine  and  possibly  liver  function  tests  may  be  affected 
by  treatment  with  Demulen.  Therefore,  if  such  tests  are  abnormal  in 
a patient  .taking  Demulen,  it  is  recommended  that  they  be  repeated 


after  the  drug  has  been  withdrawn  for  two  months.  Under  the  influ- 
ence of  progestogen-estrogen  preparations  preexisting  uterine  fibromy- 
omas  may  increase  in  size.  Because  these  agents  may  cause  some 
degree  of  fluid  retention,  conditions  which  might  be  influenced  by  this 
factor,  such  as  epilepsy,  migraine,  asthma,  cardiac  or  renal  dysfunction, 
require  careful  observation.  In  breakthrough  bleeding,  and  in  all  cases 
of  irregular  bleeding  per  vaginam,  nonfunctional  causes  should  be 
borne  in  mind.  In  undiagnosed  bleeding  per  vaginam  adequate  diag- 
nostic measures  are  indicated.  Patients  with  a history  of  psychic  de- 
pression should  be  carefully  observed  and  the  drug  discontinued  if  the 
depression  recurs  to  a serious  degree.  Any  possible  influence  of  pro- 
longed Demulen  therapy  on  pituitary,  ovarian,  adrenal,  hepatic  or 
uterine  function  awaits  further  study.  A decrease  in  glucose  tolerance 
has  been  observed  in  a significant  percentage  of  patients  on  oral  contra- 
ceptives. The  mechanism  of  this  decrease  is  ob- 
scure. For  this  reason,  diabetic  patients  should 
be  carefully  observed  while  receiving  Demulen 
therapy.  The  age  of  the  patient  constitutes  no 
absolute  limiting  factor,  although  treatment  with 
Demulen  may  mask  the  onset  of  the  climacteric. 
The  pathologist  should  be  advised  of  Demulen 
therapy  when  relevant  specimens  are  submitted. 
Susceptible  women  may  experience  an  increase 
in  blood  pressure  following  administration  of 
contraceptive  steroids. 

Adverse  reactions  observed  in  patients  receiv- 
ing oral  con^racepfives — A statistically  significant 
association  has  been  demonstrated  between  use 
of  oral  contraceptives  and  the  following  serious 
adverse  reactions : thrombophlebitis,  pulmonary 
embolism  and  cerebral  thrombosis. 

Although  available  evidence  is  suggestive  of 
an  association,  such  a relationship  has  been 
neither  confirmed  nor  refuted  for  the  following 
serious  adverse  reactions;  neuro-ocular  lesions, 
e.g.,  retinal  thrombosis  and  optic  neuritis. 

The  following  adverse  reactions  are  known  to 
occur  in  patients  receiving  oral  contraceptives : 
nausea,  vomiting,  gastrointestinal  symptoms 
(such  as  abdominal  cramps  and  bloating),  break- 
through bleeding,  spotting,  change  in  menstrual 
flow,  amenorrhea  during  and  after  treatment, 
edema,  chloasma  or  melasma,  breast  changes 
(tenderness,  enlargement  and  secretion),  change  in  weight  (increase  or 
decrease),  changes  in  cervical  erosion  and  cervical  secretions,  suppres- 
sion of  lactation  when  given  immediately  post  partum,  cholestatic  jaun- 
dice, migraine,  rasJi  (allergic),  rise  in  blood  pressure  in  susceptible 
individuals  and  mental  depression. 

Although  the  following  adverse  reactions  have  been  reported  in 
users  of  oral  contraceptives,  an  association  has  been  neither  confirmed 
nor  refuted:  anovulation  post  treatment,  premenstrual-like  syndrome, 
changes  in  libido,  changes  in  appetite,  cystitis-like  syndrome,  head- 
ache, nervousness,  dizziness,  fatigue,  backache,  hirsutism,  loss  of 
scalp  hair,  erythema  multiforme,  erythema  nodosum,  hemorrhagic 
eruption  and  itching. 

The  following  laboratory  results  may  be  altered  by  the  use  of  oral 
contraceptives:  hepatic  function:  increased  sulfobromophthalein  re- 
tention and  other  tests;  coagulation  tests:  increase  in  prothrombin. 
Factors  VII,  VIII,  IX  and  X;  thyroid  function:  increase  in  PBl  and 
butanol  extractable  protein  bound  iodine,  and  decrease  in  T3  uptake 
values;  metyrapone  test  and  pregnanediol  determination. 

References.-  I.  Royal  College  of  General  Practitioners:  Oral  Con- 
traception and  Thrombo-Embolic  Disease,  J.  Coll.  Gen.  Pract.  13: 
267-279  (May)  1967.  2.  Inman,  W.  H.  W.,  and  Vessey,  M.  P. : In- 
vestigation of  Deaths  from  Pulmonary,  Coronary,  and  Cerebral 
Thrombosis  and  Embolism  in  Women  of  Child-Bearing  Age,  Brit. 
Med.  J.  2:193-199  (April  27)  1968.  3.  Vessey,  M.  P.,  and  Doll,  R.: 
Investigation  of  Relation  Between  Use  of  Oral  Contraceptives  and 
Thromboembolic  Disease.  A Further  Report,  Brit.  Med.  J.  2:651- 
657  (June  14)  1969.  4.  Sartwell.  P.  E.;  Masi,  A.  T.;  Arthes,  F.  G.; 
Greene,  G.  R.,  and  Smith,  H.  E. : Thromboembolism  and  Oral  Con- 
traceptives: An  Epidemiologic  Case-Control  Study,  Amer.  J.  Epidem. 
90:365-380  (Nov.)  1969.  0A4 
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THROUGH  THE  MICROSCOPE 

(Concluded  from  Page  601) 

RIMPAC  OFFICERS  ELECTED 

A meeting  of  the  Rhode  Island  Medical  Political 
Action  Committee  was  held  at  the  Hope  Club, 
Providence  on  September  14,  1970.  The  chairman, 
William  J.  MacDonald,  M.D.,  called  the  meeting 
to  order. 

In  attendance  were:  Doctors  William  J.  Mac- 
Donald, John  J.  Cunningham,  Stanley  Davies, 
Jeannette  Vidal,  Richard  Kraemer,  Earl  J.  Mara, 
Paul  E.  Barber,  and  Mr.  Edward  J.  Lynch,  As- 
sistant Executive  Secretary  of  the  Rhode  Island 
Medical  Society. 

The  committee  drew  up  a new  slate  of  officers 
as  follows:  Chairman  John  J.  Cunningham,  M.D.; 
Vice  President  Carl  F.  DeLuca,  M.D.;  Secretary 
Mrs.  Thomas  Head;  and  Treasurer  Stanley 
Davies,  M.D. 

The  session  followed  the  meeting  of  the  Council 
of  the  Rhode  Island  Medical  Society  during  which 
the  Council  reaffirmed  the  purposes  of  RIMPAC. 

DIET  COUNSELING  SERVICE 
NEW  SERVICE  AVAILABLE 

With  many  pressures  from  all  sides,  (i.e., 
more  patients,  less  time,  more  involvement  in 
community  activities),  each  physician  is  faced 
with  establishing  priorities  for  the  care  of  his 
patients.  One  helping  hand  that  has  been  of- 
fered to  the  overworked  physician  has  been 
the  development  of  the  health  team  approach. 
With  the  doctor  as  the  captain  of  the  team, 
other  health  personnel  are  working  under  the 
physician’s  guidance  to  aid  the  patient  to  re- 
covery. 

One  area  in  which  the  physician  can  now 
receive  additional  help  is  in  the  area  of  diet 
counseling.  As  of  June  1st,  The  Diet  Counseling 
Service,  a demonstration  project  to  provide 
dietary  guidance  to  any  individual  with  an 
appropriate  referral,  opened  an  office  located 
in  the  Metropolitan  Providence  area,  easily 
accessible  from  major  traffic  routes  and  by 
public  transportation. 

The  service  will  be  available  to  the  large 
group  of  non-hospitalized  patients  from  all 
socio-economic  levels  who  reside  in  or  near 
Rhode  Island  who  either  are  not  eligible  for 
or  do  not  have  access  to  such  services. 

After  the  patient  is  referred  to  the  Diet 


Counseling  Service  by  the  physician,  the  patient 
calls  for  an  appointment  with  the  Diet  Coun- 
selor. During  the  first  of  two  visits  there  will 
be  an  assessment  of  present  food  habits,  eating 
practices  and  related  factors,  the  development 
of  a written  plan  for  appropriate  dietary  coun- 
seling, and  a translation  of  the  plan  to  the 
individual.  At  the  second  visit  any  alterations 
in  the  diet  plan  will  be  made  and  questions 
answered. 

After  each  visit  a brief  report  of  the  pertinent 
information  will  be  sent  to  the  physician.  If 
further  counseling  is  needed,  the  physician  will 
initiate  it.  Otherwise,  patient  contact  is  termi- 
nated. 

A fee  will  be  charged,  which  includes  the 
initial  and  follow-up  visit,  or  even  a home 
visit,  if  necessary.  Fees  may  be  reduced  upon 
the  recommendation  of  the  physician. 

It  is  hoped,  as  the  program  progresses,  that 
office  arrangements  will  be  secured  by  inter- 
ested agencies  for  satellite  services  available 
throughout  the  state. 

Evaluation  of  the  program  will  help  to  de- 
termine future  plans. 

This  Diet  Counseling  Service,  believed  to  be 
the  first  state-wide  program  in  the  nation,  offers 
Rhode  Island  a unique  chance  to  set  standards 
and  patterns  for  other  states.  Support  from  area 
physicians  will  enable  it  to  become  a model 
for  others. 


ONE  SENTENCE  ESSAY 

It  may  be  one  of  the  last  vestiges  of  American 
Puritanism  that  entertaining  sex  is,  in  the  courts 
redeemed  by  poor  sociology. 

. . . Pauline  Kael,  Cinema  reviewer  for  The 
New  Yorker  magazine  
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(Continued  from  Page  589) 
hospital  costs  and  it  fully  supports  the  ^ledical 
Economics  Council's  efforts  to  establish  effective 
Cost  Containment  Committees  within  hospitals 
and  so  notifies  the  hospitals  of  Rhode  Island  of 
the  same. 

SOCIAL  WELFARE  COMMITTEE 
Dr.  Peter  iMatheiu,  Jr.,  Chairman,  reviewed  the 
report  of  the  Social  Welfare  Committee  printed 
in  the  handbook.  In  answer  to  inquiries  Dr. 
iNIathieu  said  that  effective  January  1,  1971  the 
fee  allowed  for  routine  follow-up  office  visits  would 
be  increased  according  to  the  usual  and  customary 
fee  of  a physician  to  a maximum  of  $10  per  visit 
and  as  recommended  and  approved  by  the  Title 
XVm  Fiscal  Intermediary.  Doctor  Mathieu  also 
asked  for  a reversal  of  the  trend  of  sending  wel- 
fare patients  to  the  accident  rooms,  to  private 
physicians  who  would  treat  these  patients.  He 
also  suggested  a referral  from  one  physician  to 
another  in  the  case  of  a welfare  patient,  rather 
than  having  the  hospital  accident  room  treat  the 
person. 

Action-.  A motion  was  made,  seconded,  and 
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voted  that  the  report  of  the  Social  Welfare  Com- 
mittee be  approved  and  placed  on  file. 

INDUSTRIAL  HEALTH  COMMITTEE 
Dr.  Robert  P.  Sarni,  Chairman,  reviewed  the 
report  of  his  committee  on  Industrial  Health  as 
presented  in  the  handbook. 

Action-.  A motion  was  made,  seconded,  and 
voted  that  the  report  of  the  Industrial  Health 
Committee  be  approved  and  placed  on  file. 

MATERNAL  HEALTH  COMMITTEE 
Dr.  Bertram  H.  Buxton,  Jr.  reviewed  the  report 
by  the  iMaternal  Health  Committee  on  abortion 
and  stated  that  he  had  no  additions  to  the  report 
as  submitted  in  the  handbook. 

Action-.  A motion  was  made,  seconded,  and 
voted  that  the  report  of  the  iMaternal  Health 
Committee  be  approved  and  placed  on  file. 

COMMITTEE  REPORTS 

The  Speaker  noted  that  several  reports  were 
included  in  the  handbook  that  offered  informa- 
tion for  the  House,  but  did  not  include  any 
special  recommendations  for  action  by  the  House. 
He  asked  for  approval  of  these  reports. 

Action:  \ motion  was  made,  seconded  and 
voted  that  the  reports  of  the  committees  on 
Blood  Bank,  Medical  Aspect  of  Sports,  Con- 
tinuing ^ledical  Education,  Disaster,  Physicians 
Service,  and  Mental  Health  be  approved. 

MISCELLANEOUS  BUSINESS 
^Ir.  John  E.  Farrell,  E.xecutive  Secretary,  an- 
nounced that  Dr.  B.  .\bramson  of  Block  Island, 
elected  a member  of  the  Washington  County 
^Medical  Society,  was  the  first  osteopathic  physi- 
cian to  make  application  to  the  Rhode  Island 
^ledical  Society. 

ADJOURNMENT 

The  meeting  was  adjourned  at  9:45  p.m. 

STEPHEN  J.  HOVE,  M.D. 

Secretary. 

REPORT  OF  THE  SECRETARY 
Stephen  J.  Hoye,  M.D. 

Since  the  March  meeting  of  the  House  of  Dele- 
gates the  Council  has  taken  the  following  actions; 

1.  It  has  heard  a report  of  future  planning 
and  development  of  the  Brown  University  iMedical 
School  by  Dr.  Henry  T.  Randall,  Chairman  of  the 
University’s  planning  committee  of  the  depart- 
ment of  medical  sciences,  and  it  commended  him 
and  the  department  for  seeking  a strong  liaison 
with  the  profession  locally.  It  also  approved  in 
principle  the  aims  as  expressed  bt^  Doctor  Ran- 
dall, and  it  voted  to  recommend  to  the  House  of 
Delegates  that  a liaison  committee  be  named  to 
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work  with  the  University’s  Department  of  Medical 
Sciences  in  the  task  of  developing  and  expanding 
the  program. 

2.  It  approved  of  an  appropriation  of  $100 
to  assist  the  Committee  on  the  iVledical  Aspvect 
of  Sports  with  the  expenses  of  its  annual  confer- 
ence held  at  Kingston  in  August. 

3.  It  authorized  the  President  to  name  a mem- 
ber to  represent  the  Society  at  an  AMA  meeting 
on  Medical  Manpower  scheduled  for  October,  1970. 

4.  It  voted  that  the  Society  should  not  provide 
financial  assistance  to  the  Health  Planning  Coun- 
cil, and  it  authorized  the  treasurer  to  inform  that 
Council  of  the  reasons  why  funds  cannot  be  made 
available. 

5.  It  voted  that  the  Society’s  representatives 
on  the  Blue  Cross  Board  of  Directors  be  asked 
to  report  at  least  annually  to  the  House  of  Dele- 
gates on  Blue  Cross  activities. 

6.  It  authorized  the  President  to  name  a nomi- 
nating committee  to  submit  nominees  as  Delegate 
and  .Alternate  Delegate  of  the  Society  to  the  House 
of  Delegates  of  the  Ameilcan  Medical  Association. 

7.  It  approved  of  the  bylaws  of  the  Rhode 
Island  Health  Research  Services,  Inc.,  and  it  named 
Dr.  Stanley  D.  Simon  as  the  Society’s  trustee  to 
this  new  organization.  It  also  recommended  that 
the  new  organization  permit  the  naming  of  an 
alternate  trustee  in  order  that  the  Society  may  be 
assured  of  representation  at  every  meeting. 

8.  It  approved  of  a proposed  Health  Careers 
project  of  the  Rhode  Island  Council  of  Com- 
munity Services  with  which  the  Society’s  Woman’s 
Auxiliary  is  closely  identified. 

9.  It  authorized  the  Board  of  Trustees  of  the 
Medical  Library  to  proceed  with  the  installation 
of  a rare  book  room  in  the  Library  basement,  and 
it  authorized  payment  of  the  necessary  funds  to 
complete  the  project. 

10.  It  voted  that  the  Society  provide  the  dis- 
trict medical  societies  with  guidelines  relative  to 
osteopathic  physician  membership. 

(See  Appendix  O) 

11.  It  approved  of  recommendations  from  the 
Medical  Economics  committee  regarding  the  cov- 
erage of  physicians’  charges  under  the  Society’s 
group  Blue  Cross-Blue  Shield  plan  for  the  mem- 
bership which  is  subject  to  renewal  November  1st. 

12.  It  approved  of  the  appointment  of  Dr.  Wil- 
liam J.  MacDonald  as  alternate  trustee  to  the 
Rhode  Island  Health  Research  Services,  Inc. 

13.  It  approved  of  the  appointments  by  the 
President  of  Dr.  Irving  Beck  as  trustee-at-large 


to  the  board  of  trustees  of  the  Medical  Library 
for  1971  and  of  Dr.  Howard  Browne,  Jr.  of  New- 
port as  the  Society’s  representative  to  the  AMA 
National  Conference  of  State  Medical  Association 
Representatives  on  Continuing  Medical  Educa- 
tion. 

14.  It  was  informed  that  the  Society’s  Nurse 
of  the  Year  Award  will  be  given  at  the  annual 
meeting  of  the  Rhode  Island  Nurses  Association 
on  October  14th. 

15.  It  was  informed  that  the  Governor,  at  the 
request  of  the  President,  had  named  five  members 
of  the  Society  to  various  state  study  commissions 
established  by  the  General  Assembly  at  its  recent 
session. 

16.  It  reviewed  and  approved  of  the  proposed 
budget  of  the  Society  for  1971  and  adopted  a 
recommendation  that  membership  dues  for  that 
year  remain  unchanged. 

APPENDIX  O 

MEMBERSHIP  OF  OSTEOPATHIC  PHYSICIANS 

IN  DISTRICT  MEDICAL  SOCIETIES  OF  THE 

On  October  5,  1969,  the  House  of  Delegates 
of  the  Rhode  Island  Medical  Society  adopted  and 
amended  a report  of  a special  Ad  Hoc  Committee 
on  osteopathic  physicians’  membership  in  medical 
societies  in  Rhode  Island. 

That  report  stated  that  “it  should  be  clearly 
noted  that  the  Rhode  Island  Medical  Society  has 
never  altered  its  bylaws  relating  to  membership 
to  bar  any  physician  from  membership  who  has 
been  qualified  by  his  county  medical  society  on  the 
following  basis: 

1.  That  he  is  licensed  to  practice  medicine  and 
surgery  in  Rhode  Island 

2.  That  he  reside  or  practice  in  the  territorial 
jurisdiction  of  the  (county)  society,  except  as  the 
rules  and  regulations  of  this  (Rhode  Island  Medi- 
cal) Society  may  otherwise  provide. 

3.  That  he  abide  by  the  Code  of  Ethics  of 
the  American  Medical  Association. 

4.  That  he  does  not  practice  or  claim  to  prac- 
tice any  school  or  system  of  sectarian  medicine 
or  healing. 

GUIDELINES 

On  the  basis  of  this  policy  the  Council  of  the 
Society  proposes  the  following  guidelines  for  ad- 
missions or  membership  committees  of  the  district 
medical  societies  in  answer  to  inquiries  from  such 
societies: 

(Continued  on  next  page) 
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1.  Licensure  must  be  for  unrestricted  medicine 
and  surgery. 

2.  The  applicant  should  be  informed  of  the 
present  code  of  ethics  of  the  American  ^ledical 
Association  to  which  the  Rhode  Island  iSIedical 
Society  subscribes. 

3.  The  applicant  should  declare  in  writing 
that  he  does  not  practice  or  claim  to  practice  any 
school  or  system  of  sectarian  medicine  or  healing. 
Such  affidavit  may  be  made  part  of  the  applica- 
tion for  membership,  or  an  appendix  or  rider  to 
such  application. 

PRINCIPLES  OF  MEDICAL  ETHICS 
Preamble 

These  principles  are  intended  to  aid  physicians 
individually  and  collectively  in  maintaining  a high 
level  of  ethical  conduct.  They  are  not  laws  but 
standards  by  which  a physician  may  determine  the 
propriety  of  his  conduct  in  his  relationship  with 
patients,  with  colleagues,  with  members  of  allied 
professions,  and  with  the  public. 

Section  1 

The  principal  objective  of  the  medical  profes- 
sion is  to  render  service  to  humanity  with  full 
respect  for  the  dignity  of  man.  Physicians  should 


merit  the  confidence  of  patients  entrusted  to  their 
care,  rendering  to  each  a full  measure  of  service 
and  devotion. 

Section  2 

Physicians  should  strive  continually  to  improve 
medical  knowledge  and  skill,  and  should  make 
available  to  their  patients  and  colleagues  the 
benefits  of  their  professional  attainments. 

Section  3 

A physician  should  practice  a method  of  healing 
founded  on  a scientific  basis;  and  he  should  not 
voluntarily  associate  professionally  with  anyone 
who  violates  this  principle. 

Section  4 

The  medical  profession  should  safeguard  the 
public  and  itself  against  physicians  deficient  in 
moral  character  or  professional  competence.  Phy- 
sicians should  observe  all  laws,  uphold  the  dignity 
and  honor  of  the  profession  and  accept  its  self- 
imposed  disciplines.  They  should  expose,  without 
hesitation,  illegal  or  unethical  conduct  of  fellow 
members  of  the  profession. 

Section  5 

\ physician  may  choose  whom  he  will  serve. 
In  an  emergency,  however,  he  should  render  service 
(Continued  on  Page  637) 


Wherever  you  go, 
forget  your  telephone 
calls.  We  ll  take  them 
for  you,  day  or  night. 
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Indications:  When  used  as  adjunctive  theraf^  for  the  rapid 
resolution  of  irrflammation  artd  edema,  good  results  have 
been  obtained  in: 

o Accidental  Trauma  □ Postoperative  Tissue  Reactions. 
Other  conventior^l  measures  of  treatment  should  be  used 
as  ir>dicated.  In  infection,  appropriate  anti-infective  therapy 
should  be  given. 

Contraindkations;  ORENZYME  BiTABS  should  not  be  given 
to  patients  witha  known  sensitivity  to  tr^>sinorchymotrypsin. 
Precautions:  tt  should  be  used  with  caution  in  patients  with 
abnormality  of  the  blood  clotting  mechanism  such  as  hemo> 
philia,  or  with  severe  hepatic  or  renal  disease.  Safe  use  in 
pregnancy  has  rwt  been  established. 

Adverse  ftoactions:  Adverse  reactiorts  with  ORENZYME  have 
been  reported  Infrequently.  Reports  irtclude  allergic  mani- 
festations Irash,  urticaria.  Itching),  gastrointestinal  upset 
and  increased  speed  of  dissolution  of  animal-origin  surgical 
sutures.  There  have  been  isolated  reports  of  anaphylactic 
shock,  albuminuria  and  hematuria.  Irtcreased  tenderKY  to 
bleed  has  also  been  reported  but.  in  corttrolled  studies,  it 
has  boon  seen  with  equal  incidertce  in  placebo-treated 
groups.  (See  Precautiorts.)  it  is  recommended  that  if  side 
effects  occur  medication  be  discontinued. 

: Orte  tablet  q.i.d. 
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Bitabs 


Trypsin:  100,000  N.F.  Units,  Chymotrypsin:  8,000  N.F.  Units;  equivalent  in  tryptic  activity  to  40  mg.  of  N.F  trypsin 


A 

BUILDING  BLOCK 
TO  RECOVERY 


e therapy 


DOUBLE  STRENGTH 

C^enzyme 
Bitabs 


One  toblet  q.i.d. 


Irmin  lOOXIOON.f  Uild>.Chynia<ry|iwi  84)00 N.r  Units; 
m iTtste  icimtjr  to  40  nif.  o(  N .F.  tr,jwn 

Reduces  swelling 
Hastens  healing 
Speeds  recovery 


I 


Tfie  causes  of  vaginitis 
ore  multiple 


Trichomonads . . . monilia . . . bacteria 

You  can  depend  on  AVC  — compreh 
therapy  that  combats  all  three  major  v 
pathogens,  alone  or  in  combination. 


AVC 

Cream  (aminacrine  hydrochloride  0.2%,  sulfanilamide 
1 5.0%,  oilontoin  2.0%) 

Suppositories  (aminacrine  hydrochloride  0.014  Gm.,  sul- 
fanilamide 1.05  Gm.,  allantoin  0.14  Gm.) 


■ indications:  Known  sensitivity  to  suifonomides. 
itions/ Adverse  Reactions:  The  usual  precautions  for  topical 
stemic  sulfonamides  should  be  observed  because  of  the  pos- 
of  obsorption.  Burning,  increased  local  discomfort,  skin 
jrticario  or  other  monifestations  of  sulfonomide  toxicity  are 
reasons  to  discontinue  treotment. 

Dosage:  One  applicatorful  or  one  suppository  intravagi- 
nally  once  or  twice  doily. 

Supplied:  Cream  — Four-ounce  tube  with  or  without  applicator. 
Suppositories  — Box  of  12  with  applicotor. 

TRADEMARK:  AVC  AV-007A  7/70  Y 149 

THE  NATIONAL  DRUG  COMPANY 

DIVISION  OF  RICHARDSON  MERRELL  INC 
PHILADELPHIA.  PENNSYLVANIA  19144 


AVC 

The  treatment  is  singular 
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to  the  best  of  his  ability.  Having  undertaken  the 
care  of  a patient,  he  may  not  neglect  him;  and 
unless  he  has  been  discharged  he  may  discontinue 
his  services  only  after  giving  adequate  notice.  He 
should  not  solicit  patients. 

Section  6 

A physician  should  not  dispose  of  his  services 
under  terms  or  conditions  ivhich  tend  to  interfere 
with  or  impair  the  free  and  complete  exercise  of 
his  medical  judgment  and  skill  or  tend  to  cause 
a deterioration  of  the  quality  of  medical  care. 
Section  7 

In  the  practice  of  medicine  a physician  should 
limit  the  source  of  his  professional  income  to 
medical  services  actually  rendered  by  him,  or 
under  his  supervision,  to  his  patients.  His  fee 
should  be  commensurate  with  the  services  rendered 
and  the  patient’s  ability  to  pay.  He  should  neither 
pay  nor  receive  a commission  for  referral  of 
patients.  Drugs,  remedies  or  appliances  may  be  dis- 
pensed or  supplied  by  the  physician  provided  it 
is  in  the  best  interests  of  the  patient. 

Section  8 

A physician  should  seek  consultation  upon  re- 
quest; in  doubtful  or  difficult  cases;  or  whenever 
it  appears  that  the  quality  of  medical  service 
may  be  enhanced  thereby. 

Section  9 

A physician  may  not  reveal  the  confidences  en- 
trusted to  him  in  the  course  of  medical  attendance, 
or  the  deficiencies  he  may  observe  in  the  char- 
acter of  patients,  unless  he  is  required  to  do  so 
by  law  or  unless  it  becomes  necessary  in  order  to 
protect  the  welfare  of  the  individual  or  of  the 
community. 

Section  10 

The  honored  ideals  of  the  medical  profession 
imply  that  the  responsibilities  of  the  physician 
extend  not  only  to  the  individual,  but  also  to 
society  where  these  responsibilities  deserve  his 
interest  and  participation  in  activities  which  have 
the  purpose  of  improving  both  the  health  and  the 
well-being  of  the  individual  and  the  community. 

REPORT  OF  THE  TREASURER 

1.  1969  Audit 

Ward,  Fisher  and  Company  completed  their 
audit  of  our  1969  records  and  they  have  reported 
that  in  their  opinion  the  statements  of  cash  re- 
ceipts and  disbursements  present  fairly  the  cash 
transactions  of  the  Rhode  Island  Medical  Society 


and  the  Rhode  Island  Medical  Journal  for  the 
year  ended  December  31,  1969. 

2.  Annual  Dues  and  1971  Budget 

The  bylaws  stipulate  that  the  Treasurer  shall 
prepare  a budget  in  September  for  the  ensuing 
year,  and  I have  done  so  with  the  assistance  of 
the  Executive  Office.  Naturally  we  have  to  predi- 
cate the  budget  on  past  experience,  and  the  oper- 
ating costs  of  the  current  year,  and  I believe  that 
it  is  a fair  estimate.  But  we  have  little  margin 
for  unexpected  contingencies. 

3.  Transfer  From  Savings  Account 

In  the  past  we  have  transferred  from  the  sav- 
ings account  of  the  Blue  Cross-Blue  Shield  group 
account  of  the  membership  part  of  the  dividend 
balance  as  partial  compensation  for  the  tremendous 
amount  of  work  done  by  the  executive  staff  in 
handling  this  work.  I recommend  the  approval 
of  the  Council  for  the  transfer  of  $4,000  from 
this  account  to  the  general  operating  account  of 
the  Society  for  services  rendered  by  the  Society 
staff. 

4.  Agency  Account 

A review  of  our  Pooled  Fund  of  investments 
(Continued  on  Next  Page) 


Disability 

Death 

DEPRESSION 

Devaluation 


Insurance 


We've  been  buying  insurance  against  loss 
from  the  above  listed  hazards  for  our 
clients  all  through  the  rising  tide  of 

inflation. 


NOW,  we  have  a special  message. 


BUY  DEPRESSION  INSURANCE,  NOW  - 


Even  if  the  current  market  slide  should 
turn  out  to  be  temporary,  you'll  be  hap- 
pier and  more  secure. 

If  you  want  DEVALUATION  insurance,  we 
can  buy  it  for  you  cheaper,  now,  than  it 
has  been  for  many  years! 

Nuf  sed? 

Fourdee  Planning  Corporation 
Fourdee  Agency^  Inc. 

R.  A.  Derosier  Agency 

54  Custom  House  Street 

Tel:  - 831-4833 
Providence,  Rhode  Island 
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handled  by  the  Trust  Department  of  the  Indus- 
trial National  Bank,  priced  as  of  July  31st  1970 
was  submitted  to  me  by  the  bank,  which  com- 
mented as  follows: 

‘‘We  enclose  herewith  an  appraisal  of  the  Rhode 
Island  Medical  Society  Pooled  Fund  account  with 
values  as  of  July  31,  1970  together  with  a sheet 
listing  the  participating  funds.  The  portfolio  re- 
mained relatively  unchanged  during  the  previous 
quarter,  reflecting  the  generally  unchanged  market 
conditions  during  that  period. 

•‘Over  the  past  quarter  we  have  noticed  a slight 
firmness  in  the  bond  portion  of  the  portfolio  and, 
in  recent  weeks,  strength  in  the  oils  and  utilities. 
.\s  mentioned  in  previous  correspondence,  we  be- 
lieve the  portfolio  is  well  aligned  and  when  pres- 
sure on  corporate  profits  diminishes  these  stocks 
should  be  selling  at  much  higher  levels.  We  have 
funds  backed  up  in  short  term  government  and 
corporate  issues  for  investment  considerations. 
However,  we  have  no  changes  contemplated  at 
this  time.” 

JOHN  R.  TRE.\T, 

Invest.  iMan.  Officer. 

BLOOD  BANK  COMMITTEE 

A meeting  of  the  Blood  Bank  Directors  of  all 
hospitals  of  Rhode  Island  was  held  in  January, 
1970.  Current  problems  concerning  organization 
of  blood  banks  and  blood  procurement  were  dis- 
cussed. There  was  also  a preliminary  discussion 
concerning  further  integration  of  hospital  blood 
banks  aimed  to  improve  the  utilization  of  blood. 
New  techniques  of  blood  presers^ation  and  frac- 
tionations were  also  presented  for  general  dis- 
cussion. A meeting  is  planned  in  the  near  future. 

Respectfully  submitted: 

S.ALVATORE  R.  ALLEGRA,  M.D. 

Chairman,  Blood  Bank  Committee 


E.  P.  Anthony,  Inc. 


WILLBUR  E.  JOHNSTON,  Phar.  D. 
RAYMOND  E.  JOHNSTON,  B.S. 

178  ANGELL  STREET 
PROVIDENCE,  R.  I. 

GAspee  1-2512 

Pharmacy  License  No.  225 


MEDICAL  ASPECT  OF  SPORTS 

The  Committee  on  the  ^Medical  Aspect  of  Sports 
held  its  Ninth  Consecutive  Post-Graduate  Confer- 
ence on  the  Medical  Aspects  of  Sports  at  the 
University  of  Rhode  Island  on  August  20  and  21, 
1970.  Registrants  came  from  fifteen  different 
States  and  two  also  came  from  Canada.  The 
registrants  came  from  as  far  as  Florida,  Kentucky, 
Michigan  and  Delaware.  TTie  Conference  was 
very  well  attended  with  appro.ximately  ninety 
registrants  attending. 

Talks  were  given  by  Dr.  Bruce  Brewer,  Pro- 
fessor of  Orthopedic  Surgery  at  Marquette  Uni- 
versity ^ledical  School  in  ^Milwaukee,  Wisconsin. 
He  gave  some  interesting  talks  on  Elbow  and 
Shoulder  injuries.  Doctor  Brewer  is  the  team 
physician  to  the  ^Milwaukee  Brewers  of  the  Amer- 
ican League  and  is  also  team  physician  to  the 
Milwaukee  Bucks  of  the  National  Basketball  Asso- 
ciation. 

Doctor  Fred  Allman,  Jr.,  of  Atlanta,  Georgia 
gave  some  interesting  talks  on  “Conditioning  for 
Football”  and  also  on  “Acromioclavicular  In- 
juries.” 

Fran  Sheridan,  Head  Trainer  at  Lafayette  Col- 
lege in  Easton,  Pennsylvania  gave  numerous  talks 
on  “Conditioning  for  Baseball”  and  he  also  gave 
talks  on  proper  equipment. 

Respectfully  submitted: 

A.  A.  S.\VAST.\NO,  M.D., 
Chairman 

Committee  on  the  iMedical 
Aspect  of  Sports 

ADVISORY  COMMITTEE  ON  SOCIAL  AND 
REHABILITATION  SERVICES 

It  is  a real  pleasure  to  inform  the  House  of 
Delegates  of  the  new  revision  in  the  fee  schedule 
for  physicians  services  as  they  relate  to  the  routine 
follow-up  office  visit  provided  eligible  recipients 
of  Medical  Assistance  in  Rhode  Island. 

On  January  1,  1971,  the  fee  allowed  for  routine 
follow-up  office  visits  will  be  increased  up  to  a 
ma.ximum  of  $10.00  per  visit  as  recorded  and  ap- 
proved by  the  Title  XVHI  Fiscal  Intermediary 
or  the  Rhode  Island  Blue  Shield  plan  as  of  Janu- 
ary 1,  1969. 

This  improvement  in  the  physicians’  fee  sched- 
ule represents  one  more  tangible  evidence  of  the 
committee’s  active  work  to  obtain  realistic  re- 
imbursement from  the  Rhode  Island  Medical  .As- 
sistance Program. 

(Continued  on  Page  639) 
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A once-popular  treatment  for  back  pains 
was  to  have  the  seventh  son  of  a seventh  son 
stand  or  walk  on  the  patient's  back. 


A realistic 
approach 

to  pain 
relief 


Empirin’ 

Compound  with  Codeine 
Phosphate  gr.  1/2  No.  3 

Each  tablet  contains: 

Codeine  Phosphate  gr.  1/2  (Warning- 
May  be  habit  forming),  Phenacetin  gr.  2 1 / 2, 

Aspirin  gr.  3 1 / 2,  Caffeine  gr.  1 / 2. 

keeps  the  promise 
of  pain  relief 

B.W.  & Co.'  narcotic  products  are 
'Class  "B",  and  as  such  are  available  on  oral 
.prescription,  -where  State  law  permits. 


BURROUGHS  WELLCOME  & CO.  (U.S.A.)  INC. 
l\ickahoe,  N.Y. 


T! 


The  actions  of  the  official 
Tincture  and  Extract  of 
Belladonna  result  chiefly  from 
their  Atrwine  content . . . 
conclude  Goodman  and  Gilman 

THE  PHARMACOLOGICAL  BASIS  OF  THERAPEUTICS 
3rd  Edition,  page  522 


Each  tablet  or  capsule  contains: 
Atropine  sulfate,  0.324  mg.;  Phe- 
nobarbital,  16  mg.  (may  be  habit 
forming);  Bensulfoid,  65  mg.  (see 
white  section  PDR) . The  atropine 
content  of  Antrocol  is  the  maxi- 
mum amount  the  average  patient 
can  take  at  six  horn:  intervals  over 
long  periods  with  comfort. 

SUPPLIED 

Tablet  in  bottles  of 
100,  500  and  5000 
Capsule  in  bottles 
of  100,500  and  1000 

Caution:  Federal  law  prohibits 
dispensing  without  prescription. 


Prescribing  Information 
Contraindicated  in  glaucoma.  Use  cautiously  in  pro- 
static hypertrophy.  Side-effects  of  toxic  dose  of 
atropine:  flushing,  dr5mess  of  mouth,  cycloplegia, 
tachycardia  and  urinary  retention. 

Dosage:  One  tablet  or  capsule  after  each  meal  to 
correct  emotional  stress  and  normalize  gastric  se- 
cretions. In  treating  peptic  ulcer,  doses  at  regular 
intervals  up  to  eight  (8)  tablets  or  capsules  per  day 
to  provide  the  proper  gastric  titer  for  healing.  After 
ulcer  has  healed,  one  tablet  or  capsule  after  each 
meal  to  maintain  a titer  unfavorable  to  recurrence. 

Clinical  supply  available  to  physicians. 

WILLIAM  P.  POYTHRESS  & CO.,  INC. 

RICHMOND,  VIRGINIA  23217 
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The  Committee  also  requests  that  the  members 
of  the  House  of  Delegates  support  its  efforts  to 
attract  maximum  participation  of  all  the  Physi- 
cians in  Rhode  Island  in  the  Rhode  Island  Medical 
Assistance  Program. 

Respectfully  submitted: 

PETER  L.  MATHIEU,  JR.,  M.D. 

Chairman,  Advisory  Committee  on 
Social  and  Rehabilitation  Services 

CONTINUING  MEDICAL  EDUCATION 
The  Committee  on  Continuing  Medical  Educa- 
tion of  the  Rhode  Island  Medical  Society  was 
formed  during  the  summer  of  1970.  As  Chairman 
of  thee  Committee  I have  called  a meeting  for 
October  of  1970,  but  this  will  be  the  first  meeting 
of  the  Committee.  Meanwhile,  it  has  been  sug- 
gested that  the  Committee  may  concern  itself  with 
two  of  the  important  issues  of  education  in  the 
health  professions — the  proposed  development  of 
a Health  Careers  Guidance  Center  to  serve  the 
State  of  Rhode  Island,  and  a consideration  of  the 
rapidly  expanding  concepts  for  the  creation  of 
various  kinds  of  physician  assistants  and  nurse 
practitioners  in  medical  care. 

At  its  first  meeting,  the  Committee  will  devote 
the  majority  of  its  time  to  a review  of  the  recent 
actions  by  the  American  Medical  Association  con- 
cerning the  development  of  various  kinds  of  manda- 
tory Continuing  Medical  Education  programs,  and 
the  role  of  the  Physician  Certificate  Award  for 
participation  in  Continuing  Medical  Education 
programs.  The  California  Medical  Association  has 
recently  adopted  some  comprehensive  and  useful 
guidelines  in  regard  to  this  development  in  the 
field  of  Continuing  Medical  Education,  which  is 
being  acted  upon  by  many  state  medical  societies. 

Finally,  the  Committee  will  also  review  the  cur- 
rent offerings  in  the  field  of  Postgraduate  Medical 
Education  on  a state-wide  basis,  both  those  pro- 
vided by  the  state  medical  society  and  those  pro- 
vided by  the  various  district  chapters  or  associa- 
tions around  the  state,  and  those  sponsored  by 
hospitals,  agencies  and  organizations,  and  by 
Brown  University. 

Respectfully  submitted: 

HENRY  S.  M.  UHL,  M.D. 

DISASTER 

The  Disaster  Committee  of  the  Society  for  ap- 
proximately a year  has  been  planning  and  has 


initiated  a series  of  local,  monthly  training  courses 
on  the  Management  of  Emergency  Medical  Care 
for  rescue  squad  workers,  ambulance  personnel, 
and  other  allied  health  professionals.  The  courses 
were  planned  for  The  Miriam  Hospital,  co- 
ordinated by  Henry  M.  Litchman,  M.D.;  Newport 
Hospital,  coordinated  by  George  Van  Petten,  M.D.; 
Kent  County  Memorial  Hospital,  coordinated  by 
H.  Gerald  Rock,  M.D.;  the  Fogarty  and  Woon- 
socket Hospitals,  coordinated  by  Wilfrid  V.  Ethier, 
M.D.;  the  Memorial  Hospital  in  Pawtucket,  co- 
ordinated by  Richard  S.  Bertini,  IM.D.;  and  at 
the  South  County  Ambulance  Corps  Building  in 
Wakefield  and  at  the  Westerly  Ambulance  Corps 
Building,  coordinated  by  Hayes  Cluxton,  M.D. 
and  myself. 

As  seen  from  the  schedule  (See  page  644),  the 
course  includes  almost  every  conceivable  treatment 
of  injuries  resulting  from  medical  emergencies.  The 
committee  has  agreed  that  flexibility  of  scheduling 
will  permit  a student  who  has  missed  a course 
in  his  local  area  to  be  able  to  attend  a similar 
course  in  another  area.  The  committee  has  also 
wisely  planned  innovations  in  course  scheduling, 
should  it  become  apparent  that  there  was  a need 
for  a specific  topic  to  be  included,  or  that  new 
medical  skills  and  procedures  determine  that  in- 
formation should  be  transmitted  to  the  rescue  squad 
workers  and  ambulance  corps  personnel. 

The  committee  will  conduct  an  all-day  training 
course  on  Extrication  Saturday,  September  26, 
1970  at  Keaney  Gymnasium  on  the  Kingston 
campus  of  the  University  of  Rhode  Island.  The 
Extrication  seminar  is  expected  to  attract  approxi- 
mately 200  rescue  squad  workers  and  ambulance 
personnel  from  throughout  Rhode  Island.  This 
seminar  will  supplement  the  regular  monthly  ses- 
sions of  the  local  course.  The  committee  also 
hopes  to  hold  other  joint  sessions  on  the  Legal 
Aspects  of  Emergency  Medical  Care  and,  sometime 
during  the  winter,  a Demonstration  of  Ice  Rescue. 

Approximately  300  rescue  squad  workers  have 
benefited  from  the  instruction  of  these  courses 
and  the  committee  is  in  the  process  of  drawing 
up  an  appropriate  certificate  and  armpatch  as 
awards  to  those  who  complete  the  training  course. 

The  Disaster  Committee  had  been  conducting  a 
one-day  annual  workshop  on  Emergency  Medical 
Care,  but  when  it  became  cognizant  of  the  intense 
interest  and  strong  need  in  Rhode  Island  for  an 
ongoing  course  in  the  management  of  medical 
emergencies,  the  committee  agreed  to  establish 
a continuous  program. 

(Continued  on  Next  Pape) 
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Except  for  the  generous  labor  and  spirited  co- 
operation of  my  colleagues  on  the  Disaster  Com- 
mittee, it  is  fair  to  say  that  such  a successful 
program  never  would  have  been  initiated.  I ex- 
press my  gratitude  to  them  for  their  assistance 
and  to  the  hospitals  and  ambulance  corps  units 
for  permission  to  use  their  premises  for  instruc- 
tion. 

The  committee  has  been  in  constant  communica- 
tion with  the  rescue  squad  workers  through  the 
excellent  cooperation  of  i\Ir.  Alfred  IMello,  Chief 
of  the  Fire  Alarm  System  of  the  Providence  Fire 
Department  and  has  written  directly  to  the  private 
ambulance  corps  companies  to  assure  that  they 
were  aware  of  the  existing  courses  available  in  six 
locations  in  the  state.  In  instituting  the  program 
the  committee  has  also  received  splendid  assistance 
from  i\Ir.  Harold  Pace,  Chief  of  the  Division  of 
Emergency  iSIedical  Services  of  the  State  Depart- 
ment of  Health  and  the  coordinator  of  the  Serv- 
ices, ]\Ir.  Robert  ^lacDonald. 

Representatives  from  the  committee  have  also 
been  active  in  the  business  of  the  Citizens  Advisory 
Committee  on  Emergency  iMedical  Services, 
chaired  by  Mr.  T.  Dawson  Brown.  This  group  of 
various  representatives  from  public  and  private 
agencies  in  Rhode  Island  meet  quarterly  to  dis- 
cuss, plan,  and  initiate  action  which  will  improve 
emergency  medical  services  in  the  state. 

Respectfully  submitted: 

ROBERT  L.  CONRAD,  M.D. 

Chairman,  Disaster  Committee 

INDUSTRIAL  HEALTH 

The  Industrial  Health  Committee  of  the  Rhode 
Island  ^ledical  Society  is  in  the  process  of  re- 
viewing an  amended  version  of  the  Workman’s 
Compensation  statute,  adopted  by  the  Rhode 
Island  General  Assembly  in  1969.  The  amended 
statute  makes  compensable  loss  of  hearing  due 
to  industrial  noise.  With  the  assistance  of  the 
Rhode  Island  Otolaryngological  Society,  the  com- 
mittee is  drafting  further  amendments  to  the  law 
to  make  more  effective  the  medical  requirements 
for  compensation  for  noise  induced  hearing  loss. 

The  committee  is  also  undertaking  the  task  of 
an  improved  liaison  with  the  Department  of  iMedi- 
cal  Sciences  at  Brown  University  whereby  physi- 
cians engaged  in  industrial  health  service  might 
be  utilized  to  help  educate  medical  students  in 
occupational  medicine. 

The  committee  is  also  considering  the  possibility 
of  an  Industrial  Health  Conference  under  the  spon- 


sorship of  the  Rhode  Island  iMedical  Society  some- 
time later  in  the  year,  and  supported  the  activities 
of  the  New  England  Industrial  iMedical  Associa- 
tion which  conducted  a seminar  on  the  manage- 
ment of  industrial  health  in  April  and  which  will 
hold  its  fall  meeting  in  Providence. 

The  membership  of  the  iMedical  Society  was 
polled  relative  to  its  present  activity  as  industrial 
health  physicians.  The  poll  brought  the  committee 
up  to  date  on  the  service  of  its  members  in  indus- 
trial health. 

The  committee  also  worked  cooperatively  with 
the  Rhode  Island  Heart  Association  for  the  use 
of  cardiac  analyzers  in  the  State’s  industrial  con- 
cerns for  its  workers. 

Respectfully  submitted: 

ROBERT  P.  SARNI,  M.D. 

Chairman 

MATERNAL  HEALTH 

A meeting  of  the  Maternal  Health  Committee 
was  held  on  August  25,  1970,  at  the  summer  home 
of  Doctor  John  Carey  of  Newport.  All  but  three 
members  of  the  committee  were  present.  There 
were  two  main  subjects  for  discussion  on  the 
agenda  for  the  meeting.  The  first  was  the  subject 
of  reviewing  the  iVIaternal  Deaths  that  had  oc- 
curred in  the  past  nine  months.  There  were  six 
deaths,  two  of  these  were  a result  of  criminal 
abortion,  another  was  death  by  suicide  in  un- 
wanted pregnancy.  Of  the  remaining  three  deaths 
there  is  no  way  of  knowing  whether  these  were 
unwanted  pregnancies. 

The  second  subject  on  the  agenda  was  the  issue 
of  abortion.  The  above  deaths  make  it  seem  even 
more  important  that  our  Medical  Society  take 
some  definite  position  concerning  the  problem  of 
therapeutic  abortion.  Today  this  subject  seems 
to  take  precedence  over  any  other  in  our  current 
medical  journals  and  in  the  lay  magazines  and 
press.  The  old  laws  which  were  on  the  statutes 
of  our  50  States  originally  state  that  abortion 
should  only  be  done  to  “save  the  life  of  the 
mother.”  Currently  21  States  have  reformed  their 
abortion  laws  through  legislation  or  judiciary 
processes  permitting  legal  abortions  for  reasons 
other  than  preserving  the  mother’s  life. 

On  July  1,  1970,  a new  liberalized  abortion  bill 
went  into  effect  in  New  York  State.  This  law 
is  the  most  liberal  one  to  be  passed  and  has  no 
residency  requirement  and  practically  allows  abor- 
tion on  demand.  Alaska  and  Hawaii  both  have 
similar  laws  except  there  is  a residency  require- 
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ment  of  90  days,  and  the  abortion  has  to  be 
performed  in  a hospital.  Arkansas,  Colorado,  Dela- 
ware, Kansas,  ^Maryland,  iNIassachusetts,  Missis- 
sippi, New  IMexico,  North  Carolina,  Oregon,  South 
Carolina,  and  Virginia  all  require  that  abortion 
applications  be  reviewed  by  some  type  of  physician 
board. 

In  the  past  few  months,  some  of  the  States 
that  have  not  modified  their  abortion  laws,  have 
had  rulings  in  the  United  States  District  Courts 
declaring  that  their  laws  violate  the  patient’s 
constitutional  rights.  These  decisions  are  being 
appealed  to  the  United  States  Supreme  Court  in 
the  near  future.  One  of  these  includes  the  District 
of  Columbia  whose  abortion  statute  was  recently 
declared  unconstitutional  and  the  United  States 
Supreme  Court  has  agreed  to  hear  this  case  in 
October  of  this  year.  If  the  Supreme  Court  up- 
holds this  decision  it  would  appear  that  our  present 
law  is  unconstitutional  and  would  leave  Rhode 
Island  without  an  abortion  law.  Undoubtedly,  a 
Rhode  Island  legislature  will  again  bring  up  the 
question  of  a change  in  our  law  and  we  believe 
the  legislature  will  look  to  the  Rhode  Island 
Medical  Society  for  guidance  in  their  decision 
about  this  problem. 

Our  Committee  discussed  the  issue  of  thera- 
peutic abortion  at  great  length  and  there  was 
more  unanimity  of  opinion  than  might  have  been 
expected  in  a group  of  so  many  members.  Each 
one  present  was  asked  to  express  his  opinion  con- 
cerning this  controversial  subject.  The  consensus 
was  that  therapeutic  abortion  was  not  a legisla- 
tive or  legal  problem  but  a medical  one  and, 
therefore,  should  be  individualized  and  regulated 
by  the  physician,  the  patient,  and  a Committee 
of  five  selected  competent  physicians  and  per- 
formed in  an  accredited  hospital  under  ideal  asep- 
tic conditions.  There  was  no  real  difference  of 
opinion  from  that  given  to  the  House  of  Dele- 
gates of  our  Medical  Society  on  January  24,  1968. 
(See  Appendix  A.)  The  real  change  suggested  at 
that  time  was  that  abortions  should  not  only  be 
done  to  save  the  life  of  the  patient  but  also  to 
safeguard  the  mental  and  physical  health  of  the 
patient. 

Most  of  the  states  in  their  new  laws  have  in- 
cluded rape,  incest,  and  the  possibility  of  the  fetus 
having  congenital  anomalies  as  indications.  It  is 
difficult  to  include  in  the  law  all  of  the  various 
indications  and  circumstances  that  many  of  us 
would  feel  valid  for  the  performance  of  a thera- 
peutic abortion.  It  was  the  feeling  that  we  could 


leave  out  the  indication  for  abortion  in  cases  of 
legally  established  forceable  rape  or  incest  be- 
cause this  has  been  a problem  in  states  that  accept 
this  provision.  Courts  move  slowly  and  by  the 
time  the  case  has  been  brought  to  Court  the 
patient  is  too  far  advanced  in  the  pregnancy  to 
perform  an  abortion  safely.  There  are  very  few 
proven  cases  of  rape  and  it  is  possible  that  this 
type  of  case  might  be  included  as  affecting  the 
mental  health  of  the  patient.  This  would  seem 
particularly  true  in  the  case  of  statutory  rape 
where  the  patient  is  under  16. 

The  indication  for  abortion  on  the  grounds  that 
the  fetus  may  be  deformed  will  be  less  of  a prob- 
lem in  the  near  future  because  we  now  have  a 
vaccine  that  will  prevent  rubella.  Eventually  this 
disease  will  be  almost  completely  eliminated  as 
other  infectious  diseases  have  been  in  the  past. 
If  the  patient  definitely  develops  rubella  in  the 
first  trimester  or  if  there  is  some  hereditary  chro- 
mozonal  problem,  it  is  conceivable  that  the  worry 
of  delivering  a deformed  baby  might  affect  the 
patient’s  mental  health,  and,  therefore,  it  would 
be  covered  in  our  suggested  change  of  the  law. 

There  is  no  question  but  that  in  the  states 
where  the  old  law  is  in  effect  many  hospitals  are 
permitting  therapeutic  abortions  with  very  good 
indications  but  not  always  when  the  “life”  of  the 
mother  is  in  danger.  In  Appendix  B,  a copy  of  a 
letter  to  the  Providence  Journal  from  the  Lying  In 
Hospital  where  40  per  cent  of  the  state’s  deliveries 
are  performed  and  consequently  probably  where 
more  of  the  problems  of  therapeutic  abortion 
arise.  This  letter  is  well  written  and  worth  reading 
carefully  because  it  undoubtedly  represents  the 
(Continued  on  Next  Page) 


MODERNIZED  VICTORIAN  HOME  AND 
OFFICE  FOR  SALE  IN  PAWTUCKET 

Large  Treed  Lot,  with  Black  Top  Parking 
Area  and  Abundant  Lawn. 

Home:  Eight  Rooms,  Two  Fireplaces  (One 
in  Kitchen) 

One  Large  Bath  and  Two  Lavettes. 
Modern  Kitchen,  Formal  Dining  Room, 
Living  Room,  Den,  and  Four  Bedrooms. 
Enclosed  Elevator  from  First  to  Second 
Floor. 

Office:  Three  Treatment  Rooms,  Business 
Office,  Private  Office,  Waiting  Room, 
Small  Dark  Room. 

SEEN  BY  APPOINTMENT  - Tel.  726-0258 


November  1970 


641 


feeling  of  most  of  our  members  regarding  thera- 
peutic abortion. 

Because  of  the  impact  of  the  complex  national 
legal  and  medical  evolution  of  therapeutic  abor- 
tion, the  Rhode  Island  Medical  Society’s  Maternal 
Health  Committee  believes  that  it  has  the  respon- 
sibility to  its  professional  colleagues  and  to  the 
state  community  to  set  forth  its  views  on  and 
interpretations  of  the  therapeutic  abortion  issue, 
and  the  duty  to  specify  what  it  believes  the  mem- 
bers of  the  Rhode  Island  Medical  Society  will  as 
a group  be  able  to  condone  or  support.  Although 
we  are  mindful  that  professional  unanimity  on  all 
aspects  of  therapeutic  abortion  is  unlikely,  we 
believe  that  certain  aspects  of  this  problem  may 
well  be  accepted  by  the  majority  of  our  Rhode 
Island  ^ledical  Society  membership  without  ob- 
jection. Their  right  to  practice  within  the  ethics 
of  their  personal,  moral,  cultural,  and  religious 
beliefs  and  in  accordance  with  their  sincere  pro- 
fessional judgments  must  always  be  respected,  just 
as  they  respect  sincerely  held  beliefs  and  judg- 
ments of  others  whose  views  differ  from  theirs. 

The  committee  believes  that  the  abortion 
statutes  in  this  state  should  be  changed  to  allow 
therapeutic  termination  by  a duly  licensed  physi- 
cian in  a hospital  accredited  by  the  joint  com- 
mission on  accreditation  of  hospitals  with  appro- 
priate consultation  and  peer  review  of  a five 
physician  member  committee.  The  committee  fur- 
ther believes  that  each  case  presents  an  individual 
problem  which  if  the  case  is  wmrthy  might  usually 
be  covered  by  including  in  the  law  “to  safeguard 
the  physical  and  mental  health  of  the  patient.” 
This  was  suggested  over  two  years  ago  by  our 
Society.  Our  real  problem  is  that  up  to  this  time 
the  State  Legislature  has  not  seen  fit  to  take 
our  advice  regarding  this  important  change.  Hope- 
fully, if  our  law  could  be  broadened,  it  would  elim- 
inate some  of  our  deaths  from  criminal  abortions 
which  this  committee  has  studied  since  its  inception 
over  the  past  40  years. 

Respectfully  submitted: 

STANLEY  D.  DAVIES,  M.D. 

Chairman 

Maternal  Health  Committee 

APPENDIX  A 
THERAPEUTIC  ABORTION 
Report  of  the  Committees  on  IMaternal 
Health  and  Medicine  and  Religion  of  the 
Rhode  Island  Medical  Society  Adopted 


by  the  House  of  Delegates  of  the  Society, 

January  24,  1968. 

In  the  past  year  wide  publicity  has  been  given 
in  this  country  to  legislation  proposed  in  several 
states,  and  enacted  in  Colorado,  North  Carolina, 
and  California,  concerning  therapeutic  abortion. 
For  the  past  two  years  legislation  on  this  subject 
has  been  introduced  in  the  Rhode  Island  General 
Assembly. 

The  subject  is  a complex  one  involving  theo- 
logical, legal,  and  medical  issues.  The  Rhode 
Island  [Medical  Society  addresses  itself  in  this 
report  only  to  the  medical  phases  of  the  subject. 

As  pointed  out  at  the  International  Conference 
on  Therapeutic  Abortion  sponsored  jointly  by  the 
Kennedy  Foundation  and  the  Harvard  Divinity 
School,  held  in  Washington  in  September,  certain 
basic  concepts  emerge  upon  which  public  under- 
standing and  discussion  are  needed.  The  Confer- 
ence noted  that 

Therapeutic  abortion  is  but  a thread  of  the 
complex  fabric  into  which  the  social,  political 
and  economic  patterns  of  marriage,  intra  and 
extra  family  environment,  and  reproduction  are 
woven. 

No  stable  figures  are  available  for  the  num- 
ber of  abortions  performed,  or  desired. 

Prevention  of  pregnancy  by  whatever  means 
the  individual  prefers  is  preferable  to  termina- 
tion of  pregnancy  by  therapeutic  abortion. 

Criminal  law  and  moral  law  are  not  synony- 
mous with  respect  to  therapeutic  abortion,  and 
current  legislation  enacted  or  proposed  that  is 
based  on  the  recommended  penal  code  of  the 
American  Law  Institute  covers  only  15  to  20 
per  cent  of  the  therapeutic  abortions  performed 
in  the  country. 

No  significant  medical  controversy  exists  to- 
day involving  the  choice  between  a mother’s 
and  a fetus’  life.  However,  it  is  recognized  that 
a mother’s  life  expectancy  may  be  affected  in 
some  instances  by  a pregnancy. 

J|!  ^ * 

Physicians  here  and  throughout  the  nation  de- 
plore the  action  of  the  criminal  abortionist  whose 
illegal  work  results  in  a high  mortality  and  mater- 
nal morbidity,  and  we  strongly  support  legislation 
that  would  prosecute  such  actions. 

“The  Rhode  Island  Medical  Society  is  cognizant 
of  the  fact  that  there  is  no  consensus  among  physi- 
cians regarding  the  medical  indications  for  thera- 
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peutic  abortion.  However,  the  majority  of  physi- 
cians believe  that,  in  the  light  of  recent  advances 
in  scientific  knowledge,  there  may  be  substantial 
medical  evidence  brought  forth  in  the  evaluation 
of  an  occasional  obstetric  patient  which  would 
warrant  the  institution  of  therapeutic  abortion  to 
safeguard  the  health  or  life  of  the  patient,  al- 
though obstetrical  services  in  our  modern  hospitals 
offering  supervised  attention  to  the  unusual  case 
certainly  can  reduce  such  cases  to  a minimum. 
There  is  general  agreement  that  continuance  of  a 
pregnancy  resulting  from  legally  established 
forcible  rape  or  incest  may  constitute  a threat 
to  the  mental  or  physical  health  of  the  patient. 
But,  again  we  note  that  there  have  yet  to  be  pre- 
sented any  stable  figures  upon  which  to  estimate 
the  incidence  of  the  need  for  abortion,  and  pre- 
sumably the  situation  is  a rare  one  in  Rhode 
Island. 

“The  Rhode  Island  Medical  Society  does  not 
support  any  legislation  currently  presented  on  the 
subject  of  therapeutic  abortion.  It  maintains  that 
prior  to  the  institution  of  a therapeutic  abortion 
the  following  requirements  should  be  met: 

“That  the  patient  and  her  family  be  advised 
fully  of  the  medical  implication  and  the  possible 
untoward  emotional  and  physical  consequences 
of  the  procedure. 

“That  the  procedure  be  permitted  only  when 
determined  medically  justifiable  by  the  majority 
of  a panel  of  at  least  five  (5)  physicians  recog- 
nized for  their  professional  competence  who 
have  been  designated  by  the  respective  medical 
staff  associations  of  accredited  hospitals  in 
Rhode  Island.  Such  panels  should  review  any 
request  for  an  abortion  made  by  a physician, 
making  such  examinations  as  necessary,  and 
basing  their  determination  on  documented  medi- 
cal evidence  that  continuance  of  the  pregnancy 
threatens  the  health  or  life  of  the  patient. 

“That  the  procedure  be  performed  only  in  a 
hospital  accredited  by  the  Joint  Commission  on 
.Accreditation  of  Hospitals. 

“That  the  procedure  be  done  by  a licensed 
physician  using  accepted  medical  procedures. 

“The  Rhode  Island  Medical  Society  realizes 
that  there  can  never  be  unanimity  of  opinion  on 
the  subject  of  therapeutic  abortion  because  of 
theological  or  moral  reasons,  and  therefore 
mandatory  legislation  should  not  be  drafted; 
rather  no  one  who  is  opposed  to  the  procedure 
need  perform  it.” 


Adopted  by  the  House  of  Delegates 
Rhode  Island  Medical  Society 
January  24,  1968 

APPENDIX  B 

PROVIDENCE  LYING-IN  HOSPITAL 
50  Maude  Street 
Providence,  Rhode  Island  02908 

* * * 

May  19,  1970 

Mr.  Irving  N.  Becker 
Providence  Journal-Bulletin 
Providence,  Rhode  Island 
Dear  Mr.  Becker: 

Mr.  Harmon  P.  B.  Jordan,  Jr.,  .Administrator 
of  the  Prividence  Lying-In  Hospital,  has  indicated 
that  you  are  interested  in  the  policies  of  this  hos- 
pital with  respect  to  therapeutic  abortion.  He  had 
told  you,  I believe,  that  a special  committee  was 
created  fifteen  years  ago  by  the  staff  to  review 
and  evaluate  each  request  for  therapeutic  termina- 
tion of  pregnancy  and  on  the  basis  of  the  docu- 
mented medical  indications  approve  or  disapprove 
such  requests.  The  committee  is  composed  of 
seven  senior  staff  physicians.  The  chairman  of 
the  committee  is  the  Chief  of  Staff;  and  the  mem- 
bers include  the  Chief  of  Obstetrics,  the  Chief  of 
Gynecology  and  the  four  Chiefs  of  Service.  .A 
Chief  of  Service  is  a Senior  Active  Staff  Obstetri- 
cian-Gynecologist who  for  three  months  of  each 
year  contributes  his  time  and  talents  to  directing 
and  supervising  the  care  of  non-private  patients 
and  the  teaching  of  medical  students,  interns,  and 
residents. 

Indications  for  therapeutic  abortion  must  quite 
obviously,  because  of  the  state  law  on  abortion, 
be  based  upon  documented  psychiatric,  medical 
or  genetic  disorders.  .Abortion  as  a means  of  con- 
traception or  as  a backup  for  contraceptive  failure 
is  neither  requested  nor  has  it  wide  acceptance 
by  physicians  in  our  hospital.  It  has  been  the 
practice  of  this  Committee  to  record  all  decisions 
of  the  Committee  as  unanimous  since  an  enumer- 
ated pro-con  Supreme  Court-like  announcement  of 
this  Committee’s  decisions  might  well  complicate 
what  has  often  already  been  an  agonizing  clinical 
situation  replete  with  emotionalized  and  ambivalent 
feelings.  It  has  been  the  policy  of  the  Board  that 
if  two  or  more  members  of  the  Committee  feel 
that  therapeutic  abortion  is  not  indicated  on  the 
basis  of  a documented  medical  evidence  and  pre- 
(Continued  on  Next  Page) 
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vail  in  this  opinion  following  full  discussion,  the 
Committee  will  request  further  documentation  or 
information  if  such  is  available.  If  no  further 
documentation  can  be  obtained,  the  application 
for  the  therapeutic  abortion  will  be  disapproved 
as  a unanimous  Committee  decision. 

The  members  of  this  Committee  are  of  the 
Catholic,  Jewish  and  Protestant  faith  and  thus  are 
representative  of  the  hospital  staff  and  of  the 
community  they  serve.  Since  there  is  no  Jewish, 
Catholic  nor  Protestant  brand  of  medicine  today, 
this  Committee  has  been  able  to  function  and 
communicate  effectively  and  without  religious  bias 
in  all  of  its  deliberations.  Individual  decisions  are, 
therefore,  based  upon  medical  data  and  reasoning; 
and  no  physician  has  formally  voted  against  a 
therapeutic  abortion  unless  he  supported  such 
action  by  convincing  medical  testimony.  A physi- 
cian, of  course,  has  the  ethical  and  basic  right  to 
abstain  from  a formal  Committee  vote. 

We  believe  that  the  makeup  of  our  Committee 
has  through  its  fifteen-year  history  brought  a 
broader  sense  of  appreciation  of  integrity  and  a 
fair  degree  of  stability  to  the  area  of  therapeutic 
abortion  with  its  changing  philosophical,  religious, 
emotional,  moral  and  social  issues  by  channeling 
our  deliberations  within  the  limits  of  our  own 
expertise,  that  of  medicine,  the  least  controversial 
aspect  of  all  in  the  area  of  therapeutic  abortion. 

Documentation  of  each  case  is  supplied  by  two 
consultants  whose  specialty  is  appropriate  to  the 
reason  for  which  the  abortion  is  requested.  Each 
consultant  must  firmly  state  his  conviction  as  to 
the  necessity  of  therapeutic  abortion.  The  Com- 
mittee, as  noted  above,  may  require  further  docu- 
mentation or  request  the  patient  to  be  seen  by  a 
staff  consultant  in  the  appropriate  specialty.  From 
September  of  1967  to  date,  ^lay  IS,  1970,  there 
have  been  47  requests  for  therapeutic  abortion; 
31  have  been  approved.  Indications  for  request 
of  the  procedure  have  been  as  follows:  psychiatric 
indication — 26,  cardiovascular  or  renal  disease — 4, 
rubella  infection — 6,  administration  of  rubella 
vaccine — 3,  miscellaneous  indications  which  in- 
clude such  items  as  malignancy,  hereditary  dis- 
orders, neurological  disorders — 6.  Twenty-nine  of 
the  applicants  were  married,  1 separated,  2 di- 
vorced and  1 widowed. 

I hope  that  this  wall  help  to  provide  you  with 
an  adequate  background  for  your  article. 

Sincerely, 

BERTR.^M  H.  BUXTON,  Jr.,  M.D. 

Chief  of  Staff 


APPENDIX  C 

STATEMENT  REGARDING  AMA  POLICY  ON 
ABORTION  - June,  1970 

This  statement  is  in  the  form  of  two  resolutions: 

1)  Resolved  that  abortion  is  a medical  pro- 
cedure and  should  be  performed  only  by  a duly 
licensed  physician  and  surgeon  in  an  accredited 
hospital  acting  only  after  consultation  with  two 
other  physicians  chosen  because  of  their  profes- 
sional competency  and  in  conformance  with 
standards  of  good  medical  practice  and  the  medical 
practice  act  of  his  state,  and  be  it  further 

2)  Resolved  that  no  physician  or  other  pro- 
fessional personnel  shall  be  compelled  to  perform 
any  act  which  violates  his  good  medical  judgment. 
Neither  physician,  hospital  nor  hospital  personnel 
shall  be  required  to  perform  any  act  violative  of 
personally  held  principles.  In  these  circumstances, 
good  medical  practice  requires  only  that  the  physi- 
cian or  other  professional  personnel  withdraw  from 
the  case  so  long  as  the  withdrawal  is  consistent 
with  good  medical  practice. 

A third  resolution  also  recommended  but  was 
not  adopted  by  the  A^IA  House  of  Delegates.  This 
read: 

3)  Resolved  that  the  American  ^ledical  Asso- 
ciation will  consider  no  physician  to  be  in  violation 
of  the  policies  of  the  A^IA  as  long  as  his  prac- 
tice conforms  to  the  applicable  state  or  federal 
laws. 

The  House  of  Delegates  rejected  this  “resolve” 
because  the  delegates  believed  that  the  A^IA,  as 
in  the  past,  would  in  the  future  formulate  its  own 
policy  on  abortions  rather  than  allowing  its  medi- 
cal policy  to  be  dictated  by  diverse  legislative 
action. 

DISASTER  TRAINING  COURSE  SUBJECT  INDEX 
(Revised,  July,  1970) 

Emergency  Childbirth 

Tuesday,  November  3,  1970  at  the  Memorial 
Hospital  at  8 p.m. 

Tuesday,  August  11,  1970  at  The  ^liriam  Hos- 
pital at  7:30  p.m. 

Friday,  November  27,  1970  at  the  Woonsocket 
Hospital  at  8:30  p.m. 

Thursday,  December  17,  1970  at  the  Kent 
County  [Memorial  Hospital  at  7:30  p.m. 

Environmental  Emergencies 

Tuesday,  December  8,  1970  at  The  Miriam  Hos- 
pital at  7:30  p.m. 
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Thursday,  March  25,  1971  at  the  Woonsocket 
Hospital  at  8:30  p.m. 

Hospital  Demonstrations 

Tuesday,  June  9,  1970  at  The  Miriam  Hospital 
at  7:30  p.m. 

Thursday,  May  21,  1970  at  Kent  County  Hos- 
pital at  7:30  p.m. 

Friday,  January  28,  1971  at  the  Woonsocket 
Hospital  at  8:30  p.m. 

Injections  and  Contagious  Diseases 

Tuesday,  October  13,  1970  at  The  Miriam  Hos- 
pital at  7:30  p.m. 

Thursday,  February  25,  1971  at  the  Woon- 
socket Hospital  at  8:30  p.m. 

Introduction  and  Organization  of  Course 

Thursday,  September  3,  1970  at  the  Newport 
Hospital  at  7:30  p.m. 

Tuesday,  June  2,  1970  at  the  Memorial  Hos- 
pital at  8 p.m. 

Fractures,  Dislocations  and  Splinting 

Tuesday,  May  5,  1970  at  South  County  Am- 
bulance Corps  Building,  at  7:30  p.m. 

Tuesday,  October  6,  1970  at  the  Memorial 
Hospital  at  8 p.m. 

Tuesday,  September  8,  1970  at  The  Miriam 
Hospital  at  7:30  p.m. 

Thursday,  November  5,  1970  at  the  Newport 
Hospital  at  7:30  p.m. 

Thursday,  October  15,  1970  at  the  Kent  County 
Hospital  at  7:30  p.m. 

Thursday,  October  29,  1970  at  the  Woonsocket 
Hospital  at  8:30  p.m. 

Extrication 

Saturday,  September  12,  1970  at  the  South 
County  Ambulance  Corps  Building  at  7:30 

p.m. 

Thursday,  November  19,  1970  at  the  Kent 
County  Hospital  at  7:30  p.m. 

Thursday,  September  24,  1970  at  the  John  E. 
Fogarty  Hospital  at  8:30  p.m. 

Legal  Aspects  of  Emergency  Care 

Tuesday,  December  1,  1970  at  the  Memorial 
Hospital  at  9 p.m. 

Management  of  Emotionally  Disturbed  and  Unruly 

Tuesday,  December  1,  1970  at  the  Memorial 
Hospital  at  8 p.m. 

Tuesday,  November  10,  1970  at  The  Miriam 
Hospital  at  7:30  p.m. 


Thursday,  December  17,  1970  at  the  Woon- 
socket Hospital  at  8:30  p.m. 

Medical  Emergencies 

Tuesday,  August  4,  1970  at  the  Memorial  Hos- 
pital at  8 p.m. 

Tuesday,  May  12,  1970  at  The  Miriam  Hospital 
at  7:30  p.  m. 

Thursday,  June  4,  1970  at  the  Newport  Hos- 
pital at  7:30  p.m. 

Thursday,  June  25  ,1970  at  the  John  E.  Fogarty 
IMemorial  Hospital  at  8:30  p.m. 

Neurosurgical  Injuries  and  Problems 

Thursday,  July  30,  1970  at  the  John  E.  Fogarty 
Hospital  at  8:30  p.m. 

Resuscitation 

Tuesday,  December  1,  1970  at  the  Westerly 
Ambulance  Corps  Building  at  7:30  p.m. 

Thursday,  May  7,  1970  at  the  Newport  Hospital 
at  7:30  p.m. 

Surgical  Injuries 

Tuesday,  October  6,  1970  at  the  Westerly  Am- 
bulance Corps  Building  at  7:30  p.m. 

Tuesday,  September  8,  1970  at  the  Memorial 
Hospital  at  8 p.m. 

Tuesday,  July  14,  1970  at  The  Miriam  Hospital 
at  7:30  p.m. 

Thursday,  December  3,  1970  at  the  Newport 
Hospital  at  7:30  p.m. 

Thursday,  June  18,  1970  at  Kent  County  Hos- 
pital at  7:30  p.m. 

Thursday,  August  27,  1970  at  the  John  E. 
Eogarty  Hospital  at  8:30  p.m. 

Use  of  Rescue  Equipment  and  Supplies 

Thursday,  October  1,  1970  at  the  Newport 
Hospital  at  7:30  p.m. 

Vehicle  Operation 

Tuesday,  June  2,  1970  at  the  Westerly  Ambu- 
lance Corps  Building  at  7:30  p.m. 

Thursday,  September  17,  1970  at  the  Kent 
County  Hospital  at  7:30  p.m. 

Vital  Signs  and  Their  Significance 

Tuesday,  July  7,  1970  at  the  Memorial  Hospital 
at  8 p.m. 

Thursday,  May  28,  1970  at  the  John  E.  Eogarty 
Hospital  at  8:30  p.m. 
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BLUE  SHIELD  AS  NATIONAL  SYSTEM 

(Concluded  from  Page  609) 
effort  of  our  own  staff  and  of  Plan  task  forces 
to  develop  a system  capable  of  assuming  on  behalf 
of  Blue  Shield  collectively  responsibility  for  na- 
tional account  performance.  In  the  light  of  the 
discussion,  we  will  refine  this  concept  further.  We 
feel  that  it  promises  to  meet  one  of  our  most 
pressing  competitive  needs  in  the  near  term  future, 
by  attacking  performance  problems  constructively, 
so  that  Blue  Shield  may  present  itself  more  uni- 
formly and  more  capably  before  the  public.  In 
the  long  term,  it  is  the  best  mechanism  that  we 
have  been  able  to  design  to  assure  the  level  of 
performance  to  -which  we  aspire. 

I have  already  discussed  performance  in  terms 
of  the  needs  of  the  public.  (Government’s  needs 
will  also  be  critical.  A Congressman  coping  with 
the  complaints  of  his  constituents  is  not  a Con- 
gressman willing  to  fight  against  government  ab- 
sorption of  the  health  coverage  industry.  A 
congressional  committee  w'hose  experience  permits 
it  to  accept  and  defend  the  type  of  staff  report  to 
which  we  have  been  exposed  this  winter  is  not  a 
committee  dispassionately  to  consider  the  alterna- 
tives and  to  choose  on  the  basis  of  logic  the 
method  that  promises  the  most  efficient  and  eco- 
nomical administration.  We  are  faced  with  a 
problem  of  completing  with  the  promises  of  gov- 
ernment's own  performance,  and  while  we  are 
convinced  that  government  cannot  perform  effec- 
tively, we  cannot  prove  it  on  the  basis  of  e.xperi- 
ence.  Therefore,  while  shifting  our  priorities  back 
to  the  private  sector,  there  is  no  opportunity  to 
de-emphasize  the  need  for  effective  performance 
in  government  programs.  We  are  creating  a rec- 
ord. It  is  vital  that  that  record  be  one  that  will 
inspire  positive  confidence  in  the  private  sector 
as  the  best  of  available  alternatives. 

POLITICAL  REALITIES 

Finally,  Blue  Shield  is  confronted  with  an  in- 
creased need  for  political  effort.  Many  Plans  have 
held  themselves  aloof  from  politics.  This  is  a 
luxury  we  can  no  longer  afford.  We  must  come 
to  view  the  congressional  delegations  as  the  public’s 
agencies  for  getting  things  done,  and  as  important 
factors  in  our  future. 

There  are  certain  obvious  strengths  in  an  ap- 
proach to  politics.  On  average.  Plans  have  enrolled 
35  per  cent  of  the  population  of  their  areas.  In 
some  Plans,  the  figure  approaches  90  per  cent. 


These  populations  are  also  constituencies,  and  a 
Congressman  has  got  to  listen  when  an  agency 
with  such  direct  affect  upon  the  lives  of  this  num- 
ber of  constituents  expresses  itself. 

The  Blue  Shield  Boards  of  Directors  consist — 
or  should  consist — of  influential  citizens.  If  there 
were  no  other  reason,  this  would  be  sufficient  for 
adding  public  representation  to  a board  of  directors. 

Often  unnoticed  is  the  fact  that  in  some  areas 
Blue  Shield  is  one  of  the  biggest  employers  in  the 
area.  And  the  employees  themselves  are  perhaps 
as  great  an  asset  as  we  have  in  the  political  arena. 
As  an  example,  the  Kentucky  Plan  has  encouraged 
each  employee  to  participate  actively  in  civic 
affairs.  Having  done  this  over  a period  of  time, 
the  Plan  has  developed  contacts  probably  un- 
paralleled in  the  state. 

Of  course  the  ultimate  strength  or  the  fatal 
weakness  is  the  job  that  we  do.  While  it  is  ex- 
tremely important  to  open  channels  of  communi- 
cation with  Congress  and  to  assure  their  under- 
standing of  our  problems  and  our  capacities,  no 
effort  can  succeed  unless  it  is  backed  squarely  by 
competent  performance. 

OPPORTUNITIES  ARE  GREAT 

I have  been  trying  to  look  as  realistically  as 
possible  at  some  of  the  environmental  factors  with 
which  we  are  faced.  I am  not  in  the  least  gloomy. 
I believe  that  not  only  can  we  w^eather  the  XHI 
threat,  but  convert  it  to  the  greatest  opportunity 
that  we  have  seen  in  our  history. 

It  seems  obvious  to  me  that  any  XHI  system 
will  have  to  build  on  existing  private  coverage, 
if  only  for  economic  reasons.  If  this  is  true,  we 
are  much  more  likely  to  have  trouble  staying 
ahead  of  the  increased  business  than  in  worrying 
about  the  viability  of  our  organizations. 

There  are,  of  course,  many  things  that  need 
to  be  done.  The  health  care  system,  including  our 
part  of  it,  has  many  imperfections.  We  must  be 
concerned  with  performance,  with  public  service, 
with  the  delivery  of  the  services  we  finance,  and 
with  all  of  the  other  matters  I have  touched  on. 
However,  all  of  the  necessary  elements  already 
exist  -within  our  Plans,  or  can  be  achieved  by  them 
with  the  necessary  effort.  What  we  have  got  to 
do  is  make  our  system  accomplish  the  legitimate 
purposes  that  the  proponents  of  change  are  trying 
to  bring  about.  If  we  do  this,  other  purposes  will 
be  showm  to  be  unnecessary. 
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CAPITATION  PAYMENT 

(Concluded  from  Page  611) 

PROBLEMS  TO  BE  FACED 
The  development  and  negotiation  of  a capita- 
tion payment  may  prove  to  be  a relatively  simple 
exercise  when  compared  to  a number  of  other 
factors  demanding  consideration  if  our  proposed 
experiments  are  to  have  meaning  and  be  suc- 
cessful. 

1 ) We  know  that  we  must  find  a way  of 
integrating  the  medical  records  of  the  group 
and  the  hospital  they  utilize.  Laboratory  and 
x-ray  findings  from  the  group  must  be  accept- 
able at  the  hospital  to  avoid  costly  duplication 
for  the  sake  of  form. 

2)  We  must  find  ways  to  educate  both  the 
panel  and  the  patients  to  utilize  properly  the 
benefits  and  alternatives  available  under  pre- 
paid group  practice.  Availability  of  benefits  in 
no  way  guarantees  proper  and  effective  use  of 
benefits.  Much  must  be  done  in  this  area. 

3)  We  must  find  ways  to  encourage  and  aid 
group  practices  to  make  more  extensive  and 
effective  use  of  paramedical  personnel  and  auto- 
mated equipment  and  techniques.  Most  likely, 
testing  and  preventive  services  to  be  provided 
under  our  proposed  group  practice  experiments 
would  be  economically  feasible  to  all  parties 
only  by  extensive  use  of  paramedical  personnel. 
Also  indicated  is  strong  systems  and  computer 
support  to  the  group  from  Blue  Shield. 

PROCESS  vs.  FORM  OF  ORGANIZATION 

I was  particularly  encouraged  by  two  papers 
I reread  in  preparation  for  this  discussion.  One 
was  written  by  Avram  Yedida  in  1965  on  the 
“Nature  Of  Medical  Group  Practice”  in  which 
he  said,  “Since  group  practice  is  part  of  an 
evolving  pattern  of  change  in  the  organization  of 
medical  care,  it  understandably  eludes  precise 
definition.”  He  went  on  to  relate  that  one  re- 
searcher had  suggested  that  “group  practice  is  a 
process  rather  than  a form  of  organization.”  Doc- 
tor Sidney  Garfield,  originator  of  the  Kaiser 
Health  concept,  in  an  April,  1970  article  in  the 
Scientific  American  appears  to  support  the  con- 
cept that  group  practice  is  a process,  when  he 
stated  “ . . . prepaid  group  practice  is  a step  in 
the  right  direction  but  is  far  from  being  the  entire 
answer.”  Lessons  we  have  learned  lead  us  to  be- 
lieve there  is  a broader  solution  that  is  applicable 
both  to  the  Kaiser-Permanente  system  and  to  the 
system  of  private  practice  that  prevails  today.” 


I believe  that  these  comments  are  encouraging 
to  Blue  Cross  and  Blue  Shield  today.  The  ulti- 
mate health  care  delivery  system  has  yet  to  be 
found.  There  is  still  time  for  Blue  Cross-Blue 
Shield  to  “do  their  thing”  with  prepaid  group 
practice — if  we  want  to. 

CONSISTENT  WITH  CORPORATE  GOALS 

We  feel  that  experiments  with  group  practice 
are  totally  consistent  with  our  corporate  goals 
and  purpose.  The  original  enabling  legislation 
creating  Blue  Cross  and  Blue  Shield  in  Rhode 
Island  did  not  wed  us  to  a single  delivery  or 
financing  system — but  simply  charged  us  with 
providing  prepaid  health  care  on  a non-profit 
basis. 

Group  practice — .prepaid  or  otherwise — may 
possess  the  structure  and  characteristics  necessary 
to  more  effectively  use  the  technology  and  re- 
sources available  today — thus  making  the  deliv- 
ery system  more  efficient.  In  turn,  we  believe  that 
Blue  Cross  and  Blue  Shield  have  much  to  offer 
to  group  practice  that  heretofore  has  been  lack- 
ing, such  as  continuity  of  coverage  and  out-of- 
area service  benefits. 

We  believe  that  our  proposed  experiments  in 
combining  our  strengths  will  prove  beneficial  to 
all. 


BLUE  SHIELD  FEES 

(Concluded  from  Page  614) 

or  be  numbed  by  the  solemn  silence  of  those 
nobler  souls,  perhaps,  who  will  not  join  the  dance.” 
(Whitaker  Chambers.) 


65  Elm  Street 

Worcester,  Massachusetts  01609 

MOSCAICISM 

(Concluded  from  Page  625) 

partial  deletions  of  chromosome  18.  Lancet  2:799, 
5 Oct  68 

17STEWART  JM,  GO  S,  ELLIS  E.  et  ah:  Absent 
IgA  and  deletions  of  chromosome  18.  J Med  Genet 
7:11-19,  Mar  70 

>*^\VEISS  L,  and  MAYEDA  K:  A patient  with  a short 
arm  deletion  of  chromosome  18  (46,XY,18p-).  J Med 
Genet  6:216-219,  Jun  69 


November  1970 
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SEGEMENTAL  RESECTION 

(Concluded  from  Page  622) 

There  was  no  evidence  of  local  tumor  invasion, 
and  only  one  regional  lymph  node  was  found  to  be 
involv^ed.  It  was  felt  that  radical  resection  with  its 
high  morbidity  and  mortality  was  not  the  proce- 
dure of  choice  in  this  patient. 

In  1963,  Benson  colected  19  cases  from  the  lit- 
erature with  an  average  42.1  per  cent  5-year  sur- 
vival rate,  and  reported  two  surviv'^als  among  his 
own  5 cases  of  86  months  and  25  months  respect- 
ively." He  emphasized  the  close  anatomical  relation 
of  the  duodenum  to  the  pancreas  and  concluded 
that  the  principle  of  wide  resection  is  sacrificed  in 
procedures  excluding  resection  of  the  pancreatic 
head;  therefore;  pancreatoicduodenectomy,  he  con- 
cluded, is  the  operation  of  choice  for  primary  car- 
cinoma of  the  duodenum. 

However,  others  had  encouraging  results  after 
segmental  resection.  In  a series  of  the  IMayo  Clinic 
reported  by  Higgins  and  associates,  ten  patients 
had  segmental  resection,  four  of  whom  survived 
apparently  free  of  disease  19,  16,  12,  and  5 years 
after  operation.®.  Spinazzola  and  Gillesby  reported 
no  significant  difference  in  survival  rates  of  simple 
palliative  and  radical  surgery  in  12  cases^®.  Castillo 
and  associates  reported  a patient  who  survived  for 
7 years  folowing  segmental  resection  of  duodenal 
carcinoma  and  5 years  after  resection  of  adenocar- 
cinoma of  the  terminal  ileum.®.  Cattell  had  no  5- 
year  survivors  after  7 cases  of  radical  resection.'^ 
It  would  seem  that  in  selected  cases  segmental  re- 
section is  a satisfactory  operation  in  duodenal 
cancer. 

SUMMARY 

A case  of  primary  carcinoma  of  the  third  portion 
of  the  duodenum  is  reported  in  which  segmental 
resection  was  performed.  On  the  basis  of  available 
literature,  long-term  results  seems  to  be  equal 
after  segmental  resection  or  pancreatoicduodenec- 
tomy. 
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(Concluded  from  Page  592) 
the  drug  or  its  trade  name  as  written  by  the  phy- 
sician, and  the  quantity  and  strength  of  the  drug. 
Provision  should  of  course  be  made  that  the  label 
would  not  contain  any  or  all  of  the  foregoing  infor- 
mation where  the  physician  so  indicates.” 

The  AMA  also  supported  S.  3096  and  another 
provision  of  S.  3297  that  would  require  a coding 
identification  on  each  tablet,  capsule  or  other  final 
form  of  a medication. 

The  AIMA  did  not  take  a position  a fourth  bill 
(S.  3651)  that  would  require  inspection  of  drug 
manufacturing  firms  every  six  months,  instead  of 
the  present  two  years.  Dr.  Curry  said  that  he  was 
concerned  that  medications  he  prescribed  “are  of 
maximum  purity  and  manufactured  under  proper 
controls,”  but  that  he  was  not  qualified  to  speak 
on  the  length  of  time  between  inspections. 

Rhode  Island  IMedical  Journal 


Achrocidin®  Tablets  and  Syrup 

Tetracycline  HCl— Antihistamine— Analgesic  Compound 

Each  tablet  contains:  ACHROMYCIN®  Tetracycline  HCl  125  mg.;  Phenacetin  120  mg.;  Caffeine  30  mg.;  Salicylamide  150  mg.;  Chlorothen  Citrate  25  mg. 


ACHROCIDIN  Tetracycline  HCl— Antihistamine— Analgesic  Compound  Tablets  and  Syrup  are  recommended  for  the  treatment 
of  tetracycline-sensitive  bacterial  infection  which  may  complicate  vasomotor  rhinitis,  sinusitis  and  other  allergic  diseases  of  the 
upper  respiratory  tract,  and  for  the  concomitant  symptomatic  relief  of  headache  and  nasal  congestion.  For  children  and  elderly 
patients  you  may  prefer  caffeine-free  ACHROCIDIN  Syrup.  Each  5 cc  contains:  ACHROMYCIN  Tetracycline  equivalent  to 
Tetracycline  HCl  125  mg.;  Phenacetin  120  mg.;  Salicylamide  150  mg.;  Ascorbic  Acid  (C)  25  mg.;  Pyrilamine  Maleate  15  mg. 


Contraindications:  Hypersensitivity  to  any 
component. 

Warning:  In  renal  impairment,  since  liver  tox- 
icity is  possible,  lower  doses  are  indicated;  dur- 
ing prolonged  therapy  consider  serum  level 
determinations.  Photodynamic  reaction  to  sun- 
light may  occur  in  hypersensitive  persons. 
Photosensitive  individuals  should  avoid  expo- 
sure; discontinue  treatment  if  skin  discomfort 
occurs. 

Precautions:  Drowsiness,  anorexia,  slight  gas- 
tiic  distress  can  occur.  In  excessive  drowsi- 
ness, consider  longer  dosage  intervals.  Persons 


on  full  dosage  should  not  operate  vehicles. 
Nonsusceptible  organisms  may  overgrow;  treat 
superinfection  appropriately.  Treat  beta- 
hemolytic  streptococcal  infections  at  least  10 
days  to  help  prevent  rheumatic  fever  or  acute 
glomerulonephritis.  Tetracycline  may  form  a 
stable  calcium  complex  in  bone-forming  tissue 
and  may  cause  dental  staining  during  tooth 
development  (last  half  of  pregnancy,  neonatal 
period,  infancy,  early  childhood). 

Adverse  Reactions:  Gasiroiniesiinal— anorexia, 
nausea,  vomiting,  diarrhea,  stomatitis,  glossi- 
tis, enterocolitis,  pruritus  ani.  Sk/n— maculo- 


papular  and  erythematous  rashes;  exfoliative 
dermatitis;  photosensitivity;  onycholysis,  nail 
discoloration.  Kidney— dose-related  rise  in 
BUN.  Hypersensitivity  reactions— urticaria, 
angioneurotic  edema,  anaphylaxis.  Intracranial 
—bulging  fontanels  in  young  infants.  Teeth- 
yellow-brown  staining;  enamel  hypoplasia. 
B/ood— anemia,  thrombocytopenic  purpura, 
neutropenia,  eosinophilia.  Liver— cholestasis  at 
high  dosage. 

Upon  adverse  reaction,  stop  medication  and 
treat  appropriately. 


LEDERLE  LABORATORIES,  A Division  of  American  Cyanamid  Company,  Pearl  River.  New  York  10965 
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anxiety: 
the  tyrant 


Excessive  anxiety  can  often  dominate  the  patient  made 
vulnerable  by  illness,  surgery,  prolonged  emotional  stress.  It  can 
induce  or  aggravate  symptoms,  disrupt  medical  management, 
divert  energy  the  patient  needs  for  recovery. 

The  antianxiety  action  of  Librium®  (chlordiazepoxide  HCD— 
used  adjunctively  or  alone— has  demonstrated  clinical 
usefulness  in  virtually  every  field  of  medical  practice  where 
anxiety  complicates  the  patient's  condition. 


for  the  patient 
ruled  by  anxiety 

Librium® 

(chlordiazepoxide 
HCl)  5-mg,  10-mg, 
25-mg  capsules 

Before  prescribing,  please  consult  com- 
plete product  information,  a summary  of 
which  follows: 

Indications:  Indicated  when  anxiety,  ten- 
sion and  apprehension  are  significant 
components  of  the  clinical  profile. 
Contraindications:  Patients  with  known 
hypersensitivity  to  the  drug. 

Warnings:  Caution  patients  about  possible 
combined  effects  with  alcohol  and  other 
CNS  depressants.  As  with  all  CNS-acting 
drugs,  caution  patients  against  hazardous 
occupations  requiring  complete  mental 
alertness  (e.g.,  operating  machinery, 
driving).  Though  physical  and  psychologi- 
cal dependence  have  rarely  been  re- 
ported on  recommended  doses,  use 
caution  in  administering  to  addiction- 


prone  individuals  or  those  who  might 
increase  dosage,-  withdrawal  symptoms 
(including  convulsions),  following  dis- 
continuation of  the  drug  and  similar  to 
those  seen  with  barbiturates,  have  been 
reported.  Use  of  any  drug  in  pregnancy, 
lactation,  or  in  women  of  childbearing 
age  requires  that  its  potential  benefits  be 
weighed  against  its  possible  hazards. 
Precautions:  In  the  elderly  and  debilitated, 
and  in  children  over  six,  limit  to  smallest 
effective  dosage  (initially  10  mg  or  less 
per  day)  to  preclude  ataxia  or  overseda- 
tion, increasing  gradually  as  needed  and 
tolerated.  Not  recommended  in  children 
under  six.  Though  generally  not  recom- 
mended, if  combination  therapy  with 
other  psychotropics  seems  indicated, 
carefully  consider  individual  pharmaco- 
logic effects,  particularly  in  use  of  po- 
tentiating drugs  such  as  MAO  inhibitors 
and  phenothiazines.  Observe  usual  pre- 
cautions in  presence  of  impaired  renal  or 
hepatic  function.  Paradoxical  reactions 
(e.g.,  excitement,  stimulation  and  acute 
rage)  have  been  reported  in  psychiatric 
patients  and  hyperactive  aggressive 
children.  Employ  usual  precautions  in 
treatment  of  anxiety  states  with  evidence 
of  impending  depression;  suicidal  ten- 
dencies may  be  present  and  protective 


measures  necessary.  Variable  effects 
on  blood  coagulation  have  been  reported 
very  rarely  in  patients  receiving  the  drug  ^ 
and  oral  anticoagulants;  causal  relation-  ^ 
ship  has  not  been  established  clinically. 
Adverse  Reactions:  Drowsiness,  ataxia  and  ' 
confusion  may  occur,  especially  in  the 
elderly  and  debilitated.  These  are  re- 
versible in  most  instances  by  proper 
dosage  adjustment,  but  are  also  occasion- 
ally observed  at  the  lower  dosage  ranges. 

In  a few  instances  syncope  has  been 
reported.  Also  encountered  are  isolated 
instances  of  skin  eruptions,  edema,  minor 
menstrual  irregularities,  nausea  and 
constipation,  extrapyramidal  symptoms, 
increased  and  decreased  libido  — all  in- 
frequent and  generally  controlled  with 
dosage  reduction,-  changes  in  EEG  pat- 
terns (low-voltage  fast  activity)  may 
appear  during  and  after  treatment- 
blood  dyscrasias  (including  agranulocyto- 
sis), jaundice  and  hepatic  dysfunction 
have  been  reported  occasionally,  making 
periodic  blood  counts  and  liver  function 
tests  advisable  during  protracted  therapy. 


l^fflRoche 

I laboratories 


Division  of  Hoffmann- La  Poche  inc- 
Nutley  Hew  Jersey  071K) 


Picture  of 
a sprained  shoulder 


treated  with 
Parafon  Fortes 

Paraflex®  (chlorzoxazone)*  250  mg. 

Tylenol®  (acetaminophen)  300  mg. 


Parafon  Forte  tablets  help  to  relieve  pain, 
restore  mobility . . . stop  pain-spasm  feedback 

by  providing: 

a nonsalicylate  analgesic  equal  to  aspirin  for  the  relief 
of  pain/’2  yet  unlikely  to  produce  the  irritation  to  the 
gastric  mucosa  so  often  associated  with  salicylate 
therapy^ 

and  a skeletal  muscle  relaxant  effective  in  a wide  va- 
riety of  conditions®-®... but  not  likely  to  have  the  cen- 
tral effects  of  tranquilizing  compounds.® 

Prescribe  Parafon  Forte  for  effective  spasmolysis 
and  analgesia  in  sprains,  strains,  myalgias,  low  back 
pain,  bursitis  and  other  musculoskeletal  disorders. 
Your  patients  will  appreciate  the  restored  comfort 
and  freedom  of  movement  it  usually  provides, 


Contraindications:  Sensitivity  to  either  component.  Precautk 
E.xercise  caution  in  patients  with  known  allergies  or  historyl 
drug  allergies.  If  a sensitivity  reaction  or  signs  or  symptoms  si- 
gestive  of  liver  dysfunction  are  observed,  the  drug  should 
stopped.  Adverse  Reactions:  Occasionally,  drowsiness,  dizzim, 
lightheadedness,  malaise,  overstimulation  or  gastrointesti 
disturbances  may  be  noted;  rarely,  allergic-type  skin  rasi 
petechiae,  ecchymoses,  angioneurotic  edema  or  anaphyla(f 
reactions.  In  rare  instances,  Paraflex  (chlorzoxazone)  may  p 
sibly  have  been  associated  with  gastrointestinal  bleeding.  WK 
Paraftex  (chlorzoxazone)  and  chlorzoxazone-containing  pr 
ucts  have  been  suspected  as  being  the  cause  of  hepatic  toxic ; 
in  approximately  eighteen  patients,  it  was  not  possible  to  sti 
that  the  dysfunction  was  or  was  not  drug  induced.  Vstial  Ai^ 
Dosage:  TVo  tablets  q.i.d.  Supplied:  Scored,  light  green  tab) 
imprinted  “McNEIL”  — bottles  of  100. 


References : 1.  Batterman,  R.  C.,  and  Grossman,  A.  J.:  Fed.  Proc.  H:Z16, 

2.  Goodman.  L.  S..  and  Gilman,  A.,  ed.;  The  Pharmacological  Basis  of  Tti' 
peutics,  ed.  3.  New  York,  The  Macmillan  Company,  1965,  p.  331.  3.  Keslle 

C.,  and  Gyurik.  J.:  Industr.  Med.  S| 
31 :372,  1962.  4.  Forster.  S..  et  at.:  A 
J.  Orthop.  2:285,  1960.  5.  Friend,  D 
Clin.  Pharmacol.  Ther.  5:871,  1964. 

•O.S.  LATENT  AO.  J.OEsl 


( McNEIL ) 

McNEIL  tABgRATpRPES,  INC.,  FT.  WASHINGTON,  PA.  1903A 


■ to  help  restore 
and  stabilize 
the  intestinal  flora 


Introduced  to  help  reestablish  the  normal  physiology  of  the 
intestinal  tract  in  gastrointestinal  disturbances^,  particularly 
diarrheas  (including  those  resulting  from  antibiotic  therapy), 
Lactinex  is  also  useful  for  reestablishing  the  flora  following  bowel 
surgery,  infant  colic,  mucous  colitis,  foul-smelling  stools,  pruritus 
ani,  flatulence  and  hives.2.3.4,5,G 


■ for  fever  blisters 
and  canker  sores  of 
herpetic  origin 


Lactinex  contains  a viable  mixed  culture  of  both  Lactobacillus 
acidophilus  and  L.  bulgaricus  with  the  naturally  occurring 
metabolic  products  produced  by  these  organisms. 

No  untoward  side  effects  have  been  reported  to  date. 

Literature  on  indications  and  dosage  available  on  request. 


HYNSON,  WESTCOTT  & DUNNING,  INC. 

Baltimore,  Maryland  21201 

References: 

(1)  Siver,  R.  H.:  CMD,  21:109,  September  1954.  (2)  Frykman,  H.  H.:  Minn.  Med.,  38:19-27,  January  1955.  (3) 
McGivney,  J.;  Tex.  State  Jour.  Med.,  51:16-18,  January  1955.  (4)  Quehl,  T.  M.:  Jour,  of  Florida  Acad.  Gen.  Prac., 
15:15-16,  October  1965.  (5)  Weekes,  D.  J.:  NY  State  Jour.  Med.,  58:2672-2673,  August  1958.  (6)  Ellis,  S.  and 
Spratt,  J.  S.:  JOUR.  AMER.  GER.  SOC.,  18:410-415,  May  1970. 
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A urinary  tract 
infection  was 
eliminated  last  week 


For  women  who  are  diabetic  or  debilitated,  oral  antibiotic 
therapy  often  sets  the  stage  for  monilial  overgrowth  in  the 
intestine. 


Intestinal  monilial  overgrowth 

has  appeared 
this  week 


When  you  anticipate  such  a problem,  take  action  with 
DECLOSTATIN  300.  It  combines  the  broad-spectrum  potency 
of  demethylchlortetracycline  with  the  antifungal  effectiveness 
of  nystatin -it  helps  avoid  monilial  take-over.  Experience  has 
shown  DECLOSTATIN  to  be  highly  useful  for  many  women 
patients;  individual  culture  studies  will  show  exactly  where 
this  usefulness  may  best  be  applied. 

It  doesn’t  let  monilia  begin 
where  bacteria  end. 
Declostatin’300 


Demethylchlortetracycline  HCI  300  mg  and 

Nystatin  500,000  units  Capsule-Shaped  Tablets  Lederle 


Effectiveness:  Because  its  antibacterial  component  is 
DECLOMYCIN  s Demethylchlortetracycline.  DECLOSTATIN  should 
be  equally  or  more  effective  therapeutically  than  other  tetracyclines 
in  infections  caused  by  tetracycline-sensitive  organisms.  The 
antifungal  component,  nystatin,  protects  against  superinfection  by 
antibiotic-resistant  fungal  overgrowth  (particularly  monilia)  in  the 

intestinal  tract. 

Contraindication:  History  of  hypersensitivity  to  demethylchlortetra- 
cycline or  nystatin. 

Warning:  In  renal  impairment,  usual  doses  may  lead  to  excessive 
accumulation  and  liver  toxicity.  Under  such  conditions,  lower  than 
usual  doses  are  indicated  and.  If  therapy  is  prolonged,  serum  level 
determinations  may  be  advisable  A photodynamic  reaction  to 
natural  or  artificial  sunlight  has  been  observed  Small  amounts  of 
drug  and  short  exposure  may  produce  an  exaggerated  sunburn 
reaction  which  may  range  from  erythema  to  severe  skin  mani- 
festations. In  a smaller  proportion,  photoallergic  reactions  have 
been  reported.  Patients  should  avoid  direct  exposure  to  sunlight 
and  discontinue  drug  at  the  first  evidence  of  skin  discomfort. 
Necessary  subsequent  courses  of  treatment  with  tetracyclines 
should  be  carefully  observed. 

Precautions:  Overgrov/th  of  nonsusceptible  organisms  may  occur. 
Constant  observation  is  essential.  If  new  infections  appear, 
appropriate  measures  should  be  taken.  In  infants,  increased 


intracranial  pressure  with  bulging  fontanels  has  been  observed. 

All  signs  and  symptoms  have  disappeared  rapidly  upon  cessation 
of  treatment. 

Side  Effects:  Gastrointestinal  system -anorexia,  nausea,  vomiting, 
diarrhea,  stomatitis,  glossitis,  enterocolitis,  pruritus  ani.  Skin  — 
maculopapular  and  erythematous  rashes;  a rare  case  of  exfoliative 
dermatitis  has  been  reported.  Photosensitivity;  onycholysis  and 
discoloration  of  the  nails  (rare)  Kidney -rise  in  BUN.  apparently 
dose-related.  Transient,  reversible,  nephrogenic  diabetes  insipidus 
with  excessive  thirst  and  polyuria  (rare).  Hypersensitivity  reactions 
-urticaria,  angioneurotic  edema,  anaphylaxis.  Teeth-dental 
staining  (yellow-brown)  in  children  of  mothers  given  this  drug 
during  the  latter  half  of  pregnancy,  and  in  children  given  the  drug 
during  the  neonatal  period,  infancy  and  early  childhood.  Enamel 
hypoplasia  has  been  seen  in  a few  children.  If  adverse  reaction  or 
idiosyncrasy  occurs,  discontinue  medication  and  institute  appro- 
priate therapy.  Demethylchlortetracycline  may  form  a stable 
calcium  complex  In  any  bone-forming  tissue  with  no  serious 
harmful  effects  reported  thus  far  in  humans. 

Average  Adult  Daily  Dosage:  One  tablet  b i d.  Should  be  given 
1 hour  before  or  2 hours  after  meals,  since  absorption  is  impaired 
by  the  concomitant  administration  of  high  calcium  content 
drugs,  foods  and  some  dairy  products.  Treatment  of  streptococcal 
infections  should  continue  for  10  days,  even  though  symptoms 
have  subsided. 


LEDERLE  LABORATORIES.  A Division  of  American  Cyanamid  Company.  Pearl  River,  New  York 
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District  Medical  Society  Meeting 


PROVIDENCE  MEDICAL 
ASSOCIATION 

A regular  meeting  of  the  Providence  Medical 
Association  was  held  at  the  Rhode  Island  Medical 
Society  Library  on  Monday,  October  5,  1970.  In 
the  absence  of  the  President,  the  Secretary,  Dr. 
Joseph  E.  Caruolo,  called  the  meeting  to  order 
at  8:35  p.m. 

MINUTES  OF  PREVIOUS  MEETING 

Doctor  Caruolo  noted  that  the  minutes  of  the 
.Association  meeting  held  on  March  2,  1970  had 
been  published  in  the  Rhode  Island  Medical  Jour- 
nal, and  therefore  would  not  be  read  at  the  meet- 
ing. 

REPORT  OF  THE  SECRETARY 

Doctor  Caruolo  reported  for  the  Executive  Com- 
mittee as  follows: 

At  a recent  meeting  of  the  Executive  Committee 
the  following  actions  were  taken: 

1.  Dr.  John  B.  Lawlor  of  Providence  was 
named  to  fill  the  unexpired  term  of  Dr.  William 
A.  AIcDonnell  as  Treasurer. 

2.  Dr.  John  P.  Grady  was  named  as  the  Asso- 
ciation’s representative  on  the  Board  of  Directors 
of  the  Providence  Health  Centers,  Inc.,  and  Dr. 
George  H.  Taft  was  named  as  alternate  director. 

3.  The  Committee  commended  the  Entertain- 
ment Committee  for  the  excellent  golf  tourney 
and  annual  dinner  it  conducted  for  the  member- 
ship at  the  Agawam  Hunt  Club  in  .August. 

4.  The  report  of  the  Program  Committee  was 
received  and  approved. 

5.  The  Executive  Committee  reviewed  the 
financial  problems  of  the  Aledical  Bureau  and 
voted  that  the  monthly  charges  must  be  raised 
to  $25  for  members  using  complete  loop  service, 
and  $12  monthly  for  members  with  limited  serv- 
ices. These  increases  are  necessary  to  meet  the 
rising  costs  of  operation  of  the  Medical  Bureau, 
and  they  represent  the  first  increase  in  charges 
in  five  years.  The  new  rates  are  effective  October 
1,  1970. 

6.  The  Executive  Committee  expressed  con- 
cern about  the  objections  of  some  funeral  directors 
to  autopsies,  and  suggested  that  the  state  director 
of  health,  and  the  R.  I.  Society  of  Pathologists 
confer  with  the  funeral  directors’  association  to 
find  out  what  valid  objections  that  association 


may  have  to  autopsies,  when  requested  by  a 
physician  or  family. 

7.  The  Committee  expressed  concern  about 
stories  in  the  daily  press  relating  to  special  medi- 
cal services  given  by  specified  physicians  in  the 
community,  and  it  felt  that  some  guidelines  should 
be  established  to  inform  members  of  the  Profes- 
sion’s views  on  such  publicity. 

Action:  .A  motion  was  made,  seconded  and 

voted  that  the  report  of  the  Secretary  be  ap- 
proved and  placed  on  record. 

ANNOUNCEMENTS 

Doctor  Caruolo  read  the  following  announce- 
ments: 

The  Program  Committee  has  informed  us  that 
the  November  2nd  meeting  will  be  addressed  by 
Dr.  Kristaps  J.  Keggi,  .Assistant  Clinical  Professor 
of  Orthopedic  Surgery  at  Yale  Medical  School, 
on  the  subject  “Total  System  Approach  to 
Trauma”. 

=K  * 

It  is  with  deep  regret  that  we  announce  the 
loss  from  membership  by  death  of: 

Dr.  Lewis  B.  Porter  on  Alay  26. 

Dr.  William  .A.  McDonnell,  Treasurer  of  the 
.Association  for  the  past  three  years,  on  July  27. 

Dr.  Arthur  H.  Vaughn  on  September  4. 

* * * 

Alembers  present  stood  for  a moment  of  silent 
prayer  in  memory  of  the  deceased  members. 

ELECTION  OF  NEW  MEMBERS 

The  Secretary  reported  that  the  Executive  Com- 
mittee recommended  for  election  to  active  mem- 
bership in  the  .Association  the  following  applicants: 

Stanley  M.  Aronson,  M.D. 

Michael  S.  Barrett,  M.D. 

Eliot  Barron,  M.D. 

Harry  W.  Carter,  M.D. 

Freydoun  Chaffa,  M.D. 

William  Colaiace,  M.D. 

Andrew  B.  Dott,  IM.D. 

Judith  Eaton,  M.D. 

John  Evrard,  M.D. 

Joseph  B.  Fitzgerald,  M.D. 

Louis  Fragola,  M.D. 

Robert  Indeglia,  M.D. 

(Continued  on  Page  657) 
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DELTASONE®  TABLETS-2.5  & 5 mg. 

(prednisone,  Upjohn) 

The  potency  of  prednisone  exceeds  cortisone  in  glucocorticoid  and 
anti-inflammatory  activity  by  about  five  times  on  a weight  basis,  but 
is  considerably  less  active  than  cortisone  in  mineralocorticoid 
activity. 

Indications  are  the  same  as  those  for  other  anti-inflammatory 
steroids.  Representative  uses  include  collagen  diseases,  allergic 
diseases,  generalized  dermatoses,  acute  ocular  inflammatory  dis- 
ease, certain  lymphatic  neoplastic  diseases,  ulcerative  colitis  and 
nephrosis.  Important:  Prednisone,  like  cortisone,  is  a potent  thera- 
peutic agent  influencing  the  biochemical  behavior  of  most,  if  not 
all,  tissues  of  the  body.  Because  it  manifests  little  sodium-retaining 
activity,  the  usual  early  sign  of  cortisone  overdosage  (i.e.,  increase 
in  body  weight  due  to  fluid  retention)  is  not  a reliable  index.  Hence, 
recommended  dose  levels  should  not  be  exceeded,  and  all  patients 
should  be  under  close  medical  supervision.  All  precautions  perti- 
nent to  the  use  of  cortisone  apply  to  Deltasone  (prednisone). 
Contraindications:  As  for  all  other  corticoids.  Considered  Abso- 
lute-herpes simplex  keratitis,  acute  psychoses  and  latent,  healed 
or  active  tuberculosis.  May  be  lifesaving  in  certain  cases  of  pul- 
monary or  meningeal  tuberculosis,  but  should  be  used  only  in  con- 
junction with  adequate  and  effective  antituberculous  therapy  to 
which  causative  organisms  are  shown  to  be  sensitive.  Considered 
Relative— acWve  or  latent  peptic  ulcer,  Cushing’s  syndrome,  diver- 
ticulitis, fresh  intestinal  anastomoses,  osteoporosis,  renal  insuffi- 
ciency, thromboembolic  tendencies,  psychotic  tendencies,  diabetes 
mellitus,  hypertension,  local  or  systemic  infections  including  vac- 
cinia. varicella  and  other  exanthematous  diseases,  and  fungal  infec- 
tions, and,  pregnancy  particularly  during  the  first  trimester  because 
of  observation  of  fetal  anomalies  in  experimental  animals.  If  neces- 
sary to  give  corticosteroids  during  pregnancy,  watch  newborn 
infants  closely  for  signs  of  hypoadrenalism  and  institute  appropri- 
ate therapy  if  signs  appear. 

If  corticoids  are  used  in  the  above  conditions,  weigh  risks  against 
benefits. 

Precautions:  Deltasone  should  be  given  only  with  full  knowledge 
of  characteristic  activity  of  and  varied  responses  to  corticoids.  Be- 
cause of  inhibiting  effect  on  fibroplasia,  corticoids  may  mask  signs 
of  and  enhance  spread  of  infection;  hence,  watch  patients  closely, 
and  if  intercurrent  infection  occurs,  control  with  appropriate  anti- 
bacterial measures.  If  possible,  avoid  abrupt  cessation  of  corti- 
costeroid therapy  because  of  the  danger  of  superimposing 
adrenocorticoid  insufficiency  on  the  infectious  process.  Prolonged 
hormone  therapy  usually  causes  a reduction  in  the  activity  and 
size  of  the  adrenal  cortex.  When  discontinuing  therapy,  relative 
adrenocortical  insufficiency  may  be  avoided  by  gradual  reduction 
of  dose.  However,  a potentially  critical  degree  of  insufficiency  may 
persist  asymptomatically  for  some  time  even  after  gradual  discon- 
tinuation of  adrenocortical  steroids.  Therefore,  if  a patient  is  sub- 
jected to  significant  stress,  such  as  surgery,  trauma,  or  severe 
illness  while  being  treated,  or  within  one  year  (occasionally  up  to 
two  years)  after  treatment  has  been  terminated,  hormone  therapy 
should  be  augmented  or  reinstituted  and  continued  for  the  duration 
of  the  stress  and  immediately  following  it.  Since  mineralocorticoid 
secretion  may  be  impaired,  salt  and/or  desoxycorticosterone 
should)b,e  administered  conjunctively.  It  is  preferable  to  use  a solu- 
ble hormone  preparation  in  the  immediate  preoperative  and  post- 
operative periods. 

Although  unlikely  with  Deltasone,  average  and  large  doses  of 
corticosteroids  can  cause  elevation  of  blood  pressure,  salt  and 
water  retention  and  increased  potassium  and  calcium  excretion. 
Dietary  salt  restriction  and  potassium  supplementation  may  be 
necessary.  Glucocorticoid  steroids  may  aggravate  diabetes  mellitus 
so  that  higher  insulin  dosage  may  become  necessary  or  manifes- 
tations of  latent  diabetes  mellitus  may  be  precipitated.  Cortico- 
steroids may  aggravate  myasthenic  symptoms  in  myasthenia  gravis 
and  should  be  given  with  proper  precautions. 

Muscle  weakness,  in  some  instances,  attributed  to  hypopotas- 
semia,  has  been  reported  following  prolonged  systemically  ad- 
ministered corticoids.  Excessive  potassium  loss,  like  excessive 
sodium  retention,  is  not  likely  to  be  induced  with  effective  mainte- 


nance doses  of  Deltasone  (prednisone),  however,  keep  this  effect 
in  mind  and  perform  periodic  serum  potassium  determinations  in 
patients  on  prolonged  corticoid  therapy.  Muscle  weakness  occur- 
ring with  normal  serum  potassium  levels  may  be  due  to  disturbance 
in  muscle  metabolism.  Severe  myopathy  is  associated  with  sub- 
stantial doses  of  steroids  for  prolonged  periods,  and  evidence 
indicates  it  occurs  more  frequently  with  9-alpha-fluro  steroids.  Re- 
placement with  non-fluorinated  steroid  has,  in  some  instances,  re- 
sulted in  improvement. 

Retardation  of  linear  growth,  roughly  proportional  to  dose,  has 
been  noted  in  children  on  corticoids  for  six  months  or  more.  Follow- 
ing cessation  of  therapy,  growth  rate  may  be  accelerated.  There- 
fore, carefully  observe  growth,  of  children  on  prolonged  corticoid 
and  if  growth  is  retarded,  reduce  dose  sufficiently  to  permit  recovery 
before  epiphyseal  closure.  Make  every  effort  to  avoid  corticoids 
during  pregnancy,  since  spontaneous  remission  of  some  diseases 
such  as  rheumatoid  arthritis  may  occur.  Long  term  corticoid  therapy 
may  evoke  hyperacidity  or  peptic  ulcer,  therefore,  as  prophylaxis, 
an  ulcer  regimen  and  antacid  are  highly  recommended.  Take  X-rays  i 
in  peptic  ulcer  patients  complaining  of  gastric  distress,  and,  ' 
whether  or  not  changes  are  noted,  an  ulcer  regimen  is  recom- 
mended. Since  prednisone  causes  less  salt  and  water  retention 
than  many  other  glucocorticoids,  patients  should  be  observed 
closely  for  development  of  undesirable  hormonal  effects  that  are 
less  obvious  indications  of  steroid  toxicity  than  edema  and  hyper- 
tension due  to  salt  and  water  retention.  Continued  supervision  of 
patients  after  cessation  of  therapy  is  essential,  since  there  may  be 
a sudden  reappearance  of  severe  disease  manifestation. 

Adverse  Reactions:  Adverse  reactions  associated  with  use  of  corti- 
coids include:  Cushing's  syndrome,  moon  facies,  supraclavicular 
fat  pads,  hirsutism,  striae  and  acne;  relative  adrenocortical  insuffi- 
ciency particularly  in  time  of  stress  due  to  trauma,  surgery  or 
severe  illness;  protein  catabolism  with  negative  nitrogen  balance; 
electrolyte  imbalance;  alteration  of  glucose  metabolism  with  aggra- 
vation of  diabetes  mellitus  including  hyperglycemia  and  glycosuria; 
osteoporosis  reversible  only  with  difficulty;  spontaneous  fractures; 
aseptic  necrosis  of  the  hip  and  humerus;  activation  and  complica- 
tion of  peptic  ulcer  including  perforation  and  hemorrhage:  aggra- 
vation or  masking  of  infection;  increased  blood  pressure; 
convulsions:  petechiae  and  purpura;  menstrual  irregularities  in- 
cluding amenorrhea,  spotting  or  prolonged  bleeding:  insomnia; 
psychic  disturbances  especially  abnormal  euphoria:  nervousness; 
posterior  subcapsular  oataracts  occasionally  requiring  extraction; 
increased  intraocular  tension;  increased  intracranial  pressure  with 
papilledema  (pseudotumor  cerebri);  pancreatitis;  necrotizing  angi- 
itis; thinning  of  scalp  hair;  suppression  of  growth  in  children; 
thromboembolic  complications;  facial  erythema;  allergic  skin  reac-  ; 
tions;  ulcerative  esophagitis:  sweating;  vertigo;  weakness;  myop- 
athy; headache:  exophthalmos.  Adverse  reactions  are  usually 
reversible  and  usually  disappear  when  drug  is  discontinued. 
Supplied:  2.5  mg.,  scored— bottles  of  100  tablets.  5 mg.,  scored— 
bottles  of  100  and  500  tablets  and  cartons  of  100  tablets  in  foil  f 
strips. 

For  additional  product  information,  consult  the  package  insert  ; 
or  see  your  Upjohn  representative.  „eo  b..s  («>-.)  i 
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David  L.  Kitzes,  M.D. 

Donald  E.  Klein,  M.D. 

Albert  J.  Laurenzo,  M.D. 

Herbert  C.  Litchman,  M.D. 

A.  Hamid  Shahinfar,  M.D. 

Hisashi  Tamura,  M.D. 

IMichael  Vulpe,  M.D. 

Action-.  A motion  was  made,  seconded  and 

voted  that  the  members  recommended  be 

elected  to  active  membership. 

SCIENTIFIC  PROGRAM 

Doctor  Caruolo  stated  that  the  scientific  pro- 
gram would  be  on  the  subject  of  Air  Pollution 
and  the  Environmental  Crisis,  and  the  speakers 
would  be  Mr.  Austin  Daley,  Chief  of  the  Air 
Pollution  Control  Division  in  Providence,  and  Drs. 
George  Boyd  and  Guy  Settipane,  members  of  the 
Pollution  Committee  of  the  Rhode  Island  Medical 
Society. 

Obviously,  no  more  than  attitudes,  with  a 
smattering  of  striking  facts,  could  be  presented 
on  the  subject  at  hand  within  the  time  space 
of  one  hour,  .Attitudes  of  deep  concern,  bewilder- 
ment, incredulity,  and  even  righteous  rage  were 
ably  presented  by  Mr.  Austin  Daley,  and  Doctors 
Settipane  and  Boyd. 

Mr.  Daley’s  colorful  and  entertaining  manner 
of  speaking  held  the  interest  of  the  Society  while 
he  hammered  home  tragedy  after  tragedy  taking 
place  in  our  culture  every  day.  He  told  of  con- 
tinuous open  dump  fires,  the  discharge  of  noxious 
dhemicals  into  our  rivers,  the  unchecked  pol- 
luting effects  of  sewage,  and  so  on.  The  message 
he  so  ably  transmitted  was  that  either  the  intel- 
lect of  man  would  now  (belated  as  it  might  be) 
be  applied  to  the  solution  of  the  problem,  or,  the 
lethal  nature  of  the  pollution  will  begin  to  assert 
a neutralizing  effect  through  the  mechanism  of 
killing  off  the  polluters. 

There  was  true  and  justifiable  rage  in  the  tone 
of  Doctor  Boyd’s  voice  as  he  too  pointed  out 
what  should  be  obvious  to  all  of  us. 

Doctor  Settipane  outlined  the  pollen  and  spore 
problem  in  this  area,  a considerable  one,  and  the 
impact  of  his  talk  was  that  there  are  more  than 
enough  “naturally  occurring”  pollutants  in  our 
atmosphere  to  keep  us  busy  in  preserving  that 
membrane-thin  habitable  space  on  this  planet, 
(Concluded  on  Page  702) 
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Edalogy 

(ETHNIC  MEDICINE) 

Pernicious  Anemia  in  A Full  Blooded  Indian 

The  author  reports  the  case  of  classical  per- 
nicious anemia  in  a 49-year-old  full-blooded  Sioux 
in  Montana. 

Pernicious  anemia  among  American  Indians  is 
infrequent.  A search  by  a computer  of  the  Na- 
tional Library  of  Medicine  revealed  only  one  case 
report  in  recent  years.  This  was  a 5-year-old  girl 
with  the  juvenile  variety,  rare  in  itself. 

Diagnosis  is  difficult  because  of  the  geographic 
isolation  of  many  Indians  from  appropriate  diag- 
nostic procedures,  in  particular  the  Schilling  test. 
In  rural  areas  therapy  is  frequently  initiated  on 
the  basis  of  megaloblastic  anemia  and  achlorhy- 
dria alone.  Lack  of  diagnostic  security  and  case 
reporting  may  explain  the  apparent  rarity  of  per- 
nicious anemia  among  the  American  Indians.  How- 
ever, in  view  of  the  well-documented  racial  and 
ethnic  distribution  of  this  disease,  the  American 
Indian  may  have  a constitutional  lack  of  sus- 
ceptibility to  pernicious  anemia. 

Addisonian  pernicious  anemia  is  a disease  en- 
countered primarily  in  the  temperate  zones  and 
in  the  white  race,  most  commonly  in  northern 
European  populations  and  their  derivations.  The 
disease  is  known  to  occur  sporadically  in  many 
racial  and  ethnic  groups  such  as  the  South  African 
Bantu,  the  American  Negro,  and  orientals.  Per- 
nicious anemia  in  the  American  Indian,  therefore, 
not  unexpected  but  has  been  uncommonly  reported. 

. . . Lee,  R.V.:  JAMA  212:1378,  May  25, 
1970. 

* * 

Influence  of  Race  and  Geographical  Origin 
on  Sarcoidosis 

Veterans  hospitalized  with  sarcoidosis  from  1958 
to  1964  were  analyzed  with  respect  to  their  birth- 
place and  the  1930  population  census  of  the  various 
states.  In  every  region  the  rate  of  sarcoidosis  was 
12  to  15  times  higher  in  Negroes  than  whites.  Dif- 
ferences among  the  various  geographical  areas  were 
insignificant. 

. . . Israel,  H.L.:  Arch  Environ  Health  20:602- 
603,  May  1970. 

♦ * * 

Hereditary  Blindness  Among  Pingelapese 
People  of  Eastern  Caroline  Islands 

Congenital  blindness  occurs  in  4 per  cent  to 
10  per  cent  of  the  Pingelap  people  of  the  Eastern 
(Continued  on  Page  700) 
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When  irritable  colon  feels  like  this 


•in  the  presence  of  spasm  or  hypermotility, 
gas  distension  and  discomfort,  KINESED® 
provides  more  complete  relief : 


□ belladonna  alkaloids— for  the  hyper- 
active bowel  □ simethicone— for  ac- 
companying distension  and  pain  due  to 
gas  nphenobarbital- for  associated 
anxiety  and  tension 

Composition:  Each  chewable,  fruit-flavored,  scored  tab- 
let contains:  16  mg.  phenobarbital  (warning:  may  be 
habit-forming);  0.1  mg.  hyoscyamine  sulfate;  0.02  mg. 
atropine  sulfate;  0.007  mg.  scopolamine  hydrobromide; 
40  mg.  simethicone. 

Contraindications:  Hypersensitivity  to  barbiturates  or 


s 


belladonna  alkaloids,  glaucoma,  advanced  renal  or  he- 
patic disease. 

Precautions:  Administer  with  caution  to  patients  with 
incipient  glaucoma,  bladder  neck  obstruction  or  uri- 
nary bladder  atony.  Prolonged  use  of  barbiturates  may 
be  habit-forming. 

Side  effects:  Blurred  vision,  dry  mouth,  dysuria,  and 
other  atropine-like  side  effects  may  occur  at  high  doses, 
but  are  only  rarely  noted  at  recommended  dosages. 
Dosage:  Adults:  One  or  two  tablets  three  or  four  times 
daily.  Dosage  can  be  adjusted  depending  on  diagnosis 
and  severity  of  symptoms.  Children  2 to  12  years:  One 
half  or  one  tablet  three  or  four  times  daily.  Tablets  may 
be  chewed  or  swallowed  with  liquids. 


STUART  PHARMACEUTICALS  | Pasadena,  California  91109  I Division  of  ATLAS  CHEMICAL  INDUSTRIES,  INC. 


(from  the  Greek  kinetikos, 
to  move, 

and  the  Latin  sedatus, 
to  calm) 

KINESED^ 

antispasmodic/ sedati  ve/antiflatulent 


PUBLISHED  TO  REPLACE  A PREVIOUS 
ADVERTISEMENT  WHICH  THE  FOOD  AND  DRUG 
ADMINISTRATION  CONSIDERED  MISLEADING 


The  Food  and  Drug  Administration  has  requested  that  we  bring  to  your  attention 
a recent  promotional  campaign  for  Garamycin  Injectable  (gentamicin  sulfate)  which 
featured  a nationwide  in-vitro  hospital  survey  involving  a comparison  of 
sensitivity  patterns  of  Garamycin  Injectable  and  seven  other  antibiotics. 


The  FDA  considers  the  advertising  misleading  in  several  respects  such  as: 


The  in-vitro  chart  contained  in  the  ads,  which  compared  Garamycin  Injectable 
with  seven  other  antibiotics,  implied  that  Garamycin  Injectable  is  clinically  more 
effective  than  the  seven  other  compared  antibiotics.  THE  FACTS  ARE  (1 ) THAT 
DIRECT  EXTRAPOLATION  OF  NONCLINICAL  FINDINGS  TO  CLINICAL 
EFFECTIVENESS  IS  UNWARRANTED,  AND  (2)  THAT  THE  ADVERTISED 
IN-VITRO  COMPARISONS  DO  NOT  CONSTITUTE  A VALID  BASIS  FOR 
SUGGESTING  THAT  GARAMYCIN  INJECTABLE  HAS  GREATER  CLINICAL 
EFFECTIVENESS  THAN  THE  COMPARED  ANTIBIOTICS. 


The  in-vitro  chart  and  information  contained  under  the  ad  heading,  "Indications” 
presented  in-vitro  data  results  in  such  a way  as  to  imply  that  the  drug  is  indicated 
for  Gram-positive  bacteria,  such  as  Staphylococcus  aureus.  GARAMYCIN  INJECTABLE 
IS  NOT  APPROVED  FOR  INFECTIONS  DUE  TO  ANY  GRAM-POSITIVE 
ORGANISMS. 


We  emphasize  that  Garamycin  Injectable  is  approved  for  use  only  in  infections 
due  to  susceptible  strains  of  gram-negative  bacteria,  including  Pseudomonas 
aeruginosa,  and  species  of  indole-positive  and  indole- negative  Proteus, 
Escherichia  coli,  and  Klebsieilc-Aerobacter. 


Injectable 

Garamvan 

gentamian  I sulfate 
injection 

Each  cc.  contains  gentamicin  sulfate  equivalent  to  40  mg.  gentamicin 


BRIEF  SUMMARY 

INDICATIONS  GARAMYCIN  Injectable  is  clinically  effective  in  infections 
due  to  susceptible  strains  of  gram-negative  bacteria,  including  Pseudo- 
monas aeruginosa,  and  species  of  indole-positive  and  indole-negative 
Proteus,  Escherichia  coli,  and  Klebsiella-Aerobacter.  Bacteriologic  studies 
should  be  conducted  to  identify  the  causative  organism  and  to  determine 
its  sensitivity  to  gentamicin  sulfate.  Sensitivity  discs  of  the  drug  are 
ai'ailable  for  this  purpose.  If  the  susceptibility  tests  indicate  that  the 
causative  organism  is  resistant  to  gentamicin  sulfate,  other  appropriate 
antibiotic  therapy  should  be  instituted. 

This  drug  should  be  limited  to  the  treatment  of  serious  infections 
caused  by  gram-negative  bacteria,  particularly  Pseudomonas  aeruginosa, 
Proteus  and  other  susceptible  organisms,  v/ith  due  regard  for  relative 
antibiotic  toxicity.  Therefore,  the  drug  should  be  considered  for  use 
against  gram-negative:  1.  Bacteremia;  2.  Infected  surgical  wounds;  3. 
Severe  soft  tissue  infections,  including  burns  complicated  by  sepsis;  4. 
Respiratory  tract  infections;  and  5.  Selected  cases  of  urinary  tract  infec- 
tion. 

CONTRAINDICATIONS  GARAMYCIN  Injectable  is  contraindicated  in  in- 
dividuals with  a history  of  hypersensitivity  or  toxic  reactions  to  genta- 
micin. 

WARNINGS  Patients  receiving  treatment  with  GARAMYCIN  should  be 
under  close  clinical  observation  because  of  the  toxicity  associated  with 
the  use  of  this  drug.  Ototoxicity,  vestibular  and  auditory,  can  occur  in 
patients,  primarily  those  with  pre-existing  renal  damage,  treated  with 
GARAMYCIN  Injectable,  usually  for  longer  periods  or  with  higher  doses 
than  recommended. 

GARAMYCIN  Injectable  is  potentially  nephrotoxic,  and  this  should  be 
kept  in  mind  when  it  is  used  in  patients  with  pre-existing  renal  impair- 
ment. Kidney  function  diminished  by  infection  of  the  upper  urinary  tract 
may,  however,  improve  during  effective  treatment  with  GARAMYCIN 
Injectable. 

Concurrent  administration  of  potentially  ototoxic  drugs  such  as  strep- 
tomycin and  kanamycin  or  of  potentially  nephrotoxic  drugs  such  as  poly- 
myxin, colistin,  and  kanamycin  with  gentamicin  sulfate  has  not  been 
shown  to  afford  any  clinical  advantages  and,  moreover  may  result  in 
additive  toxicity.  Monitoring  of  vestibular,  cochlear,  and  renal  function 
will  provide  guidance  for  therapy  in  such  cases. 

PRECAUTIONS  In  patients  with  impaired  renal  function  in  whom  serious 
infection  develops,  serum  concentrations  of  the  drug  may  rise,  with  con- 
sequently increased  risk  of  ototoxicity.  In  these  patients  or  in  those 


in  whom  recommended  dosage  or  duration  of  therapy  must  be  exceeded  as 
a life-saving  measure,  routine  studies  of  kidney  function  should  be  per- 
formed when  possible.  These  may  be  supplemented  by  evaluation  of  the 
vestibular  and  auditory  function  and  measurement  of  serum  concentra- 
tion of  the  drug  when  feasible.  Serum  concentration  of  gentamicin  should 
be  maintained  below  the  range  of  10-12  mcg./ml.  to  reduce  risk  of  oto- 
toxicity. 

Ordinarily,  treatment  should  not  be  given  for  more  than  7 to  10  days 
or  be  repeated  unless  required  for  serious  infection  not  responsive  to 
other  agents. 

As  with  other  antibiotics,  treatment  with  GARAMYCIN  Injectable  may 
occasionally  result  in  overgrowth  of  nonsensitive  organisms.  If  super- 
infection occurs,  appropriate  therapy  is  indicated. 

Safety  for  use  in  pregnancy  or  the  potential  for  fetal  ototoxicity  or 
nephrotoxicity  have  not  been  established.  Studies  in  pregnant  animals 
have  not  revealed  teratogenic  or  ototoxic  effects  in  the  fetus.  GARAMYCIN 
Injectable  should  not  be  used  in  pregnant  patients  or  in  women  of 
childbearing  age  unless  its  use  is  deemed  advisable  by  the  physician. 

ADVERSE  REACTIONS  The  overall  incidence  of  ototoxicity  considered 
related  to  treatment  with  GARAMYCIN  Injectable  was  2.8  per  cent  (16 
of  565  patients).  Contributory  factors  (two  or  more  factors  were  relevant 
to  most  patients)  were  as  follows:  10  had  azotemia,  10  received  a total 
of  1 gram  or  more  of  the  drug,  7 had  recently  received  other  potentially 
ototoxic  antibiotics  (streptomycin  or  kanamycin),  and  5 were  over  60  years 
of  age.  Six  also  had  decreased  high-tone  hearing  acuity,  which  returned 
to  or  toward  normal  in  the  4 patients  retested. 

Analysis  of  BUN  data  indicated  that  4 (2%)  of  172  patients  showed 
increases  in  BUN  that  were  probably  related  to  treatment  with  GARAMYCIN 
Injectable.  Of  20  increases  probably  or  possibly  related  to  treatment,  7 
were  reversible,  9 occurred  in  terminal  patients,  and  4 had  no  follow-up. 

Other  adverse  reactions  associated  with  treatment  were  one  instance 
each  of  urticaria,  decreased  hematocrit,  and  reversible  depression  of 
granulocytes  with  normal  bone  marrow.  Other  rarely  reported  and  pos- 
sibly treatment-related  adverse  reactions  were  anemia,  increased  reticulo- 
cyte count,  rash,  purpura,  drug  fever,  hypotension,  convulsions , twitching, 
salivation,  nausea,  vomiting,  increased  transaminase  activity  (SCOT  or 
SGPT),  increased  serum  bilirubin,  decreased  serum  calcium,  and  joint  pain. 

PACKAGING  GARAMYCIN  Injectable,  40  mg./cc.,  2-cc.  multiple-dose 
vials,  for  intramuscular  administration. 

SCHERING  CORPORATION,  UNION,  NEW  JERSEY  07083 

SCH.2620 
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The  Washington  Scene 

A Summary  Report  Prepared  by  the 
Washington  Office  of  the  American 
Medical  Association 


A Democratic  and  a Republican  member  of 
the  House  Ways  and  Means  joined  to  introduce 
The  American  iMedical  Association’s  Medicredit 
plan  for  federally  subsidized  national  insurance. 

The  co-sponsors  of  the  legislation  (H.R.  14567) 
were  Reps.  Richard  Fulton  (D.,  Tenn.)  and  Joel 
T.  Broyhill  (R.,  Va.).  Both  are  members  of  the 
House  Ways  and  Means  Committee  which  has 
jurisdiction  over  such  legislation.  Soon  after  intro- 
duction of  the  Fulton- Broyhill  measure,  Rep. 
Omar  Burleson  (D.,  Tex.),  also  a member  of  the 
Ways  and  Means  Committee,  and  Rep.  John  Jar- 
man (D.,  Okla.),  chairman  of  the  House  Com- 
merce Subcommittee  on  Health,  introduced  an 
identical  bill.  Other  members  of  the  House  from 
both  major  political  parties  indicated  they  also 
would  become  co-sponsors. 

Fulton,  who  18  months  ago  introduced  legisla- 
tion based  on  the  Medicredit  principles  for  fi- 
nancing private  health  insurance  for  individuals, 
told  the  House  that  the  new  bill  “represents  . . . 
a vast  improvement  over  its  predecessor  by  reason 
of  the  fact  that  it  encompasses  a built-in  mechan- 
ism for  cost  control.”  He  referred  to  mandatory 
peer  review. 

Speaking  for  himself  and  the  measure’s  co- 
author, Rep.  Joel  T.  Broyhill  (R.,  Va.),  Fulton 
said  the  time  for  national  health  insurance  has 
come. 

“.\nd  whether  we’re  talking  about  the  Rocke- 
feller approach,  the  AFL-CIO  approach,  the  Ken- 
nedy approach,  or  the  approach  taken  by  the 
Committee  of  100,  all  of  them  advocate  sweeping 
changes  in  our  health  care  system,”  Fulton  said. 

“.An  across-the-board  national  health  insurance 
plan,  operated  regardless  of  need,  will  carry  a 
price  tag  of  sobering  size.  And  no  such  plan  I 
have  yet  seen  includes — at  least  to  my  satisfaction 
— a mechanism  which  promises  effective  cost  con- 
trol at  the  taxpayers’  money. 

“This  brings  us  to  an  essential  element  of  Medi- 


credit— its  provision  of  peer  review.  This  bill  calls 
for  a constant  and  unremitting  policing  mechan- 
ism.” 

The  other  two  parts  of  the  Medicredit  legis- 
lation would  provide  for  the  federal  government 
financing  or  assisting  in  the  financing  of  medical 
and  hospital  care  for  individuals  and  their  de- 
pendents through  participation  in  the  cost  of  insur- 
ance policies  of  their  choice — 100  per  cent  premium 
payment  for  the  low-income  groups,  and  gradu- 
ated participation  in  the  payment  of  premiums 
for  other  persons,  based  on  their  federal  income 
tax  liability. 

Congress  is  not  expected  to  take  up  this  year 
proposals  for  national  health  insurance.  But  re- 
action to  the  AMA  peer  review  plan  has  been 
highly  encouraging,  and  prospects  appeared  good 
that  Congress  would  approve  such  a plan  this 
year  for  medicare  and  medicaid.  Sen.  Wallace  F. 
Bennett  (R.,  Utah),  a Senate  Finance  Committee 
member,  directed  the  committee’s  staff  to  work 
with  AAIA  staff  representatives  in  drafting  such 
legislation  as  an  amendment  to  a bill  revising 
medicare  and  medicaid. 

In  a speech  on  the  Senate  floor,  Bennett  said 
there  is  deep  concern  over  the  high  costs  of  medi- 
care and  medicaid.  He  complimented  the  AAIA 
on  advancing  peer  review  as  a means  of  curbing 
these  costs.  He  said; 

“I  believe  the  .American  people  are  justifiably 
concerned  over  the  tremendous  costs  of  health 
care.  Much  of  that  concern,  it  seems  to  me,  is  a 
product  of  a very  real  feeling  that  we  are  not 
getting  what  we  are  paying  for.  I believe,  equally, 
that  much  of  the  apprehension,  anxiety,  and  sus- 
picion now  prevalent — for  better  or  worse — with 
respect  to  those  responsible  for  health  care  would 
disappear  if  professional  standards  review  organi- 
zations were  established  and  functioned  effectively. 
It  seems  to  me  that  the  American  people  are  en- 
titled to  know  that  .American  medicine  shares  their 
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concern — and  more  importantly — proposed  to  do 
something  substantial  about  it  through  means  of 
professional  standards  review  organizations  . . . 

“I  believe  that  physicians,  properly  organized 
and  with  a proper  mandate,  are  capable  of  con- 
ducting an  ongoing  effective  review  program  which 
would  eliminate  much  of  the  present  criticism  of 
the  profession  and  help  enhance  their  stature  as 
honorable  men  in  an  honorable  vocation  willing 
to  undertake  necessary  and  broad  responsibility 
for  overseeing  professional  functions.  If  medicine 
accepts  this  role  and  fulfills  its  responsibility,  then 
the  Government  would  not  need  to  devote  its 
energies  and  resources  to  this  area  of  concern. 
Make  no  mistake;  the  direction  of  House-passed 
social  security  bill  is  toward  more — not  less — 
review  of  the  need  for  and  quality  of  health  care. 
I believe  my  amendment  would  provide  the  neces- 
sary means  by  which  organized  medicine  could 
assume  responsibility  for  that  review.” 

Bennett  said  that,  under  his  amendment,  review 
groups  would  have  responsibility  for  reviewing 
“the  totality  of  care  provided  patients — including 
all  institutional  care.”  That  responsibility  he  said, 
would  be  lodged,  “wherever  possible  and  wherever 
feasible,”  at  the  local  community  level.  He  said; 

“Local  emphasis  is  necessary  because  the  prac- 
tice of  medicine  may  vary,  within  reasonable 
limits,  from  area  to  area,  and  local  review  assures 
greater  familiarity  with  the  physicians  involved 
and  ready  access  to  necessary  data.  Priority  should 
be  given  to  arrangements  with  local  medical  so- 
cieties— of  suitable  size — which  are  willing  and 
capable  of  undertaking  comprehensive  professional 
standards  review  . . . 

“Under  the  amendment,  the  Secretary  (of 
Health,  Education  and  Welfare)  could  use  state 
or  local  health  departments  or  employ  other  suit- 
able means  of  undertaking  professional  standards 
review  only  where  the  medical  societies  were  un- 
willing or  unable  to  do  the  necessary  work,  or 
where  their  efforts  were  only  pro  forma  or  token. 
Let  me  emphasize  as  strongly  as  possible  that  the 
thrust  of  this  proposal  is  to  have  physicians  as  a 
group,  evaluate  physicians  and  the  services  they 
provide  and  order  as  individuals.” 

Bennett  said  that  the  review  committees  should 
determine  that  only  medically  necessary  services 
are  provided  by  physicians,  hospitals,  nursing 
homes  and  pharmacies,  and  that  these  services 
meet  proper  professional  standards. 

(Continued  on  Next  Page) 


Malpractice 
protection 
is  serious 
business! 


Talk  only  to  the  experts! 


.A.nd  let  them  speak  for  you.  By  all 

means,  discuss  your  treatment  with  your 
patients  during  treatment.  But  should  a 
patient’s  lawyer  want  to  speak  to  you 
about  your  treatment,  don’t  put  yourself 
at  a disadvantage.  Let  lawyers  talk  to 
lawyers.  Refer  him  to  the  legal  counsel 
for  your  professional  liability  insurance 
company. 

And  when  it  comes  to  malpractice  liabil- 
ity insurance,  talk  to  the  Man  from 
Starkweather  & Shepley.  As  a leading 
agency  for  the  St.  Paul  Insurance  Com- 
pany, he  can  provide  you  coverage  up  to 
$1  million.  In  fact,  he  can  provide  you 
with  a total  insurance  program  covering 
all  your  professional  and  personal  needs. 

Yes,  talk  to  your  patients  about  medicine, 
let  the  Man  from  S & S talk  to  you  about 
insurance  and  let  the  insurance  company 
lawyers  talk  about  law. 


Contact  Gardner  C.  Borden,  C.P.C.U. 

Starkweather  & Shepley,  Inc. 

155  South  Main  Street 
Providence,  R.  I,  421-6900 

ll  ONE  SOURCE /TOTAL  INSURANCE 
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^'SPECIALIST^ 

on  hundreds 
of  cases .... 

Just  as  many  doctors  specialize, 
we  have  concentrated  our  efforts  in 
selecting  and  retailing  the  finest 
wines  in  the  world.  In  a sense,  we  are 
“specialists”,  too. 


We  have  more  than  2,000 
different  types  of  wines  from 
which  you  can  select.  If  you're 
uncertain  as  to  the  right  wine  for  a 
particular  occasion,  we'd  be  very 
happy  to  help  you,  just  as  we  have 
helped  thousands  of  others  enjoy  the 
finest  wines  in  the  world.  We  are 
"specialists”  on  hundreds  of  cases 
of  the  finest  vintages.  Let  us  help 
you  select  from  the  largest  array 
of  wines  in  the  area.  As  a matter  of 
fact,  we  have  a one-third  greater 
selection  than  any  wine  shop 
in  New  York.  Another  “plus”.  Join 
our  Vintage  Guild.  Membership 
is  free. 


Please  see  our  “specialists.” 
No  appointment  necessary. 


Disciplinary  measures,  he  said,  would  be  in 
proportion  to  the  offense  and  could  include:  1) 
monetary  penalties,  2)  suspension  from  federal 
programs,  3)  exclusion  from  federal  programs, 
4)  civil  or  criminal  prosecution,  and  5)  steps  lead- 
ing to  the  suspension  or  revocation  of  professional 
licensure. 

Concerning  the  peer  review  part  of  his  bill — 
H.R.  18567,  “Health  Insurance  Assistance  Act 
of  1970” — Fulton  said: 

“The  appropriate  medical  societies  would  be 
charged  with  establishing  a peer  review  mechan- 
ism that  would,  among  other  things,  review  indi- 
vidual charges  and  services,  wherever  performed; 
review  hospital  and  skilled  nursing  home  admis- 
sions; review  the  length  of  stays  in  hospitals  and 
skilled  nursing  homes;  and  review  the  need  for 
professional  services  provided  in  the  institution. 

“The  process  of  ongoing  review  can  have  noth- 
ing but  a salutary  effect  on  the  providers  of  serv- 
ices, thereby  cutting  down  on  the  occasional  or 
unintentional  abuses  that  would  otherwise  occur. 

“Patterns  of  abuse  would  be  detected,  and  the 
abusers  either  suspended  from  or  excluded  from 
the  program.  Exclusion  could  follow  action  by 
the  Secretary  of  Health,  Education  and  Welfare 
upon  the  recommendation  of  the  peer  review  com- 
mittee. 

“In  the  case  of  fraud,  or  other  clear  intentional 
misconduct,  the  peer  review  committee  would  be 
expected  to  bring  charges  before  the  appropriate 
licensing  body. 

“And  in  the  event  that  a peer  review  committee 
was  not  established  by  the  medical  society  within 
a reasonable  time,  or  if  established  was  not  func- 
tioning, the  Secretary^  of  HEW,  in  consultation 
with  the  medical  society,  would  be  empowered 
to  appoint  a peer  review  committee  that  would 
function.” 

The  Fulton-Broyhill  bill  would  provide  that  an 
individual  having  a tax  liability  of  $300  or  less 
in  a base  year  be  entitled  to  a certificate  accept- 
able by  carriers  for  health  care  insurance  for  him- 
self and  his  dependents.  Insurance  purchased  with 
such  a full-pay  certificate  would  require  no  bene- 
ficiary participation  in  health  care  charges.  Fed- 
eral contribution  to  insurance  purchased  by  indi- 
viduals under  this  part  of  the  program  would  be 
scaled  in  favor  of  low-income  taxpayers — from 
98  per  cent  if  the  taxpayer’s  base  year  income  tax 
is  between  $301  and  $325,  to  10  per  cent  when 
his  tax  liability  exceeds  $1,300.  Basic  benefits  in 
(Concluded  on  Page  702) 
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The  concert  was  fust  underway, 
When  to  the  conductor’s  dismay 
Cramps  and  diarrhea, 

Did  so  quickly  appear. 

The  maestro  no  longer  could  stay. 


Because  diarrhea  with  cramping,  nausea,  and  painful  straining  can 
strike  at  the  most  inopportune  time,  it  takes  a comprehensive 


agent  to  treat  the  total  diarrheal  syndrome  and  help  get  the  patient 


When  diarrhea  and  its  discomforts  separate  a man  from  his  job  . . . 


Each  fluid  ounce  contains:  Kaolin,  6g.;  Pectin,  142.8  mg.; 
Hyoscyamine  sulfate,  0.1037  mg.;  Atropine  sulfate,  0.0194 
mg.;  Hyoscine  hydrobromide,  0.0065  mg.;  Sodium  benzoate 
(preservative),  60  mg.;  Alcohol,  3.8Vi. 


AH'I^OBINS 

A.  H.  Robins  Company, 
1407  Cummings  Drive, 
Richmond,  Va.  23220 


back  on  the  job.  That's  why  so  many  physicians  rely  on  Donnagel, 
especially  during  the  fall  and  winter  months  when  "flu"  and 
viral  gastroenteritis  usually  hit  their  peak. 

Donnagel  is  much  more  than  just  a simple  kaolin-pectin 

combination.  It  also  contains  the  belladonna  alkaloids  to  calm 
GI  hypermotility  and  help  relieve  the  distressing  discomforts 
which  so  often  accompany  diarrhea.  Certainly  it's  less 
expensive  and  more  convenient  than  taking  two  medications. 
And  the  dosage  is  lower  too.  Available  in  the  handy  4-oz. 
plastic  bottle  at  pharmacies  everywhere  on  your 
prescription  or  recommendation. 


Dleair  the  tract 
iviththe 


Robitussiil  line 


The  coughing  season  is  here  again.  Time  to  rely 
on  the  four  Robitussins  and  Cough  Calmers  to 
help  clear  the  lower  respiratory  tract.  All  contain 
glyceryl  guaiacolate,  the  efficient  expectorant  that 
works  systemically  to  help  increase  the  output  of 
lower  respiratory  tract  fluid.  The  enhanced  flow  of 
less  viscid  secretions  soothes  the  tracheobron- 
chial mucosa,  promotes  ciliary  action,  and  makes 
thick,  inspissated  mucus  less  viscid  and  easier  to 
raise.  Available  on  your  prescription  or  recom- 
mendation. 

For  coughs  of  colds  and  “flu” 

Robitussin 

Each  5 cc.  contains: 

Glyceryl  guaiacolate 100.0  mg. 

Alcohol,  3.5% 


Non-narcotic  for  6-8  hr.  cough  control 

Robitussin-DM® 


Each  5 cc.  contains: 

Glyceryl  guaiacolate 100.0  mg. 

Dextromethorphan 

hydrobromide  15.0  mg. 

Alcohol,  1.4% 


Clears  sinuses  and  nasal 
stuffiness  as  it  relieves  cough 

Robitussin-PE® 

Each  5 cc.  contains: 

Glyceryl  guaiacolate 100.0  mg. 

Phenylephrine  hydrochloride  10.0  mg. 

Alcohol,  1.4% 


For  unproductive  allergic  coughs 

Robitussin  A-C^ 


Each  5 cc.  contains: 

Glyceryl  guaiacolate 100.0  mg. 

Pheniramine  maleate 7.5  mg. 

Codeine  phosphate 10.0  mg. 


(warning:  may  be  habit  forming) 
Alcohol,  3.5% 


Robitussin-DM  in  solid  form 
for  “coughs  on  the  go" 

Cough  Calmers” 

Each  Cough  Calmer  contains: 
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Delivery  Of  Medical  Care  To  The  Poor 
In  The  Seventies 


Health  Centers  Seen  As  Significant 
Attempt  To  Help  Resolve  Problems 


By  Thomas  E.  Bryant,  M.D. 

In  planning  this  meeting  today  with  its  focus 
on  the  challenging  issues  of  the  delivery  of  medi- 
cal care  in  the  1970’s,  in  contrast  with  past  meet- 
ings with  emphasis  on  clinical  and  surgical 
questions,  I believe  that  you  have  made  an  im- 
portant decision.  It  is  one  that  I wish  more  state 
medical  societies  would  make,  although  lately 
many  have  been  having  these  kinds  of  meetings 
and  have  been  talking  about  these  topics.  It  is 
something  that  we  need.  Doctors  have,  for  too 
long,  i n my  opinion,  sat  back  and  let  things 
happen  around  them.  It  is  now  time  that  physi- 
cians like  yourselves  give  guidance.  Physicians, 
trained  to  practice  medicine,  know  the  art  as 
well  as  the  science  of  medical  care. 

PLIGHT  OF  THE  POOR 

I want  to  give  you  a little  insight,  if  I can, 
into  one  of  the  problems  that  we  as  a nation  are 
facing.  I refer  to  the  plight  of  the  poor  in  this 
country. 

THOMAS  E.  BRYANT,  M.D.,  Director,  Office 
of  Health  Affairs,  Office  of  Economic  Oppor- 
tunity. 


Read  before  the  159th  Annual  Scientific  Assembly 
of  the  Rhode  Island  Medical  Society  on  April  4,  1970. 
as  part  of  a symposium  on  The  Delivery  of  Medical 
Care  in  the  Seventies. 


Let  us  examine  the  anatomy  of  poverty.  Who 
are  the  ptoor?  What  are  their  problems?  Where 
are  they  found? 

According  to  latest  computer  estimates  there 
are  22  to  25  million  poor  Americans.  A poor 
American  is  described  as  one  of  a family  of  four 
earning  $3,600  or  less  per  year.  There  is  a grad- 
uated scale  that  will  define  income  for  a family 
of  three,  five,  or  any  number. 

Of  the  total  poverty  population  in  this  country,. 
67.9  per  cent  are  white.  Some  three-fifths  of  the 
poor  live  in  the  cities,  but  of  all  farm  families 
40  per  cent  are  poor. 

Families  headed  by  women  are  more  often 
poor  than  families  headed  by  a man.  More  than 
60  per  cent  of  all  poor  families  are  headed  by  a 
person  with  only  a grade  school  education,  at 
best. 

Thus,  we  have  one  picture  of  poverty  frequently 
tying  in  with  limited  education,  fatherless  families, 
a rural  environment,  and  often  advanced  age. 
Among  younger  persons,  we  see  a pattern  of  mi- 
gration to  metropolitan  areas  by  those  with  limited 
skills,  and  family  break-up  leaving  mothers  with 
total  family  responsibility. 

As  we  have  learned  more  about  the  poor,  we 
have  been  struck  again  and  again  by  the  signifi- 
(Continued  on  Next  Page) 
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cant  role  that  health  plays  in  their  economic 
dilemma. 

INCREASED  ROLE  OF  SICKNESS 

Poor  people  tend  to  be  sick,  to  have  sick  chil- 
dren, to  experience  more  retardation  and  chronic 
disabilit}-  than  the  rest  of  the  population,  to  have 
overly-large  families,  and  to  be  poorly  informed 
about  the  means  of  achieving  basic  minimum 
health. 

As  a result,  they  often  cannot  take  advantage 
of  emplo\’ment  opportunities  or  benefit  from  edu- 
cational enrichment.  Many  of  the  poor  are,  in 
effect,  locked  into  povert}’. 

The  job  that  we  as  doctors,  health  professionals, 
and  citizens  are  undertaking  is  enormously  com- 
plex. The  roots  of  the  illnesses  of  poverty  are 
buried  deep.  And  we  have  come  to  realize  that 
the  task  is  too  great  for  a handful  of  unselfish, 
dedicated  individuals,  struggling  to  set  aside  time 
from  private  medical  practice  to  meet  the  needs 
of  poor  families  who  come  to  their  doors.  Even 
our  hospitals  are  inadequate  for  the  task.  Emer- 
gency rooms  and  out-patient  facilities  are  inun- 
dated, and  the  patient  care  they  deliver  has 
become  for  the  needy  largely  episodic,  impersonal, 
and  fragmented. 

Worse  than  that,  doctors  and  hospitals  serving 
the  poor  have  become  all  too  familiar  with  the 
patient  whose  presenting  sym.ptoms  represent  only 
the  smallest  facet  of  his  total  health  problem. 
For  years  we  have  faced  the  frustrating  facts 
that,  unless  the  diet  is  changed,  the  housing  im- 
proved, or  the  total  environment  altered,  the 
patient  will  be  back  again,  perhaps  too  ill  to 
benefit  from  our  efforts. 

It  is  now  clear  that  the  only  solution  to  these 
problems  lies  in  joining  of  hands  to  utilize  all 
available  resources,  such  as  the  creation  of  a 
community  of  concern  that  includes  members 
of  the  medical  profession,  public  and  private 
groups  at  local,  state  and  Federal  levels,  and 
the  poor  themselves. 

NEIGHBORHOOD  HEALTH  CENTERS 

A good  example  of  this  kind  of  cooperation 
is  found  in  Neighborhood  Health  Centers.  With 
the  emphasis  on  comprehensive  preventive  care, 
this  program  will  continue  to  be  the  major  weapon 
in  the  Office  of  Economic  Opportunity's  efforts 
to  improve  the  health  of  indigent  families  in 
both  urban  and  rural  areas. 

The  Comprehensive  Health  Services  Program, 
the  focus  of  a major  effort  during  the  past  four 
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years,  has  grown  from  a demonstration  effort 
wuth  eight  centers  in  1967  to  a complex  which 
will  involve  some  60  projects  by  the  end  of  this 
fiscal  year.  When  fully  operational,  these  projects 
will  serve  well  over  one  million  poor  persons. 

This  new  mode  of  health  care  delivery  has 
earned  wide  support  among  health  groups.  Hos- 
pitals, medical  societies,  medical  schools,  and 
health  departments  have  shown  an  accelerating 
interest  in  participation  in  programs  of  this  kind. 

However,  the  facts  and  statistics  of  the  Com- 
prehensive Neighborhood  Health  Services  Program 
tell  only  a part  of  the  story.  On  a visit  I made 
to  an  OEO-funded  neighborhood  health  center, 
a welfare  mother  came  up  to  me  and  said; 

‘■Doctor  Bryant,  this  center  means  a great  deal 
to  poor  people  like  me.  It  not  onl\’  gives  us  a 
chance  to  get  treatment  when  we  are  sick,  but  it 
gives  us  a chance  to  tell  someone  about  why  we 
are  sick.” 

She  put  her  finger  on  a most  basic  element  of 
the  neighborhood  health  center  approach,  and  a 
fundamental  difference  between  it  and  more  tradi- 
tional methods  of  providing  health  care  for  the 
poor. 

EARLY  CENTERS  EXPERIMENTAL 

When  the  first  Neighborhood  Health  Center 
Demonstration  programs  were  funded,  the}^  con- 
stituted an  experiment  to  determine  why  poor 
people  are  sick.  The  next  step  was  to  do  some- 
thing to  correct  the  conditions  which  sei-\’ed  as 
barriers  between  people  and  the  health  care  they 
needed. 

We  found  the  barriers  to  be  formidable.  Poor 
people  were  unable  to  afford  or  to  reach  sources 
of  help;  they  felt  anxiety  about  the  medical 
world;  they  failed  to  understand  the  health  care 
system  available  to  them;  they  had  limited  in- 
formation about  how  to  stay  well;  they  were 
intimidated  by  the  many  indignities  of  “charity 
medicine.” 

So  the  centers  were  structured  differently  from 
the  usual  “clinic.”  To  cut  down  on  broken  ap- 
pointments and  sporadic  usage,  comprehensive 
services  projects  were  made  accessible  to  the 
people  they  were  to  serve.  They  were  located 
in  the  neighborhoods  where  poor  people  live  and 
opn  at  hours  when  they  could  come  without 
losing  a day’s  pay. 

We  encouraged  a team  approach  which  could 
provide  each  patient  with  a ‘-family  physician” 
and  necessary  specialist  back-up.  We  worked  to 
insure  that  each  patient  knew  his  doctor,  came 
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to  him  regularly  and  developed  a meaningful 
doctor-patient  relationship  with  him. 

Most  importantly  these  new  projects  prepare 
and  employ  neighborhood  aides  as  outreach  work- 
ers trained  in  basic  health  and  social  service  skills 
and  in  other  important  jobs  at  the  Center.  This 
not  only  brings  jobs  into  the  community  but  it 
helps  to  meet  critical  health  manpower  shortages 
and  helps  to  make  the  efforts  of  health  profes- 
sionals more  efficient  and  more  effective. 

In  a variety  of  ways  all  of  the  projects  seek 
effective  mechanisms  to  involve  the  users  of  their 
services.  Neighborhood  residents  participate  on 
Health  Councils  and  Governing  Boards  and 
through  employment  at  the  centers.  The  projects 
will  make  possible  over  4,000  new  jobs  for  poor 
persons,  with  many  of  these  receiving  new  train- 
ing for  long-term  health  careers. 

We  haven’t  proved  that  we  are  totally  effective. 
It  does  cost  a lot  of  money,  and  I would  be  the 
last  one  to  maintain  that  we  must  immediately 
develop  700  or  800  neighborhood  health  centers 
across  the  country.  We  know  that  we  need  some- 
thing, however,  and  that  the  problem  is  very  big. 

We  shall  start  some  new  things.  W’e  have  made 
several  grants  to  hospital  out-patient  departments 
this  year,  and  we  are  asking  these  out-patient 
departments  to  do  the  same  kinds  of  things  that 
we  did  in  the  neighborhood  health  centers,  to  try 
group  practice  and  the  team  approach,  and  to  use 
allied  health  workers.  We  shall  make  more  of 
those  grants. 

Next  year  we  plan  to  take  a bigger  step.  I think 
we  shall  start  getting  what  Professor  David  D. 
Rutstein  outlined  for  us.  OEO  has  an  opportunity 
to  make  six  or  eight  grants  to  develop  community- 
wide health  systems. 

NON-PROFIT  HEALTH  CORPORATIONS 

Another  highly  noteworthy  development  is  the 
growth  of  new  non-profit  health  corporations  to 
sponsor  projects.  These  corporations,  which  in- 
clude on  their  Boards  poor  persons,  health  pro- 
fessionals, and  members  of  interested  civic  groups, 
are  coming  into  existence  at  an  increasing  rate. 
They  are  assuming  broader,  shared  responsibilities 
for  program  development  and  monitoring. 

These  new  “grass-roots”  alliances  for  health, 
involving  all  concerned  with  the  provision  of  bet- 
ter services,  hold  tremendous  potential  for  the 
future  organization  and  administration  of  local 
health  programs.  That  is  what  we  have  done  up 
to  now,  in  the  sense  that  we  have  funded  fifty 
neighborhood  health  centers. 

During  the  decade  of  the  70’s  we  shall  transfer 


some  of  the  OEO  centers  to  HEW,  beginning 
July  1.  We  shall  transfer  30  million  dollars’  worth, 
and  that  30  million  dollars’  worth  will  be  those 
centers  that  are  “mature,  operational  centers.” 
It  will  be  difficult  to  make  the  determination,  but 
we  are  going  o do  it.  By  that  act  we  have  said  a 
lot.  I think  we  have  said  that  the  neighborhood 
health  center  program  has  proved  some  points. 
What  kind  of  points?  We  have  proved  many 
things.  You  don’t  prove  what  impact  you  have 
had  on  the  health  status  of  the  poor  in  four 
years,  or  three  years,  or  one  year;  it  takes  a longer 
time. 

ACCOMPLISHMENTS 

We  have  some  assumptions  that  access  to  health 
care  is  better  than  no  access  to  health  care. 

We  have  proved  that  neighborhood  health  cen- 
ters in  urban  ghetto  areas,  where  there  is  a real 
scarcity  of  any  kind  of  health  resources,  are  one 
form  of  answer  for  those  ghettos  and  the  people 
there.  We  have  shown  that  the  people  will  come 
in.  We  have  shown  that,  if  you  train  people  from 
the  neighborhood  to  work  with  doctors,  with 
nurses,  and  with  dentists,  those  people  can  extend 
the  hands  and  the  minds  of  physicians,  nurses, 
and  dentists. 

NEED  FOR  FUNDS 

There  is  not  enough  money  in  OEO  to  do  every- 
thing that  ought  to  be  done  even  in  six  or  eight 
places.  Think  of  some  of  the  tremendous  prob- 
lems facing  the  City  of  New  York,  the  City  of 
Chicago,  and  other  cities  right  now.  All  of  the 
dollars  of  OEO  could  be  poured  right  into  those 
cities  and  it  wouldn’t  solve  the  problems. 

We  shall  try  it,  and  we  shall  see  if  it  will  work. 
I am  not  at  all  sure  that  it  will.  But  I think  that 
somebody  has  to  try  it,  because  the  debate  on 
universal  health  insurance  has  begun  in  serious 
earnestness.  Whether  it  be  two  years,  three  or  five 
years,  that  train  is  coming  down  the  track.  .^.11 
of  us  as  physicians,  all  of  us  in  private  practice 
or  in  the  employ  of  the  Federal  government,  if 
we  are  to  be  responsible  to  people  must  at  least 
try  to  organize  ourselves  and  build  a system  that 
assures  an  opportunity  for  very  high — never  cheap 
— quality  medical  care  for  all  Americans,  rich  or 
poor,  black  or  white,  in  rural  America  or  in  cities. 

I appreciate  the  opportunity  to  say  that  OEO 
will  continue  to  try  to  do  these  things,  but  we 
can  do  absolutely  nothing  unless  persons  like 
yourselves  join  hands  with  us  and  help.  All  of 
our  dollars  cannot  buy  medical  care  without  doc- 
tors and  other  health  professionals. 
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Organized  Medicine  and  the  Delivery  of 
Medical  Care  in  the  Seventies 


Its  Role  Is  To  Match  The  Needs  And  The 
Resources 


By  Gerald  D.  Dorman,  M.D. 


I have  been  doing  a good  deal  of  traveling  over 
the  last  two  years,  and  I have  been  in  about  40 
of  our  states.  I have  seen  some  of  the  things  that 
go  on,  and  yet  I had  a warning  a while  back. 
Someone  told  me  the  story  of  a young  girl  who 
was  asked  to  write  about  famous  orators,  and 
she  chose  to  write  on  Socrates.  Her  essay  went 
as  follows: 

“Socrates  was  a great  man.  He  went  around 
making  speeches.  They  poisoned  him.” 

That  causes  one  to  pause  sometimes. 

In  a time  of  change  such  as  we  are  in,  many 
people  say  we  are  facing  chaos  and  there  is  noth- 
ing to  look  forward  to,  that  there  is  trouble  ahead 
and  on  all  sides.  And  yet,  just  at  the  time  of  such 
change,  threatened  with  chaos  ahead,  we  have 
our  greatest  opportunity.  It  is  up  to  us  to  see 
the  opportunities  and  not  the  chaos,  to  think 
clearly,  to  analyze  the  problems  as  Professor 
David  D.  Rutstein  has  given  them  to  us,  to  make 
sure  that  we  bring  together  all  of  the  best  brains 
to  work  on  these  problems. 

GER.\LD  D.  DORMAN,  M.D.,  Immediate  Past 
President,  The  American  Medical  Association. 

Read  before  the  lS9th  Annual  Scientific  Assembly 
of  the  Rhode  Island  Medical  Society  on  April  4, 
1970,  as  part  of  a symposium  on  The  Delivery 
of  Medical  Care  in  the  Seventies. 
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Fortunately,  doctors  are  individualists,  with 
varied  backgrounds,  varied  experiences  and 
varied  expertise,  and  it  is  this  that  we  must  bring 
together  to  give  our  people  the  best  possible  care. 

I am  going  to  consider  three  items:  1)  The 
needs;  2)  The  resources;  and  3)  The  methods 
of  matching  them. 

THE  NEEDS 

I\'e  have,  perhaps,  as  the  greatest  needs  those 
of  our  poor,  of  our  rural  populations,  and  one 
that  Doctor  Rutstein  gave  us.  Emergency  iMedical 
Care. 

I think  that  some  statistical  data  on  population, 
both  general  and  physician,  on  health  expendi- 
tures, patient  care,  and  hospital  staffing  may  be 
most  informative  for  you  to  understand  the  mag- 
nitude of  some  of  our  major  problems. 

The  growth  of  the  population  between  1950 
and  1970,  and  as  estimated  to  1980,  is  reported 
as  from  150  million  in  1950  to  178  million  in  1960, 
to  208  million  in  1970,  and  to  an  estimated  250 
million  in  1980. 

The  distribution  of  the  ci\’ilian  and  physician 
jwpulation  in  metropolitan  areas  shows  that  in 
1963  we  had  62  per  cent  of  the  population  and 
83  per  cent  of  the  physicians  in  the  cities.  In 
1970  just  63j4  per  cent  of  the  population  was 
in  the  cities,  but  the  population  of  physicians  in 
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the  city  was  up  to  85^  per  cent.  In  1980  there 
will  be  an  estimated  growth  in  the  metropolitan 
areas  to  64.6  per  cent  of  the  population,  but  89 
per  cent  of  our  doctors  are  expected  to  be  prac- 
ticing there. 

When  we  consider  physicians  in  relation  to 
population,  we  find  that  in  1950  we  had  122  prac- 
ticing physicians  per  100,000  population.  In  1927 
the  figure  was  127  physicians,  and  in  1970  it  is 
144.  By  1980  it  is  estimated  that  we  will  have 
153  physicians  per  100,000  persons  in  the  country. 

But  with  specialization  we  have  a big  increase 
in  group  practice.  Thus,  in  1950  we  had  only 
500  groups  with  a total  of  about  5,000  doctors. 
In  1959  we  listed  1,154  groups  with  10,000  doc- 
tors serving  them,  and  in  1966  there  were  an 
estimated  38,000  doctors  in  practice  in  some 
6,080  groups.  By  1980  the  figure  may  well  go 
to  57,000  doctors,  and  12,000  groups. 

It  is  also  interesting  to  note  that  the  percentage 
of  self-supporting  persons  in  1950  was  estimated 
at  58.6  per  cent  of  the  independent  population, 
but  the  1980  proportion  is  now  given  at  an  esti- 
mated 47.8  per  cent.  Why  do  we  have  a greater 
increase  in  the  younger  population  at  this  point? 
With  a greater  increase  in  the  older  population  it 
is  highly  probable  that  the  working  population 
percentage  will  be  dropping.  These  are  factors 
that  are  going  to  affect  the  provision  and  distribu- 
tion of  health  care. 

By  1980  it  is  expected  that  the  supply  of  resi- 
dents and  interns  will  be  higher  than  at  present, 
that  there  will  be  an  increase  in  group  practice, 
and  that  solo  practice  will  drop  from  55  to  29 
per  cent.  The  full-time  hospital  staff  will  probably 
be  33  per  cent  compared  with  the  current  14  per 
cent. 

We  are  all  concerned  with  the  delivery  of  the 
finest  medical  care  at  the  most  economical  expendi- 
ture, but  we  are  all  aware  of  the  increasing  costs 
involved.  In  1960  we  spent  26.9  billions  of  dollars, 
or  5.3  per  cent  of  the  gross  national  product  on 
health  care.  In  1970  the  cost  of  health  care  will 
be  66  billions,  and  in  1980  it  could  rise  to  100 
billions  of  dollars,  and  the  percentage  of  the  gross 
national  product  will  go  up  thereby  from  4.36 
to  8.4  per  cent. 

When  we  consider  the  distribution  of  the  health 
care  dollar  based  on  national  health  expenditures, 
we  find  that  in  1950  the  hospital  claimed  30  per 
cent,  the  physician  22  per  cent,  and  other  services 
47  per  cent.  In  1970  the  hospital  costs  have  gone 
way  up,  nursing  care,  including  that  in  nursing 


homes,  has  doubled,  while  the  physician  per- 
centage has  not  gone  up. 

In  the  areas  of  the  needs  that  we  have — the 
poor,  the  rural  needy,  and  emergency  care — we 
have  found  that  we  have  given  special  attention 
at  the  American  Medical  Association  level  to  each 
one.  We  have  a Committee  on  Health  Care  of  the 
Needy,  which  includes  doctor  representation  from 
all  across  the  country.  It  even  includes  people 
who  have  been  running  health  centers  and  Office 
of  Economic  Opportunity  centers.  We  have  had 
interested  people  meet  with  us  that  we  might  find 
out  what  they  need  in  the  way  of  help. 

It  depends  entirely  on  what  the  group  of 
patients  feel  they  need  to  satisfy  the  demands 
that  they  have.  In  many  of  the  poor  areas  we 
find  that  medical  care  is  down  the  list  of  their 
estimate  of  what  they  need.  IMany  of  these  people 
feel  that  their  primary  need  is  jobs,  because  if 
they  have  a job  they  can  buy  some  of  the  other 
things  they  want  themselves. 

The  next  need  that  many  of  them  feel  is  for 
food  and  nutrition.  Then  they  get  into  problems 
of  clothing  and  housing,  and  after  that  into  medi- 
cal care.  Many  of  them  do  not  know  what  is 
meant  by  proper  food  or  proper  nutrition.  You 
have  heard  of  starvation,  which  has  been  played 
up  by  the  media.  I saw  starvation  during  World 
War  I back  in  Lebanon.  I saw  people  picked  up 
in  the  morning,  having  died  of  starvation.  We 
fortunately  do  not  have  that  situation  here. 

Even  if  we  don’t  have  starvation  in  this  coun- 
try, we  certainly  have  malnutrition,  bad  malnutri- 
tion. Sometimes  it  is  because  of  a lack  of  good 
food,  and  sometimes  it  is  because  of  improper 
food,  due  to  the  diet  and  customs  of  the  people 
we  are  taking  care  of  in  our  minority  groups. 

When  we  get  into  rural  health  care,  we  find 
some  of  the  things  in  some  areas  that  Doctor 
Rutstein  was  speaking  about.  In  Arizona,  a heli- 
copter system  with  the  allied  medical  personnel 
out  in  the  field,  telephoning  in  for  advice  for  the 
ranchers,  is  being  developed.  Thus,  they  can  bring 
help  by  air  after  telephone  or  radio  communica- 
tion, and  take  to  hospital  only  the  serious  cases. 
Very  often  help  can  be  given  in  the  areas  far 
from  medical  centers. 

We  have  our  Rural  Medical  group  looking  into 
these  areas,  making  many  of  the  recommendations 
that  Professor  Rutstein  made  to  us  earlier  today. 

We  have  much  interest  in  Emergency  Medical 
Care,  and  we  have  found  that  groups  other  than 
(Continued  on  Next  Page) 
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the  A M A also  are  working  on  the  problem,  such 
as  the  orthopedic  association. 

The  matter  of  increased  demand  for  medical 
care  is  another  of  the  needs  we  face.  We  have 
had  it  from  our  fjeople,  and  from  our  legislators. 
We  have  had  it  because  people  know  more  about 
what  is  available  to  them.  There  was  a time  when 
doctors  could  practice  according  to  the  average 
capability  of  their  areas;  but  no  longer  can  phy- 
sicians do  this  because  the  courts  have  held  that 
in  liability  cases  a doctor  is  expected  to  provide 
the  best  medical  care  known  across  the  country. 
Theoretically,  we  have  good  communications  by 
telephone,  by  telegraph,  and  by  all  of  the  educa- 
tional techniques  to  disseminate  knowledge.  There- 
fore, doctors  should  be  able  to  take  care  of  their 
patients  in  the  best  possible  way. 

One  of  the  things  that  many  of  our  people 
want  is  help  on  the  question  of  drug  addiction — 
all  the  drug  problems — the  strong  drugs  and  the 
weaker  drugs.  The  fact  is  that  many  people  be- 
come dependent  on  not  only  on  what  some  of  us 
consider  harmful  drugs,  but  what  many  people 
also  think  are  less  harmful  drugs,  such  as  sleeping 
tablets,  diet  tablets,  tranquilizers,  and  the  so- 
called  ‘‘pep"  pills. 

RESOURCES 

When  we  get  to  the  resources  that  we  have 
available,  one  of  the  important  ones  is  our  man- 
power. As  I have  stated,  doctors  are  increasing  in 
proportion  to  the  population,  but  we  are  short  of 
doctors  who  are  taking  care  of  patients.  We  have 
lost  many  doctors  because  they  have  gone  into 
full-time  work,  just  as  I did  into  industrial  medi- 
cine, or  preventive  medicine,  if  you  want  to  call 
it  that.  It  is  an  important  area,  too,  and  yet  we 
are  not  taking  care  of  the  patients  as  a whole  at 
that  point.  We  also  have  nurses;  nurses  may  in- 
clude an\'  one  from  the  registered  nurse  to  a 
nurse’s  aide  or  a licensed  practical  nurse.  We 
need  clear  definitions  of  these  categories. 

We  have  our  allied  personnel,  the  various  peo- 
ple who  help  us.  At  last  count  from  the  A M A 
there  were  114  allied  subspecialties  that  are  avail- 
able to  us  in  the  system,  from  technicians  up  and 
down  the  line.  I think  that  we  must  realize  that 
in  manpower  we  also  need  the  sociologist,  as  well 
as  the  engineers  of  whom  Doctor  Rutstein  spoke, 
who  are  willing  to  help  us  in  our  problems.  The 
one  thing  the\’  ask  is;  “What  do  you  want  us  to 
develop  in  the  wa\’  of  machines  and  electronic 
facilities?” 


We  also  have  other  allies,  our  teachers  in  our 
schools  who  are  important  in  health  education. 
There  is  still  another  group  in  the  health  team 
that  we  sometimes  forget.  I refer  to  our  public 
and  our  patients.  The  possible  help  that  they  can 
give  to  each  other  and  to  themselves  is  a very 
important  factor  in  cutting  do^vn  on  the  medical 
care  that  we  give  to  the  patients  themselves. 

The  International  Ladies’  Garment  Workers 
Union  in  Xew  York  has  a ver\'  interesting  pro- 
gram that  I was  looking  at  the  other  day.  This 
consists  of  volunteers  wLo  go  out  and  visit  their 
retired  members  and  help  them  with  their  needs, 
and  with  problems  that  they  could  not  face  alone, 
such  as  filling  out  forms  and  papers,  and  dis- 
pelling loneliness  by  just  plain  visiting.  That  cuts 
down  the  number  of  older  people  who  require 
medical  care. 

Now,  when  we  get  to  facilities  that  are  avail- 
able, we  have  not  only  our  hospitals,  which  are 
an  impx)rtant  factor,  but  we  also  have  the  various 
out-patient  facilities.  In  some  places  medical  and 
surgical  clinics  are  being  developed  where  one  can 
do  out-patient  surgery  or  carry  out  short-term 
care  without  admitting  the  patient  to  the  hospital. 

In  Phoenix,  Arizona,  they  cut  down  their 
charges  by  $100.00  a day  on  the  short-term 
patients  who  w'ere  admitted  for  minor  or  brief 
surgery.  We  have  also  done  effective  work  in 
multiphasic  screening  and  in  computer  medicine 
in  some  areas. 

The  A iVI  A has  a committee  just  on  Computer 
Medicine.  One  of  the  things  (thaat  we  found  in 
programming  our  computers  is  that  w’e  had  too 
many  terms  for  the  same  thing.  I don’t  know' 
how  many  terms  you  can  think  of  for  a lump; 
but  when  you  get  into  tumor,  mass,  or  wen,  and 
so  on  down  the  line  you  can  see  w'hat  I mean.  I 
believe  the  doctor  in  the  A iSI  A taking  care  of 
this  work  of  consolidating  terms — Doctor  Burgess 
Gordon — has  cut  down  the  terms  from  around 
26,000  to  5,000.  That  terminology  is  coming  out 
this  summer.  He  has  consolidated  it  so  that  when 
we  put  the  term  on  a computer  as  say  a “lump", 
we  know  what  you  mean  the  same  thing  as  when 
you  say  a “tumor”,  or  a “mass”,  or  something 
else. 

The  problem  of  lack  of  interchange  between 
our  communications  sj’stems  has  been  mentioned. 
Let  me  say  that  when  we  get  into  the  computer 
sj'stem  this  is  extremely  important,  because  many 
of  our  patients  move  around,  more  so  than  we 
realize.  We  have  a transient  population  that  may 
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move  from  Rhode  Island  to  New  York  and  to 
California.  If  we  could  have  a system  where  the 
records  follow  the  patient,  then  he  would  be  talcen 
care  of  at  the  other  end  of  the  line  much  better. 

This  is  related  to  some  of  the  work  that  is 
being  done  at  NASA.  Two  weeks  ago,  Doctor 
Charles  Berry  showed  me  some  of  the  work  they 
are  doing  there.  They  asked  me  to  speak  by  Tel- 
star  to  the  German  IMedical  Association.  Follow- 
ing my  introduction.  Doctor  Berry  spoke  about 
some  of  the  space  medical  problems  and  some  of 
the  things  being  done.  Then  we  had  lectures 
from  some  of  the  German-speaking  doctors  around 
the  country  on  recent  developments  in  cancer  and 
other  fields.  They  did  not  have  the  return  picture 
image  from  Europe,  they  have  only  a one-way 
picture  on  Telstar  as  yet  but  voice  was  carried 
in  both  directions  and  the  responses  to  us  in  this 
country  were  in  English.  We  shall  not  have  com- 
munications across  this  country  limited  to  voice. 
We  can  project  x-rays  by  wire  and  send  EKG’s, 
and  have  them  read  by  the  computer,  and  have 
the  report  come  back.  We  are  going  to  do  it  on 
an  intercontinental  basis,  spreading  our  arms  be- 
yond where  we  are  now. 

Of  course,  one  of  the  problems  in  all  of  this 
is  the  financing,  because  this  is  an  extremely  ex- 
pensive project.  We  must  spend  money,  and  spend 
it  in  such  a way  that  we  get  full  value  for  the 
money  spent. 

Recently  I saw  a new  multiphasic  screening 
machine  which  cost  $400,000.  This  was  made  in 
Sweden,  and  it  does  a great  many  things  for  a 
great  many  types  of  fluid  from  the  body-blood, 
sputum,  and  various  other  specimens.  And  yet, 
this  takes  trained  technicians,  not  only  to  keep 
that  machine  running,  but  to  keep  its  connections 
to  the  computer  running  so  that  the  reports  come 
out  in  a useable  form. 

This  is  the  type  of  hardware  that  will  save  us 
a great  deal  of  time.  It  will  come  in  the  future. 
It  is  something  which  one  physician  alone  cannot 
afford  for  use  in  his  office,  except  by  tie-in.  We 
may  be  coming  into  an  era  in  the  next  decade 
when  the  doctor  will  have  to  have  the  range  of 
expensive  hardware  that  the  farmer  has  now.  If 
you  want  to  run  a big  farm,  you  may  have  to 
have  $150,000  worth  of  machinery  to  help  you 
take  care  of  that  large  farm.  It  cuts  down  on 
manpower,  and  it  gives  you  more  efficient  pro- 
duction. 

MATCHING  THE  NEEDS  AND  THE  RESOURCES 

These  are  some  of  the  areas  we  may  be  moving 


into.  It  is  one  reason  why  in  the  next  decade  v/e 
shall  probably  have  more  group  practice.  In  group 
practice  you  sacrifice  some  things.  For  example, 
a patient  may  or  may  not  always  see  the  same 
physician.  In  a review  of  group  practice  in  one 
area  we  found  that  a smaller  percentage  of  in- 
come in  the  larger  groups  than  in  the  smaller 
groups  comes  from  the  actual  care  of  the  patient. 
Some  of  the  income  comes  from  other  fields,  and 
a large  group  costs  more  to  run.  In  some  areas 
of  scattered  population  on  western  ranches,  on 
Indian  reservations,  in  mountainous  regions  we 
are  not  yet  able  to  make  a general  decision  on 
the  most  economical  method  of  medical  care 
under  the  present  system  of  medicine.  This  I am 
sure  was  not  what  Doctor  Rutstein  was  speaking 
to  under  his  concept  of  a centralized  system. 
Under  our  current  system  a two-  to  four-man 
group  is  probably  the  most  economical  to  main- 
tain. 

If  you  are  in  solo  practice,  you  may  spend  40 
to  60  per  cent  of  your  income  in  running  your 
office.  This  begins  to  cut  back  when  you  get  into 
the  group  practice  of  medicine.  This  is  one  of  the 
considerations  we  are  going  to  have  to  face  in 
the  future. 

In  this  future  of  medicine,  as  we  find  that 
financing  is  going  to  be  important,  the  A M A has 
recommended  the  Medi-Credit  method  of  paying 
for  medical  care  of  patients.  In  this  Medi-Credit 
system,  the  cost  to  the  patient  who  cannot  afford 
it  would  be  paid  by  the  government.  The  govern- 
ment w’ould  give  him  a certificate  which  he  could 
turn  in  to  an  insurance  company  for  a compre- 
hensive medical  care  coverage  of  hospital  and 
medical  care  in  or  out  of  hospital,  including  pre- 
ventive care.  As  a point  of  demarcation,  a person 
in  poverty  is  considered  anyone  who  has  an  in- 
come tax  of  $.300.00  or  less.  He  would  be  entitled 
to  a coupon  or  certificate  which  he,  in  turn,  gives 
to  an  insurance  company  offering  comprehensive 
coverage,  and  the  company  turns  the  coupon  in 
to  the  government  for  payment,  which  amounts 
to  about  $700.00  a year  for  a family  at  this  time. 

There  are  specifically  detailed  items  as  to  what 
has  to  be  included  in  the  care  covered  by  the 
insurance  company  before  it  is  acceptable  for  the 
government  payment.  Above  that  $300.00  income 
tax  schedule  level,  the  patients  themselves  begin 
to  pa}^  for  the  insurance.  As  they  have  to  pay 
a larger  income  tax,  it  indicates  they  have  had 
more  income.  Then  they  begin  to  pay  part  of  the 
(Concluded  on  Page  704) 
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Coordination  Of  Health  Services 


Objective  Is  Getting  Patient  Into  Right 
Place,  In  Right  Posture,  At  Right  Time 


By  Robert  P.  Lawton 


Coordination  of  health  services  is  so  essential 
to  meeting  the  needs  of  the  public  for  health  care 
that  it  cannot  be  overemphasized.  Nevertheless, 
nearly  five  decades  of  attempts  to  rationalize  the 
.\merican  health  care  system  have,  until  recently 
made  little  progress.  Our  failure  to  deliver  superior 
health  care  at  reasonable  cost  brings  little  credit 
to  those  of  us  who  have  had  the  responsibility 
for  doing  that.  Allen  Pifer,  President  of  the  Car- 
negie Foundation,  said  last  fall  in  an  address  to 
the  Association  of  American  iNIedical  Colleges, 
“One  looks  about  at  the  failures  of  the  present 
non-system  (of  health),  the  needless  misery,  suf- 
fering, and  loss  of  life  that  it  causes  amidst  the 
truly  fantastic  display  of  opulence  and  waste  in 
this,  the  richest  of  all  societies — and  he  is  smitten 
by  a terrible  sense  of  guilt.”  Pifer  went  on  to  say 
that  this  nation  is  undergoing  a revolution  that 
“will  mold  a radically  new  health  care  system.” 

Governor  Frank  Licht  is  to  be  commended  for 
convening  this  conference  under  the  able  chair- 

ROBERT  P.  LAWTON,  Deputy  Director  Tri- 
State  Regional  Medical  Program.  

Dcli\cred  at  the  Governor’s  Conference  on  Medical 
Care  Costs,  Brown  University,  Providence.  Rhode 
I. ’and,  May  2,  1970. 


manship  of  Doctors  Joseph  E.  Cannon  and  Pierre 
M.  Galletti  and  for  taking  leadership  in  attacking 
the  problem  which  Pifer  identifies  and  for  throw- 
ing the  spotlight  on  medical  care  costs  and  the 
need  to  make  the  delivery  of  that  medical  care 
more  efficient. 

The  other  members  of  the  panel  have  spoken, 
or  will  speak,  to  the  efficient  use  of  physicians 
and  other  health  manpower,  to  costs  in  general, 
to  group  practice,  and  to  that  fertile  facility  for 
the  provision  of  care,  the  Neighborhood  Health 
Center.  Worthy  as  all  of  these  aspects  are,  none 
of  them  will  succeed  in  creating  a system  for  the 
efficient  delivery  of  care  unless  there  is  maximum 
coordination.  Further,  apart  from  the  training  of 
new  types  of  semi-professional  health  workers,  sig- 
nificant increases  in  health  manpower  are  so  long- 
range  that  we  must  look  first  for  improved  co- 
ordination of  facilities  and  functions  in  order  to 
utilize  better  the  manpower  presently  available. 

BACKGROUND  CONDITIONS 

I suggest  that  we  might  examine  the  necessary 
coordination  of  health  facilities  against  a back- 
ground of  the  following  general  conditions: 

1.  We  should  be  talking  about  the  full  spec- 
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trum  of  care  from  prevention  to  rehabilitation. 
There  can  be  no  effective  coordination  of  health 
services  unless  the  system  recognizes  that  the 
acute  stage  of  a disease  is  merely  a short  episode 
in  the  spectrum  of  health  service.  The  disease 
might  have  been  prevented,  is  likely  to  require 
extended  care  in  other  than  a general  hospital, 
and  is  quite  likely  to  require  rehabilitation.  One 
tends  to  forget  that  there  are  many  more  bed 
patients  in  so-called  extended  care  facilities  than 
there  are  in  general  hospitals.  In  Rhode  Island 
this  is  a ratio  of  about  5,500  to  3,500.  The  first 
figure  includes  1,500  beds  in  Rhode  Island’s  ad- 
mirable intermediate  and  chronic  facility,  the 
Center  General  Hospital.  It  is  also  certain  that 
many  patients  who  can  be  rehabilitated  are  not 
being  rehabilitated.  Their  return  to  useful  occu- 
pations, or  at  least  to  self  care,  can  have  a marked 
impact  on  the  reduction  of  cost. 

2.  We  should  be  talking  about  patient-oriented 
functions  and  not  only  about  provider-oriented 
facilities.  While  the  acute  general  hospital  is  the 
effective  hub  of  the  network  of  health  care  facili- 
ties, we  must  be  careful  not  to  perpetuate  an 
irrational  system  because  of  existing  institutions. 
While  the  general  hospital  is  an  obvious  place  for 
the  concentration  of  professional  skills  and  equip- 
ment and  constitutes  a great  convenience  for  the 
providers,  ozjer-concentration  of  care  in  the  acute 
hospital  is  not  in  the  best  interests  of  patients  and 
is  often  not  convenient  for  them.  Well  run  am- 
bulatory facilities,  whether  in  doctors’  offices,  in 
neighborhood  clinics,  or  in  the  out-patient  depart- 
ments of  hospitals,  can  be  both  more  effective 
and  more  convenient  for  patients.  Of  course,  they 
must  be  run  efficiently,  with  dignity  and  without 
delay.  I am  not  advocating  an  impractical  pro- 
liferation of  ambulatory  facilities  all  over  the 
state.  Where  there  is  not  a sufficient  volume  of 
patients  for  practicality,  but  still  a problem  in 
access  to  care,  the  answer  is  in  transportation 
which  is  much  less  costly  to  society  than  an  under- 
utilized facility.  This  should  not  be  a problem 
in  Rhode  Island  with  the  high  incidence  of  auto- 
mobile ownership  and  relatively  short  distances. 
Those  of  us  in  the  East  who  think  that  20  or  30 
miles  is  too  far  to  go  for  medical  care  should 
take  a look  at  Montana  and  Alaska.  Similarly, 
nursing  homes  and  chronic  hospitals,  simply  be- 
cause they  exist,  may  attract  patients  who  would 
do  as  well  or  better  under  home  care. 

3.  Coordinated  health  services  should  make 
provision  for  correlated  training  of  health  pro- 


fessionals. As  is,  or  will  be,  abundantly  clear  from 
today  s papers  and  discussions,  the  manpower 
problem  is  acute  and  unquestionably  a major 
barrier  to  an  expanded  and  efficient  system.  I do 
not  wish  to  intrude  on  the  manpower  subject,  but 
it  is  so  crucial  and  interrelated  that  it  demands 
constant  attention.  First,  I would  urge  that  the 
continuing  education  of  physicians  and  other  health 
professionals  and  that  the  training  of  new  semi- 
professionals be  service  related.  Much  of  such 
training  can  and  should  be  an  integral  part  of  the 
actual  provision  of  service,  rather  than  be  carried 
out  remote  from  patients.  Such  a combination 
extracts  a double-barreled  advantage  from,  the 
building  of  the  system.  Secondly,  the  Tri-State 
Regional  Medical  Program  strongly  endorses  the 
team  approach  to  continuing  education.  We  think 
that  the  advantages  of  the  team  approach,  with 
the  team  members  learning  relative  and  some- 
times new  roles,  and  each  professional  learning 
the  role  of  the  other  professionals,  are  obvious 
and  significant. 


4.  Health  care  finance  is  a critical  component 
of  health  care  planning.  Virtually  no  plan  for 
improved  health  service  can  be  implemented  with- 
out a corresponding  improvement  in  health  care 
financing.  To  date,  we  have  allowed  the  non-system 
of  health  care  financing  to  beget  the  non-system 
of  health  service.  America  really  has  a Rube  Gold- 
berg system  of  financing  health  care.  Too  much 
inefficiency  is  generated  by  inflexible  patterns  of 
payment.  Improved  coordination  of  health  services 
just  will  not  be  accomplished  without  better  co- 
ordination of  both  the  charging  and  the  payment 
for  such  services.  With  enlightened  concern  from 
the  Blue  Cross,  Blue  Shield,  and  commercial  in- 
surance companies  and  judicious  application  of 
Title  19,  the  opportunities  for  increased  efficiency 
in  Rhode  Island  in  health  care  financing  seem  to 
be  great,  .‘\nother  suggestion  on  the  financing 
front,  and  I know  I am  intruding  again,  is  more 
concentration  on  the  purchase  and  sale  of  health 
services  among  institutional  and  individual  pro- 
viders. Contracts  to  buy  services  from  high  volume 
producers  is  a welcome  substitute  for  duplication 
of  service.  It  can  generate  economies  and  it  can 
improve  quality. 


I propose  that  three  aspects  of  coordinated 
health  services  be  the  subjects  of  continued  study, 
discussion,  and  action  as  a result  of  this  confer- 
ence : 


(Continued  on  Next  Page) 
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RECOMMENDATIONS 

RECOMMENDATION  /:  The  first  of  these 
is  ambulatory  care.  I know  it  is  trite  to  put  em- 
phasis on  ambulatory  care.  You  have  heard  this 
many  times.  Nevertheless,  ambulatory  care  is  un- 
questionably the  best  single  way  in  which  we  can 
expand  the  system,  coordinate  the  system,  and 
reduce  and  control  costs.  WTiile  we  talk  about  it 
a great  deal,  we  haven’t  done  enough  about  it. 
On  the  contrary,  we  have  devised  a system  which 
sometimes  forces  a patient  into  an  acute  hospital 
bed.  And  we  haven’t  been  imaginative  and  vigor- 
ous enough  to  get  the  patient  out  of  the  long-term 
bed.  We  can  do  much  better  in  both  regards,  with 
less  immobilization  of  the  patient,  and  with  lower 
cost. 

The  financing  of  ambulatory  care  is  a crucial 
component  of  its  expansion.  We  do  particularly 
badly  with  the  financing  of  the  care  of  people 
while  they  are  on  their  feet,  much  less  well  than 
we  do  when  they  are  horizontal.  Therefore,  I sug- 
gest a major  area  of  further  study  and  integration 
into  the  coordination  of  facilities  is  ambulatory 
care  and  its  financing. 

RECOMMEN DATION  IT.  One  of  the  most 
important  things  in  the  coordination  of  health 
services  is  to  stop  the  waste jul  and  unreasonable 
extension  of  the  system.  We  seem  to  be  just  barely 
learning  to  prevent  things  from  happening.  All  too 
often,  while  we  are  planning  to  convert  one  ineffi- 
ciet  health  facility  to  another  kind  of  facility, 
a new  institution  of  the  first  type  is  simultaneously 
being  built.  Today  it  is  just  as  important  to  prevent 
bad  things  as  it  is  to  correct  bad  things. 

This  raises  the  question  of  sanctions  and  li- 
censure control.  Of  course  they  are  an  integral 
part  of  the  development  of  a coordinated  system. 
The  problems  of  escalating  cost  and  inefficient 
health  service,  which  prompted  this  conference, 
will  inevitably  bring  controls  from  all  levels  of 
government  and  from  large  purchasers  of  health 
care  such  as  the  Blues,  the  commercial  insurance 
companies,  labor,  and  industry.  The  rapid  escala- 
tion of  the  cost  of  Medicare  and  Medicaid  stimu- 
lates control.  The  upcoming  national  health  insur- 
ance program  wiW  also  require  setting  ceilings  on 
hospital  reimbursement  and  professional  fees. 
These  ceilings  will  certainly  have  an  effect  on  the 
creation  and  operation  of  health  facilities  and  on 
medical  practice. 

Now  it  is  entirely  possible  to  create  a signifi- 
cantly fwefficient  and  M«coordinated  health  system 
by  the  irrational  application  of  controls  and  li- 
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censure.  This  risk  emphasizes  the  importance  of 
the  setting  of  standards  by  'which  controls  will 
be  applied.  I am  talking  about  standards  for  the 
extent  of  service  which  will  qualify  for  a license 
to  operate  and  standards  for  the  extent  of  service 
for  which  payment  will  be  made.  The  setting  of 
these  standards  is  crucial. 

Standards  should  be  set  regionally,  not  nation- 
ally, the  standards  must  be  of  high  quality,  and 
the  standards  must  be  set  by  both  the  private  and 
public  sectors  in  health  care.  There  should  be 
special  emphasis  on  the  role  of  the  private  sector 
which  provides  most  of  the  care  and  puts  up  62 
per  cent  of  the  health  service  dollar.  With  all  due 
respect  to  the  public  health  organizations  at  all 
levels,  the  possession  of  knowledge,  and  the  ability 
to  gather  data  and  to  use  that  data  in  planning, 
lies  largely  with  the  private  sector,  and  particu- 
larly with  our  colleges  and  universities.  So  the 
standard  setting  must  be  another  example  of  the 
private-public  partnership  effort  which  is  exem- 
plified by  this  conference  and  is,  and  must  continue 
to  be,  much  in  evidence  in  the  planning  which  is 
going  forward  in  health  in  Rhode  Island. 

I suggest  standard  setting  and  licensure  be  an- 
other subject  for  further  study  and  recommenda- 
tion as  a sequel  to  this  conference. 

RECOMMENDATION  I IT.  The  third  area 
which  I recommend  for  emphasis  in  our  planning 
for  coordination  of  health  services  is  subregionali- 
zation. This  means  getting  down  to  the  community- 
level — for  the  identification  of  need,  for  recogni- 
tion of  the  strengths  and  limitations  of  local  re- 
sources, and  for  creating  a plan  for  the  providing 
of  service.  The  technique  of  subregionalization 
also  has  to  do  i^dth  the  building  of  a network  of 
health  professionals  and  facilities  at  the  com- 
munity level  and  a bridge  to  the  regional  medical 
center.  Rhode  Island  with  its  compactness  and  its 
potential  for  good  communications  is  an  ideal 
region.  Further,  it  can  be  subregionalized  effec- 
tively. 

Subregionalization  has  two  manifestations. 
One  of  these  has  to  do  with  the  areas  peripheral 
to  the  medical  center,  such  as  Newport,  where  a 
subregional  system  of  function  and  facilities — cov- 
ering much  of  the  spectrum  of  health  service — 
can  be  constructed  and  polished  and  tied  efficiently 
to  the  medical  center  in  Providence.  Another  form 
of  subregionalization  applies  within  Providence 
itself,  where  a portion  of  the  city  or  a neighbor- 
hood can  be  organized  for  efficient  health  care. 

(Concluded  on  Page  703) 
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Mental  Health  Center  at  Christian  Medical  College, 
Vellore,  South  India 


Involvement  Of  Patient’s  Family  In  All 
Phases  Of  Medical  Care  Is  Striking 
Feature 


By  Laurence  A.  Senseman,  M.D. 

To  an  American  Psychiatrist  a striking  feature 
of  the  Mental  Health  Center  of  Christian  Medical 
College  Hospital  is  the  involvement  of  a patient’s 
family  in  all  phases  of  medical  care.  India’s  cul- 
tural pattern  of  close  family  ties  makes  this  pos- 
sible. In  a sense  the  mentally  sick  patient  is  treated 
in  his  own  environment.  His  food  is  cooked  by 
parents  or  relatives,  and  they  sleep  in  the  same 
room.  His  emotional  needs  are  also  constantly 
supplied  by  relatives,  and  thus  the  urge  to  break 
off  treatment  and  leave  the  hospital  before  recovery 
is  greatly  lessened. 

Patients  as  well  as  relatives  gain  an  insight  into 
mental  illness,  and  learn  how  to  handle  each  situa- 
tion as  it  arises,  enabling  them  to  cope  with  the 
transition  from  hospital  to  home. 

This  feature  of  the  IMental  Health  Center  has 
helped  keep  nursing  personnel  to  a minimum; 
thus  cost  to  the  patient  is  less,  and  hospitalization 
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in  Psychiatry  at  Mental  Health  Center  at  Chris- 
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within  the  reach  of  more  patients  in  need  of  help. 

The  Mental  Health  Center  has  open  wards 
and  no  locked  buildings.  This  is  an  evidence  of 
good  patient  care  and  helps  to  enhance  the  pa- 
tient’s confidence  in  the  doctors  and  nurses  who 
are  trying  to  assist  him  in  recovery.  It  makes 
possible  the  admission  of  a broad  spectrum  of 
diagnostic  problems  of  both  major  and  minor 
mental  illness.  This  policy  also  encourages  early 
recognition  and  referral  by  the  family  of  the 
mentally  ill  person  to  the  psychiatric  hospital. 

Occupational  therapy  and  outdoor  activities 
with  good  patient  participation  form  other  fea- 
tures of  the  Center  which  shows  depth  in  the 
therapeutic  process. 

TEAM  APPROACH 

The  psychiatric  team  approach  to  total  patient 
care  includes  the  psychiatrist,  psychologist,  social 
worker  and  psychiatric  nurse,  each  with  a definite 
role  in  the  healing  process.  This  teamwork  has 
paid  off  in  the  recovery  rate.  Modern  treatment 
methods  used  in  the  Center  include  psychotherapy, 
individual  and  group;  electro  convulsive  therapy; 
modified  insulin  therapy;  and  the  best  of  the 
newer  psychotropic  drugs.  An  effort  is  made  to 
use  the  most  effective  treatment  for  each  patient. 
.After  careful  evaluation,  the  physical  examination 
and  pertinent  laboratory  data  are  made  available 
to  the  physician  assigned  to  the  case. 

(Continued  on  Next  Page) 
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Patients  wait  for  electric  shock  treatment  in  thatched  shed.  (Indian  Express  photo  hy  Harry  Miller.) 


Another  feature  of  this  psychiatric  facility  is 
the  child  care  unit.  Doctor  Rose  Chacko,  Direc- 
tor of  MHC,  a Vellore  graduate  who  had  psy- 
chiatric training  in  Canada  and  U.S.A.,  is  de- 
veloping this  department. 

A member  of  the  Department  of  Religious  Work 
conducts  a devotional  period  with  the  patients 
and  staff  each  morning,  in  the  tradition  of  this 
Christian  ^ledical  Center.  I "nish  you  could  look 
in  on  one  of  these  sessions.  There  is  a thatch- 
covered  building  without  sides,  and  a few  cement 
benches.  The  in-patients  with  their  relatives  are 
all  gathered  here.  The  staff  comes  over  from  the 
.Administration  building  and  joins  with  these  people 
as  the  pastor  reads  a Psalm  or  other  Scripture 
passage  in  English  and  Tamil,  then  offers  a prayer 
in  Tamil.  It  does  not  take  much  time,  but  to  see 
Hindus,  Muslims  and  Christians  in  a devotional 
service  is  inspiring. 

MAKING  THE  ROUNDS 

Let  me  take  you  with  me  on  rounds  with  three 
people:  a psychologist,  a social  worker,  and  the 


New  children’s  unit  of  Mental  Health  Center  at 
Christian  Mediccd  College,  Vellore,  South  India. 


head  nurse.  There  are  five  small  buildings  to  visit. 
First  let  us  go  into  one  of  the  two  larger  ones, 
each  with  ten  patients. 

The  first  patient  we  see  has  been  ill  for  over 
a year  but  she  came  to  us  ven.*  upset  just  two 
(Continued  on  Page  703) 
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Odontogenous  Maxillary  Sinus  Involvement 


Careful  Study  Is  Essential  To  Exclude 
Causes  Other  Than  Dental  Extraction 


By  Mary  D.  Lekas,  M.D.,  F.A.C.S. 


HISTORY 

There  is  evidence  that  the  superior  maxilla  was 
known  to  the  ancient  Egyptians  prior  to  1500 
B.C.  However,  the  first  definite  descriptions  of 
the  maxillary  sinus  are  credited  to  Nathaniel 
Highmore  (1613-1685)  of  England,  accounting 
for  the  term  antrum  of  Highmore.  This  structure 
was  known  to  Claudius  Galen  (A.D.  130-200),  a 
Greek  physician  who  practiced  and  dissected  in 
Rome,  and  whose  writings  provided  the  basis  for 
anatomical  studies.  The  remarkable  genius 
Leonardo  da  Vinci  (1452-1519)  first  described 
and  beautifully  illustrated  the  antrum  named  after 
Highmore.  Of  his  exploration  of  the  nose  and 
cheeks  he  gave  the  following  description;  “I  wish 
to  take  away  that  part  of  the  bone,  the  support 
of  the  cheek  and  to  show  through  the  opening 
revealed  the  breadth  and  depth  of  the  two  cavi- 
ties which  hide  behind  it.  In  the  cavity  above  is 
hidden  the  eye,  the  instrument  of  sight,  and  i'^ 
that  below  is  the  humour  which  nourishes  the 
roots  of  the  teeth. We  should,  therefore,  credit 
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the  Italian  Leonardo  with  the  first  accurate  de- 
scription of  the  antrum  or  maxillary  sinus. 

DEVELOPMENT 

At  birth  the  maxillary  sinuses  are  small  slit-like 
recesses  between  the  lateral  nasal  and  inferio 
orbital  spaces.  The  other  paranasal  sinuses  are 
almost  non-existent  at  birth;  one  or  two  tiny 
ethmoid  cells  are  occasionally  demonstrated  in  the 
newborn.  In  the  age  period  from  6 to  9 months 
the  antrum  is  large  enough  for  x-ray  visualization 
(Waters  and  lateral  views).  The  antra  show  a slight 
change  toward  the  adult  configuration  at  the  end 
of  the  first  year;  they  assume  the  rhomboidal 
shape  found  in  the  adult.  As  the  maxillary  antrum 
expands  backwards,  the  posterior  border  of 
maxilla,  which  contains  the  buds  of  the  permanent 
molar  teeth,  undergoes  a rotation  downwards 
In  this  way  the  teeth,  which  at  first  are  in  the 
back  wall  of  the  maxillary  sinus,  come  to  lie  on 
the  alveolar  ridge.  Therefore,  the  normal  develop- 
ment of  the  maxillary  antrum  has  a direct  bearing 
on  the  position  and  subsequent  eruption  of  the 
upper  teeth,  and  in  particular  the  last  molar.  The 
antrum  continues  to  develop  at  a rather  rapid  rate 
from  the  first  to  the  second  year,  and  by  six  yea-  - 
of  age  has  completed  its  growth;  the  other  sinus^"^ 
are  also  then  obvious  by  x-ray.  By  the  twelfth 
year  all  the  paranasal  sinuses  have  an  adult  c^- 
figuration.  They  gradually  increase  in  size  dir' 

(Continued  on  Next  Page) 
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the  teenage  period  and  stop  growing  only  when 
the  cranium  and  facial  bones  attain  full  growth 
The  maxillary  sinus  is  the  largest  sinus,  and  th-^ 
dental  antral  relationship  is  affected  by  its  s' 
and  pneumatization.^ 

ANATOMY 

In  adult  life  the  size  of  the  maxillary  antrum 
is  quite  variable,  ranging  in  cubic  capacity  from 
5 to  25  ml.  with  an  average  of  about  15  ml.^  It  is 
roughly  pyramidal  or  rhomboidal  in  shape.  The 
bony  walls  show  wide  variations  in  thickness  and 
density.  The  internal  walls  of  the  maxillary  sinus 
are  irregular  and  can  exhibit  projections  ranging 
from  small  ridges  to  large  crescentic  septa.  Thes:' 
irregularities  occur  mostly  on  the  floor  of  the 
antrum  and  are  more  prominent  and  frequent 
in  large  sinuses.  These  projections  may  forr" 
pockets  which  often  interfere  with  drainage.  When 
the  sinus  cavity  is  very  large,  it  extends  into  all 
parts  of  the  maxilla  and  even  into  the  premaxilla. 
In  these  cases  the  walls  of  the  antrum  are  re- 
duced to  a thin  layer  of  compact  bone,  and  the 
roots  of  many  teetJi  form  projections  on  the  floor 
of  the  maxillary  sinus.  It  is  thus  sometimes  called 
the  “dental  antrum”;  whereby  the  roots  of  the 
two  premolar  teeth,  the  first  and  second  molars, 
and  occasionally  the  canine  and  third  molar,  are 
in  relation  with  the  floor  of  the  antrum.  Another 
anatomical  variation  may  have  dental  roots  in 
the  antrum  covered  only  by  mucous  membrane 
lining,  as  opposed  to  mucosa  and  bone.®  The 
natural  sinus  ostium  is  toward  the  top  of  the 
antral  cavity.  Variations  in  its  location  can  occur, 
as  well  as  in  the  level  of  the  floor  of  the  antrum, 
which  may  be  at  or  below  the  level  of  the  nose. 

PHYS!OLOGY 

The  sinuses  are  air-containing  cavities  lined  bv 
a simplified  respiratory  epithelium  lying  within 
the  bony  framework  of  the  skull.  They  lighten  the 
weight  of  the  skull,  and  in  the  case  of  a blow  i" 
the  face  they  tend  to  absorb  part  of  the  shock, 
instead  of  transmitting  all  of  the  impact  to  th° 
brain  through  solid  bone.  The  maxillary  antra,  to 
some  extent,  participate  in  all  of  the  functions 
of  the  nose  except  that  of  smell.  The  resonance 
of  the  singing  and  speaking  voice  is  greatly  influ- 
enced by  the  state  of  the  nasal  and  the  paranasal 
cavities,  of  which  the  maxillary  sinuses  are  the 
most  important.  They  are  also  concerned  in  the 
process  of  preparing  the  inspired  air  for  reception 
into  the  lower  respiratory  tract,  that  is,  the  fur'" 


tion  of  cleansing,  warming,  and  humidification. 
These  functions  depend  on  the  following  factors; 
air  currents,  capillary  blood  flow,  ciliary  actions, 
and  mucus.  Normal  ventilation  of  the  maxillary 
sinus  can  be  affected  by  a deviation  of  the  nasal 
septum  or  polyps  causing  an  obstruction  of  the 
ostium.  Alteration  of  the  biochemical  and  physica 
properties  of  the  antral  mucus  from  any  general 
dyscrasia,  such  as  blood  or  liver  disease,  may  ad- 
versely change  the  physiological  action  of  T 
antrum.  The  normal  physiology  of  the  maxillar 
antrum  depends  upon  the  integrity  and  activity 
of  the  microscopic  cilia  together  with  the  healthy 
mucous  blanket.  It  may  also  be  disturbed  by 
diseases  of  dental  origin.^’  ® 

ORO-ANTRAL  PATHOLOGY 
The  proximity  of  the  floor  of  the  antrum  and 
the  alveolar  process  of  the  maxilla  may  result  in 
an  extension  of  disease  of  dental  origin  into  the 
maxillary  sinus.  A fistulous  tract  from  the  antrum 
to  the  mouth  sometimes  develops  after  extraction 
of  a tooth.®  Intraoral  x-ray  film  examination  will 
show  the  extent  of  the  tooth  and  whether  it  ap- 
proximates the  maxillary  sinus.  Sinus  x-ray  studies 
will  complete  the  picture.  A dentigerous  cyst  may 
cause  pressure  necrosis  of  the  antrum  and  erode 
into  it.  A recent  such  case  became  evident  after 
the  removal  of  a canine  tooth.  True  dentigerous 
cysts  are  uncommon,  comprising  3 per  cent  of  all 
alveolar  cysts.  An  oro-antral  fistula  arising  from 
a dentigerous  cyst  is  even  rarer.  These  contain 
whole  or  part  of  a permanent  tooth,  often  a pre- 
molar  or  canine,  and  occasionally  more  than  one 
tooth.  Such  teeth  are  either  supernumerary  or 
ectopic.  Dentigerous  cysts  are  cDrived  from  epithe- 
lial cells,  the  epithelial  rests  of  f '^allasez  left  in  the 
periodontal  membrane.  Dentigerous  cysts  have 
been  shown  to  have  a neoplastic  potential,  a^H 
about  one-third  of  the  ameloblastomas  are  said 
to  arise  from  dentigerous  cysts.^’  ® An  adamanti- 
noma may  erode  into  the  antrum  if  untreated,  as 
can  other  lesions.^®  A periodontal  pocket  forma- 
tion can  rupture  into  the  sinus;  10  per  cent  of 
cases  of  dental  antrum  sinusitis  are  caused  by 
periodontal  cys+s.”  Other  reported  mechanical 
causes  of  oro-fistula  formation  are  osteoma,  muco- 
cele and  pyocele,  and  chronic  sinusitis  infection 
causing  loss  of  the  mucoperiosteum  and  osteitis  of 
the  maxilla.^®  The  maxillary  antrum  is  the  largest 
sinus  and  the  lowest  in  position.  fVIan’s  assumption 
of  the  erect  posture  resulted  in  the  drainage  orifice 
being  near  its  roof.  The  cilia,  therefore,  have  to 
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work  uphill,  which  can  be  a consequence  in  condi- 
tions of  infection.  The  ratio  of  males  to  females 
in  incidence  of  oro-antral  fistula  formation  is  2:1, 
because  the  removal  of  maxillary  teeth  is  a more 
difficult  procedure  in  men  than  women.  The  ago 
distribution  peak  levels  are  in  the  third  and  fourth 
decades  when  most  adult  extractions  are  per- 
formed.*^ Trauma  can  cause  an  oro-antral  fistula, 
as  in  motorcycle  or  auto  accidents,  or  gunshot 
wounds.  The  formation  of  an  oro-antral  fistula 
secondary  to  carcinoma  of  the  antrum  is  fairly 
common,  especially  when  the  neoplasm  originates 
in  the  lower  portion  of  the  sinus.  Also,  Hill  and 
Goodof  have  reported  malignant  changes  in  an 
already  existing  fistula,  where  chronic  irritation 
prevents  healing.  It  must  be  differentiated 

from  a mucopyocele  which  can  through  expansion 
and  pressure  necrosis  destroy  the  walls  of  the 
antrum  and  cause  an  oro-antral  fistula.  It  may 
even  involve  the  roof  of  the  antrum  and  the  floor 
of  the  orbit  and  cause  proptosis  of  the  eye.  The 
x-ray  studies  of  the  two  latter  conditions  show 
a similarity. 

One  should  take  advantage  of  all  diagnostic 
modalities  in  each  case.  A one  to  two  per  cent 
solution  of  toluidine  blue  stain  will  help  identify 
potentially  malignant  oral  lesions.  The  uptake 
of  toluidine  blue  dye  is  thought  to  be  caused  by 
an  increase  in  the  RNA  content  of  cells  which 
are  undergoing  proliferative  changes.  This  is  not 
a substitute  for  biopsy  or  cytological  evaluatio’^ 
but  it  is  of  value  when  the  lesion  is  clinically 
visable  by  delineating  the  periphery  of  the  lesion 
undergoing  proliferate  changes.  It  helps  to  indi- 
cate the  most  suspicious  areas  of  the  lesion  and 
the  areas  which  are  most  likely  to  yield  confirma- 
tory results  on  biopsy,  cytology,  or  both. 

An  oral-antral  fistula  may  also  persist  in  the 
presence  of  general  disease  such  as  syphilis,  tuber- 
culosis, diabetes,  or  vitamin  deficiency,  or  afte” 
the  prolonged  administration  of  cortisone  or 
.^CTH,  which  prevent  tissue  repair.*® 

SYMPTOMS 

If  the  fistula  develops  from  a dental  extraction, 
the  patient  may  notice  bleeding  from  the  nose  on 
the  side  of  the  extraction,  escape  of  air  from  the 
tooth  socket  on  forced  expiration,  and  frothy  blood 
in  the  socket.  The  patient  may  later  be  annoyed 
by  the  escape  of  fluid  or  food  particles  into  tb- 
nose  from  the  oro-antral  fistula.*®  At  times  there 
may  be  alteration  in  voice  resonance,  inability  to 
blow  out  the  cheeks,  or  inability  to  draw  on  a 


cigarette.*®  The  oro-antral  communication  acts 
a portal  of  entry  for  bacteria  from  the  mouth  with 
resulting  infection  of  the  antrum.  When  sinusitis 
ensues,  pus  may  discharge  from  the  nose  and  bad 
taste  and  an  odor  may  be  noted.  If  the  infection 
persists,  osteitis  or  osteomyelitis  may  ensue  char- 
acterized by  pain,  swelling,  and  tenderness.*^  The 
patient  usually  complains  of  a heavy  feeling  in  the 
face.  There  may  be  slight  tenderness  on  palpa- 
tion of  the  infraorbital  nerve  area.  Mucopurulent 
post-nasal  drainage  is  visible,  coming  from  th» 
area  of  the  middle  turbinate  from  the  natural 
ostium  of  the  antrum.  A fluid  level  may  be  seen 
on  the  x-ray  film,  and  a thickened  mucous  mem- 
brane lining  is  usually  demonstrated.  If  this  proc- 
ess continues,  a cyst  or  polyps  may  form.  A more 
severe  complication  is  chronic  sinusitis  and  chronic 
lower  respiratory  disease.  This  combination  is 
the  most  challenging  to  treat.  The  sinusitis  is  often 
blamed  for  the  bronchial  infection,  because  of 
the  post-nasal  drainage  which  is  said  to  drop  into 
the  chest.  This  is  only  partly  true,  because  of  the 
extreme  efficiency  of  the  bronchial  cilia. 

It  is  more  likely  that  a chronic  bronchiectatic 
condition  may  infect  or  reinfect  the  nasal  sinuses 
through  the  mechanism  of  sputum  being  coughed 
into  the  post-nasal  area.  The  cilia  of  the  sinuses 
are  not  nearly  as  efficient  as  the  ciliated  mucov'- 
blanket  of  the  bronchi.  This  has  been  proved  b'- 
the  fact  that  after  a bronchosram,  if  the  patient 
is  instructed  to  cough  vigorously,  radiopaque  mate- 
rial will  be  demonstrated  in  the  sinuses  on  x-ray 
examination.  Therefore,  for  the  bronchiectatic 
patient  postural  coughing  is  hazardous  because 
of  double  exposure  to  infection.  If  the  chest  in- 
fection has  not  developed  beyond  a simple  bron- 
chitis, operative  intervention  to  clear  up  the  sinu- 
sitis will  also  lead  to  relief  of  tihe  bronchitis.  In 
bronchiectasis  removal  of  the  diseased  lung  lobes 
is  indicated.  Sinus  surgery  in  such  a case  should' 
yield  a good  result.  If  the  chest  condition  is  too 
extensive  for  surgery,  sinus  surgery  is  of  ques- 
tionable value. 

Naso-sinus  polyps  present  another  problem. 
These  are  masses  of  edematous  mucous  membrane, 
and  are  said  to  arise  mainly  from  the  ethmoid  and 
maxillary  sinuses.  They  are  often  found  in  allergic 
and  asthmatic  patients.  Allergy  skin  tests  on  sucT 
patients  do  not  always  give  positive  allergic  re- 
actions. Polypectomy  is  not  always  a cure,  fo’- 
the  polyps  tend  to  recur.  Corticosteroids  have  a 
tendency  to  inhibit  the  recurrence.  The  etiology 
(Continued  on  Page  697) 
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PROGRESS  ^OTES — 


Summary  of  Symposium- 

Current  Concepts  in  Diabetes  Mellitus 


Recent  Studies  Advance  Understanding 
of  Diabetes 


By  George  F.  Cahill,  Jr., 


I.  INSULIN  SECRETION  AND  METABOLISM 
Jesse  Roth,  M.D. 


Doctor  Roth  stated  that  insulin,  as  are  other 
small  protein  or  peptide  hormones,  is  very  rapidly 
cleared  from  the  blood  by  liver  and  kidney.  Its 
half-life  is  of  the  order  of  15  minutes,  similiar  to 
that  of  growth  hormone  and  glucagon.  Doctor  Roth 
emphasized  that  there  are  three  tissues  which  are 
primarily  affected  by  changes  in  insulin  levels — 
these  are  muscle,  adipose  tissue,  and  liver.  iMuscle 
and  adipose  tissue,  however,  destroy  very  little,  if 
any,  insulin  and  thus  the  capacity  for  insulin  to 
affect  the  tissue  metabolically  is  independent  of  that 
function  of  the  tissue  to  remove  insulin  from  the 
circulation.  Liv’er,  in  contrast,  degrades  insulin  as 
well  as  responds  to  it.  He  then  went  on  to  discuss 


the  effect  of  insulin  on  these  various  tissues  and  at- 
tributed the  effect  to  an  action  on  the  cell  mem- 
brane. Again,  as  with  all  other  peptide  hormones, 
penetration  of  the  insulin  molecule  into  the  cell  is 
not  necessary.  Finally,  Doctor  Roth  mentioned  that 
on  the  walls  of  cells  responsive  to  insulin,  such  as 
muscle  and  adipose  tissue,  there  is  a highly  specific 
protein  which  somehow  is  able  to  detect  the  insulin 
molecule  in  the  extracellular  fluid.  This  exquisitely 
sensitive  system  is  able  to  detect  insulin  molecules 
in  as  low  a concentration  as  10"®  molar.  In  lay 
terms  this  is  less  than  one-thousandth  of  a million- 
th of  a gram  of  insulin  in  one  milliliter  of  extra- 
cellular fluid. 


11.  FACTORS  CONTROLLING  INSULIN  SECRETION — 
CLINICAL  COMPLICATIONS 
Stefan  S.  Fajans,  M.D. 


GEORGE  F.  CAHILL,  JR.,  M.D.,  of  Boston, 
Massachusetts,  Professor  of  Medicine,  Harvard 
Medical  School,  Boston,  Mass. 


Symposium  held  on  March  25,  19/0  at  Rhode  Island 
Hospital  in  cooperation  with  the  Clinical  Diabetes 
Association  of  Rhode  Island,  the  Xew  England  Dia- 
betes .Association,  and  the  Rhode  Island  Medical 
Society.  Supported  by  grants  from  the  Upjohn 
Company,  E.  R.  Squibb  & Sons,  The  Lilly  Research 
Laboratories,  and  Merck  Sharp  & Dohme. 


Doctor  Fajans  first  pointed  out  the  capacity  of 
glucose  to  stimulate  insulin  release  in  man.  He  re- 
viewed the  data  and  showed  some  from  his  own 
group  in  Alichigan  which  demonstrated  that  nor- 
mal man  releases  a large  amount  of  insulin  from 
his  pancreas  following  an  oral  glucose  load.  In  in- 
dividuals with  diabetes  who  are  not  overw'eight,  the 
insulin  secretion  is  dela3'ed  and  attenuated  when 
compared  to  normal  individuals.  Doctor  Fajans 
emphasized  that  the  presence  of  obesity  in  both 
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normal  and  diabetic  man  necessitates  a much  great- 
er insulin  release  in  order  to  provide  for  glucose 
tolerance.  In  the  presence  of  obesity  much  more  in- 
sulin is  needed.  Therefore,  the  obese  diabetic' may 
show  greater  insulin  levels  than  thin  normal  people. 

Then  he  emphasized  the  capacity  of  certain 
amino  acids  to  stimulate  insulin  release.  Originally 
it  was  found  that  some  children  developed  hypo- 
glycemia after  a protein  meal.  It  was  later  shown 
that  leucine  was  the  constituent  of  protein  which 
caused  a brisk  release  of  insulin  and  hypoglycemia 
in  those  children  uniquely  sensitive  to  leucine.  Sub- 
sequent studies  by  Doctors  Fajans  and  Conn  dem- 
onstrated that  oral  sulfonylureas  would  sensitize 
normal  individuals  to  leucine-stimulated  insulin  re- 
lease. A protein  meal  given  to  man  will  increase 
his  insulin  levels  more  dramatically.  Subsequently 
it  was  found  that  many  other  amino  acids  would 
stimulate  the  beta  cell  and  that  the  most  potent 
was  arginine.  Thus  there  appear  to  be  two  types  of 
“amino-acid”  receptor,  one  fo  leucine,  augmented 


by  sulfonylurea,  and  the  other  for  arginine  and 
other  amino  acids.  Although  mannoheptulose,  a 
seven-carbon  sugar,  competes  with  glucose  for  me- 
tabolism, the  effect  of  leucine  or  sulfonylurea  to 
stimulate  insulin  release  is  not  blorked  by  manno- 
heptulose; but  that  of  arginine  is.  Again,  two 
mechanisms  of  amino  acid  stimulation  are  suggested. 
Other  studies  described  by  Doctor  Fajans  suggest 
that  metabolism  of  amino  acids  is  not  necessary 
for  insulin  release. 

Finally,  he  raised  some  very  interesting  clinical 
questions — that  if  protein  (or  amino  acid)  ingest- 
ion augments  insulin  release,  might  not  mixed  meals 
of  carbohydrate  and  protein  be  emphasized  more 
for  the  treatment  of  diabetics?  He  also  pointed  out 
that  a two-hour  postprandial  blood  glucose  level  is 
less  critical  for  the  diagnosis  of  diabetes  than  is  the 
glucose  level  of  two  hours  after  a pure  c arbohydrate 
load,  since  the  added  insulin  release  caused  by  the 
protein  in  a meal  would  cause  a more  vigorous 
glucose  disappearance  rate. 


III.  THE  METABOLIC  EFFECTS  OF  INSULIN 
George  F.  Cahill,  Jr.,  M.D. 


In  his  discussion  Doctor  Cahill  emphasized  that 
the  role  of  insulin  is  the  body’s  signal  to  various 
organs  and  tissues  for  the  “fed  state.”  After  eating 
a meal  composed  of  carbohydrate,  protein,  and  fat 
the  various  constituents  are  absorbed  through  the 
intestinal  tract  and  enter  either  as  discrete  sugars, 
single  amino  acids,  or  lipid  droplets  (chylomicrons). 
If  there  is  an  adequate  pancreatic  insulin  mechan- 
ism, the  rapid  increase  in  insulin  causes  glucose 
uptake  in  muscle  and  adipose  tissue.  In  muscle  the 
glucose  is  either  oxidized  or  stored  as  glycogen.  In 
adipose  tissue,  however,  the  glucose  is  converted 
into  fat  and  stored  as  such.  Thus  as  far  as  glucose 
is  concerned,  insulin  is  the  signal  that  increases 
its  peripheral  deposition.  Precisely  the  same  can 
be  said  for  insulin  and  its  relationship  to  amino 
acid  metabolism.  Doctor  Fajans  previously  dis- 
cussed the  capacity  of  an  elevation  in  amino  acids 
to  stimulate  insulin  release,  and  then  Doctor  Ca- 
hill emphasized  that  insulin  causes  a peripheral 
uptake  of  amino  acids  into  muscle  with  the  for- 
mation of  new  protein.  A third  role  of  insulin  was 
stressed,  namely,  its  capacity  to  cause  uptake  of 
the  chylomicron  fatty  acid  into  adipose  tissue.  In 
the  absence  of  insulin  this  does  not  take  place,  and 
hyperlipemia  ensues.  In  the  presence  of  insulin,  fat 
is  rapidly  cleared  from  the  blood  and  deposited 
into  adipose  tissue.  Thus  insulin  serves  as  the  fed 


signal  for  carbohydrates,  amino  acids,  and  fats. 

A low  insulin  level  is  the  body’s  signal  for  the 
“fasted  state.”  In  this  case  adipose  tissue  releases 
fatty  acids  into  the  circulating  fluids.  Likewise, 
muscle  releases  amino  acids  with  low  insulin.  These 
amino  acids  are  then  either  oxidized  by  other  tis- 
sues, metabolized  by  the  liver,  or  converted  into 
glucose.  Thus  the  low  insulin  signal  tells  the  peri- 
pheral depots  to  release  their  stored  fuels  into  the 
blood  stream.  This  effect  of  insuli  was  emphasized 
by  Doctor  Cahill,  since,  in  the  total  absence  of  in- 
sulin, or  with  markedly  low  levels  of  insulin,  the 
peripheral  depots  continue  to  release  their  stored 
fuels  in  excess — liver  makes  more  and  more  sugar 
from  the  amino  acids,  and  more  and  more  ketoacids 
are  released  from  fatty  acids  coming  from  adipose 
tissue.  Thence,  diabetic  ketoacidosis  results. 

Doctor  Cahill  concluded  that  insulin  plays  a 
major  role  in  controlling  normal  fasting  glucose 
metabolism.  For  this  reason  a juvenile  diabetic 
who  essentially  totally  lacks  his  own  insulin  re- 
quires some  insulin  at  all  times  throughout  the 
night.  The  use  of  long  acting  insulin  (one  dose 
in  the  morning  and  the  other  in  the  afternoon 
or  evening)  is  desirable  to  provide  a constant  small 
concentration  of  insulin  throughout  the  night  and 
thus  controls  fasting  metabolism. 

(Continued  on  Next  Page) 
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IV.  THE  POLYOL  P. 

Albert  1.  W 

Historically,  the  livestock  industry  of  England 
(thanks  to  their  interest  in  artificial  insemination 
and  their  finding  that  sorbitol  and  fructose  were 
normal  components  of  semen)  initiated  the  study 
of  the  polyols.  Sorbitol  is  a polyalcohol  that  is 
produced  from  the  reduction  of  glucose  or  fructose. 
The  sorbitol  pathway  involves  the  conversion  of 
glucose  to  sorbitol  by  an  enzyme,  aldose  reductase, 
which  was  found  to  be  present  in  practically  every 
tissue  of  the  body  by  doctor  Winegrad  and  his  as- 
sociates. The  hydrogen  donor  for  this  reductive 
process  is  TPXH(XADPH).  The  next  step  consists 
in  the  oxidation  of  sorbitol  to  fructose  by  an  en- 
zyme which  is  also  found  in  many  tissues  through- 
out the  body.  This  enzyme  requires  as  co-factor 
DPX  (xXAD). 

V'an  Heyingen  in  Europe  and  Kinoshita  in  Bos- 
ton noted  that  high  concentrations  of  various  sugars 
including  glucose  in  experimental  animals  would 
rapidly  result  in  cataract  formation.  Subsequently, 
it  was  observed  that  the  material  which  accumula- 
ted in  these  cataracts  was  a polyalcohol  called  dul- 
citol  when  galactose  was  fed  to  the  animals  and 
was  when  sorbitol  when  glucose  was  fed.  Apparently 
high  concentrations  of  galactose  and  glucose  re- 
spectively prompted  the  formation  of  the  respect- 
ive polyalcohols  which,  once  formed,  were  unable 
to  leave  the  lens.  Subsequent  studies  by  Kinoshita 
demonstrated  decreases  in  high  energy  phosphate 
levels  and  an  inability  of  the  lens  to  maintain  elec- 
trolyte concentrations  once  the  polyalcohol  had  ac- 
cumulated. Later  investigators  in  St.  Louis  found 
sorbitol  and  free  fructose  in  nerve.  Doctor  Wine- 
grad and  his  associates  have  subsequently  found 
fructose  in  the  cerebral  spinal  fluid  of  normal  men. 
Since  the  enzyme  aldose  reductase  has  a low  affin- 
ity for  glucose,  very  little  sorbitol  is  formed  unless 
the  glucose  concentrations  become  elevated,  as  in 
diabetes.  In  experimental  animals  Winegrad  and 
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his  associates  found  that  experimental  diabetes 
will  induce  the  formation  of  high  levels  of  sorbitol 
and  fructose  in  the  spinal  fluid.  In  fact,  dogs  given 
high  concentrations  of  glucose  accumulated  sorbitol 
to  such  a degree  that  the  osmotic  effect  induced 
cerebral  edema.  This  has  made  Doctor  Winegrad 
wonder  whether  the  occasional  but  disastrous  acute 
cerebral  edema  which  occurs  in  young  people  fol- 
lowing the  rapid  correction  of  acute  diabetic  acid- 
osis might  be  a result  of  an  osmotic  shift  due  to 
this  accumulated  polyalcohol.  It  should  also  be 
pointed  out  that  this  enzyme  pathway  has  been 
found  in  many  other  tissues,  as  stated  above,  in- 
cluding the  islets  of  Langerhans.  The  old  hydropic 
degeneration  discovered  in  beta  cells  in  animals  and 
man  with  diabetes  many  decades  ago  may  possibly 
be  a result  of  the  accumulation  of  sorbitol  and  dis- 
tortion of  the  water  and  electrolyte  content  within 
the  beta  cells. 

The  finding  of  this  enzyme  pathway  in  vascular 
intima  also  raises  the  possibility  that  high  levels  of 
glucose  could  directly  disturb  both  the  chemical 
and  physical  function  of  arterioles  and  capillaries. 
Finally,  Doctor  Winegrad  pointed  out  that  the 
enzyme  is  also  present  in  the  red  cells  and  that  a 
high  glucose  concentration  is  capable  of  forcing 
sorbitol  and  fructose  formation,  which  in  turn 
could  inhibit  the  energy-producing  mechanisms  of 
the  red  cell  and  cause  a shift  of  the  hemoglobin  dis- 
sociation curve.  In  this  way  oxygen  delivery  to 
l^eripheral  tissues  could  be  inhibited.  All  of  these 
observations.  Doctor  Winegrad  concluded,  are  ex- 
tremely interesting,  potentially  important,  and  de- 
serving of  further  study.  In  any  case  these  findings 
open  new  avenues  for  investigating  certain  compli- 
cations known  to  be  associated  with  chronic  dia- 
betes, chief  among  which  is  diabetic  neuropathy. 

170  Pilgrim  Road 
Roston,  Mass.  02215 
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Editorials 


PEER  REVIEW  IN  RHODE  ISLAND 


Much  is  being  said  and  written  these  days  in  the 
news  media  and  in  the  legislative  halls  about  peer 
review.  As  is  so  often  the  case,  when  a subject 
acquires  political  overtones,  there  is  more  heat 
than  light.  It  is  important,  therefore,  at  this 
critical  period  in  medical  affairs  that  we  review 
precisely  what  is  being  done  in  Rhode  Island. 
There  are  currently  in  operation  in  Rhode  Island 
three  main  types  of  peer  review:  1.  In-hospital; 
2.  Specialty,  and  3.  District  Society  peer  review. 

In  the  first  category  are  the  Utilization  Review 
Committees  which  operate  in  every  hospital  and 
extended  care  facility  without  exception.  These 
committees  have  surveillance  over  unnecessary  ad- 
missions, diagnostic  admissions,  spurious  emer- 
gency admissions,  and  length  of  stay  of  all  in- 
hospital  cases,  whether  of  short,  intermediate,  or 
long  duration.  Under  ^Medicare  regulations  they 
have  considerable  jxiwer  by  virtue  of  their  ability 
to  terminate  reimbursement.  It  is  our  opinion 
that  these  committees  are  generally  acting  respon- 
sibly and  conscientiously,  and  with  increasing 
effectiveness.  They  are  furthermore  under  con- 
tinuous scrutiny  by  Blue  Cross,  HEW,  and  the 
State  Health  Department. 

In  addition  all  acute  hospitals  have  in  opera- 
tion the  traditional  committees  for  in-hospital 
medical  appraisal.  These  include  committees  for 
medical  records,  tissue  evaluation,  infections,  and 
mortality.  The  credentials  committees  have  a 
strong  bearing  on  the  quality  of  hospital  care.  The 
effectiveness  of  the  operation  of  these  committees 
is  checked  periodically  by  the  Joint  Commission 
on  .Accreditation  of  Hospitals.  It  is  nevertheless 
hoped  and  strongly  recommended  that  all  Rhode 


Island  hospitals  institute  promptly  audit  by  the 
PAS-MAP  mechanism. 

Every  medical  specialty  in  Rhode  Island  now 
has  a specialty  society.  Each  society  in  turn  has 
a peer  review  committee.  These  specialty  com- 
mittees are  asked  to  examine  problems  peculiar 
to  their  disciplines.  They  involve  length  of  hos- 
pital stay,  necessity  for  hospital  admission,  the 
respectability  of  or  scientific  need  for  certain 
medical  or  surgical  procedures,  appropriate  fees, 
and  evaluation  of  new  procedures. 

The  District  Society  committees  are  more  es- 
pecially concerned  with  problems  in  the  local  areas, 
such  as  the  need  for  office,  home,  or  nursing  home 
care  and  the  appropriate  frequency  of  these  serv- 
ices; reasonable  charges  for  these  and  other  serv- 
ices; and  the  quality  and  propriety  of  medical 
practice.  They  are  also  available  for  appropriate 
inquiries  from  any  proper  agencies. 

In  addition  the  Rhode  Island  Medical  Society 
has  had  for  years  a Mediation  Committee  charged 
with  studying  problems  of  alleged  malfeasance, 
malpractice,  or  ethical  deviations. 

All  of  these  committees  are  functioning.  The 
out-of-hospital  committees  are  being  used  with 
increasing  frequency.  They  work  quietly  and  with- 
out publicity.  Their  effectiveness  is  considerable 
and  improving  progressively.  Perhaps  if  they  were 
better  known,  some  of  the  hue  and  cry  would  be 
dampened.  It  is  our  belief  that  Rhode  Island 
probably  has  the  most  comprehensive  and  effective 
statewide  peer  review  organization  in  the  nation. 
We  can  draw  an  organization  chart  for  anyone 
who  wishes  to  see  it.  Yet  we  are  not  satisfied.  We 
are  working  hard  to  make  it  better. 


PROFESSIONAL  DISCIPLINE 


A report  in  the  July  27,  1970  issue  of  JAM.A 
summarizes  the  disciplinary  procedures  carried 
out  by  the  State  medical  examiner  boards  and  the 
state  medical  societies  of  the  fifty  states  and  the 
District  of  Columbia  during  the  year  1969.  The 
medical  profession  is  often  criticized  for  not 
policing  its  members  with  sufficient  diligence.  Hos- 
pitals have  long  had  several  staff  mechanisms 
for  controlling  the  quality  and  ethics  of  hospital 
practice.  In  addition  utilization  review  commit- 
tees in  hospitals  and  peer  review  committees  of 
county  and  specialty  medical  societies  have  lately 


been  established  quite  generally.  The  two  tradi- 
tional mechanisms  first  mentioned,  however,  are 
as  old  as  state  medical  societies  and  state  medical 
licensure.  Alost  state  medical  societies,  including 
that  of  Rhode  Island  founded  in  1812,  were  estab- 
lished for  the  primary  purpose  of  controlling  medi- 
cal ethics  and  medical  quality. 

.As  fxiinted  out  in  the  JAMA  report,  it  should 
be  remembered  that  the  members  of  the  boards 
of  medical  examiners  are  physicians.  Consequently 
discipline  imposed  by  these  bodies  is  virtually 
(Coiitinued  on  Next  Page) 
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self-discipline  by  the  medical  profession.  It  cer- 
tainly carries  more  clout  than  any  sanction  that 
can  be  imposed  by  the  state  society.  The  most 
severe  action  available  to  the  society  is  expulsion 
from  membership. 

During  1969  the  state  boards  imposed  58  revo- 
cations, S3  revocations  with  stay,  33  suspensions, 

116  reprimands  or  censures,  and  56  probations 
out  of  a total  of  530  procedures.  During  the  same 
period  state  medical  societies  imposed  14  expul- 
sions and  15  suspensions  during  161  procedures. 
These  are  not  negligible  figures. 

During  this  same  year  the  Rhode  Island  State 

ENEMY  OF 

Brown  University  was  recently  challenged  by 
the  residents  of  Fox  Point  because  so  many  fami- 
lies in  the  area  were  being  displaced  to  provide 
housing  for  students,  graduate  students,  and  young 
faculty  members.  The  landlords  found  that  ac- 
commodating these  relatively  transient  members 
of  the  community  was  more  lucrative  than  pro- 
viding housing  for  the  poor  of  the  neighborhood. 
While  the  University  was  responsible  for  this  prob- 
lem only  indirectly,  in  order  to  maintain  the  good 
will  of  its  neighbors  it  recently  announced  that 
it  would  build  low-cost  housing  on  land  which 
it  owns  in  the  area. 

Papers  and  letters  published  in  recent  issues 
of  the  Xew  England  Journal  of  Medicine  discuss 
the  trials  and  tribulations  of  the  Harvard  IMedical 
School  Affiliated  Hospitals  Complex  in  attempting 
to  formulate  and  execute  plans  for  the  rebuilding 
of  the  Peter  Bent  Brigham  Hospital  and  associated 
institutions.  Its  proposal  to  preempt  a considerable 
block  of  housing  on  the  far  side  of  Francis  Street 
aroused  vehement  student  and  neighborhood  pro- 
tests and  has  led  to  much  bitterness  and  a com- 
plete revamping  of  the  project.  This  has  not  yet 
been  resolved. 

The  Xew  York  Times  of  August  30  reported 
an  impending  “confrontation”  between  the  Lind- 
say administration  of  Xew  York  City  and  the 
Mount  Sinai  Hospital  over  a high-rent  apartment 

DEMOGRAPHIC  BOOM 

Demographers  in  mid-1968,  with  macabre  en- 
thusiasm, projected  the  population  explosion  by 
the  year  2000  A.D.  for  the  world  as  reaching  be- 
tween 6 and  bYi  billion  people  and  for  the  United 
States  283  to  324  million.  Ecologists,  conserva- 
tionists, family  planners,  antipolutionists,  so- 
ciologists, anthropologists,  criminologists,  agricul- 


Board  imposed  one  revocation  and  two  suspensions 
in  three  procedures,  while  the  Society  carried  out 
two  proceedings  but  with  no  expulsions  or  sus- 
pensions. It  should  be  recalled  that  proceedings 
by  either  the  boards  or  the  societies  have  a very 
sobering  moral  effect  upon  individuals  involved, 
even  when  no  severe  action  is  taken. 

Summaries  of  actions  for  both  the  boards  and 
the  societies  for  the  past  four  years  indicate  that 
the  level  of  activity  for  1969  is  not  a new  phenome- 
non, but  in  fact  is  about  average.  Perhaps  our 
tendency  to  handle  this  unsavory  business  quietly 
has  given  the  public  a false  image  of  laissez  faire. 

THE  PEOPLE 

house  on  East  96th  Street.  The  hospital,  which 
owns  the  building,  tried  to  evict  tenants  to  pro- 
vide housing  for  nurses,  residents,  interns,  and 
other  employes.  The  City  Housing  and  Develop- 
ment Administration  is  attempting  to  block  evic- 
tion. The  hospital  contends  that  it  needs  the 
housing  to  attract  needed  staff.  “Without  residents 
and  interns,  you  simply  cannot  run  a hospital,” 
says  a member  of  the  hospital  board.  The  tenants 
are  adamant  in  the  face  of  the  city-'wdde  housing 
shortage  and  are  prepared  to  fight  in  the  courts. 

These  three  cases  of  confrontation  involving 
prestigious  expanding  educational  institutions  and 
adjacent  neighborhoods  which  cover  a wade  spec- 
trum of  affluence  and  poverty  p>oint  up  a problem 
for  which  we  have  no  ready  answer.  We  are  appre- 
hensive, however,  lest  the  concern  over  temporary 
displacement  of  a modest  number  of  families  may 
present  to  vulnerable  academic  institutions  (and 
recent  events  have  demonstrated  how  \ailnerable 
they  can  be)  onerous  burdens  which  they  should 
not  have  to  bear. 
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— DOOM  OR  DUD 

tural  exp>erts,  and  government  civil  and  com- 
munity planning  engineers  as  well  as  educators 
became  infused  with  these  dramatic  demographic 
declarations  of  doom  and  advised  immediate  pro- 
phylactic measures  from  abortion  to  a planned 
exodus  into  space  or  under  the  sea  to  maintain 
necessary  food  supplies  and  safe  and  healthy  living 
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space  and  to  preserve  political,  religious,  and  social 
freedoms  and  educational  and  occupational  oppor- 
tunities. Increasingly  demurring  demographic  re- 
ports have  appeared,  and  they  are  somewhat  more 
modestly  and  tentatively  expressed  than  previously 
stentorian  statistical  statements.  These  may  turn 
the  population  boom  into  a dud,  at  least  as  far 
as  the  United  States  is  concerned.  Currently,  more 
critical  analyses  such  as  those  by  Professor  Thomas 
Jermann,  a history  professor,  aim  at  deflating  the 
“population  bomb  rhetoric.”  Reviewing  statistics 
over  the  past  12  years,  Doctor  Jermann  points 
out  that  the  birth  rate  has  declined  since  1957 
from  25.3  to  17.3  per  thousand  population,  the 
latter  figure  being  the  lowest  in  United  States 
history.  Moreover  in  1968,  after  11  consecutive 
years  with  more  than  4 million  births  annually, 
only  iYi  million  live  births  were  registered,  the 
smallest  number  since  1946.  Furthermore,  there 
were  800,000  fewer  babies  born  in  1968  than  in 
1961,  which  will  mean  that  in  1976  there  will  be 
800,000  fewer  third  grade  pupils  in  United  States 
classrooms  than  are  enrolled  today.  Jermann,  with 
tongue  in  cheek  but  using  the  same  statistical  trend 
technique  that  demographers  used  to  project  the 
population  explosion  a few  years  ago,  pointed  out 
that  if  the  trend  of  the  declining  birth  rate  from 
1957  to  1968  is  extended  over  the  next  22  years, 
the  birth  rate  will  be  zero. 

News  releases  are  already  describing  a plethora 
of  jobs  for  certain  Ph.D.s  and  teachers.  Also,  a 
number  of  vacancies  existed  in  summer  school 
programs  as  well  as  in  this  fall’s  college  classes. 
It  is  not  altogether  clear  whether  this  is  due 
to  the  post  World  War  II  baby  boom  gen- 
eration being  aim.ost  entirely  finished  with  high 
school  and  college  education  while  their  children 
are  not  yet  of  school  age,  but  some  educational 
administrators  believe  that  teachers  are  increasing 
while  students  are  declining.  Certainly  there  seems 
to  be  agreement  among  demographers,  sociologists, 
and  government  planners  that  there  is  a trend 
today  for  couples  to  defer  the  birth  of  first  born 
and  to  lengthen  the  interval  between  and  the 
number  of  subsequent  pregnancies.  The  effective- 
ness of  this  is  secured  by  more  efficient  methods 
of  contraception  and  “abortion  on  demand”  in 
certain  areas.  Because  of  this,  we  could  conceivably 
defuse  the  population  explosion  at  least  in  the 
United  States.  Statistics  would  seem  not  to  inter- 
fere with  this  line  of  logic.  In  1968  the  smallest 
number  of  sixth  or  later  births  occurred  in  more 
than  50  consecutive  years.  The  median  age  of 
childbearing  has  also  decreased  over  the  years.  The 


median  ages  of  mothers  having  first,  second,  and 
third  births  were  lower  in  1968  than  in  1950,  and 
currently  over  one-half  of  the  United  States  babies 
are  born  to  females  under  25,  whereas  females  over 
35  now  contribute  less  than  8 per  cent  of  our 
total  number  of  newborns. 

However,  a more  sophisticated  look  at  the  cur- 
rent situation  as  well  as  the  statistics  is  in  order 
before  we  doom  the  boom  completely.  Our  money- 
tight  economy,  rising  tuition  charges,  and  the  in- 
creased need  for  students  to  obtain  paying  summer 
jobs  to  support  their  families  or  to  provide  for 
their  next  year’s  educational  costs  may  explain 
the  dropoff  in  summer  school  registrations  and 
lagging  college  enrollments.  Also,  many  students 
may  be  intellectually  exhausted  after  a semester 
of  steamy  student  strikes  and  protest,  making  the 
tranquility  of  summer  school  scholarship  too  dras- 
tic an  adjustment  for  the  peripatetic  pupil.  The 
taxpayers’  revolt  against  the  rising  costs  of  educa- 
tion and  the  irreconcilability  of  adding  increased 
cost  of  damage,  or  cost  of  insurance  against  such 
damage,  or  both,  to  university  and  school  overhead 
may  be  responsible  for  educational  budgets  being 
cut  back,  thus  leading  to  reduced  instruction 
periods  and  reduced  teacher  hiring.  The  cooling 
off  of  the  wartime  economy  need  for  Ph.D.  per- 
sonnel in  such  fields  as  physics,  chemistry,  and 
engineering  may  also  explain  the  current  surplus 
in  this  area.  Certain  geographical  areas  such  as 
Boston,  Washington,  and  San  Francisco,  which 
attract  greater  numbers  of  teacher  applications, 
have  a teacher  surplus,  while  New  York  City  and 
the  state  of  Mississippi  are  well  down  on  the  list 
of  teacher  preference.  Also,  certain  fields  of  edu- 
cation are  oversupplied  with  teachers  (English, 
foreign  languages,  social  sciences),  while  others, 
such  as  preschool  training,  education  of  the  handi- 
capped, physical  education,  and  teaching  of  indus- 
trial arts,  still  have  openings. 

Now  for  a more  sophisticated  look  at  the  raw 
statistics.  Crude  birth  rates  are  a poor  denominator 
for  establishing  trends  of  statistical  significance. 
For  example,  a decreasing  death  rate  unrelated 
entirely  to  births  per  sex  reduces  the  relative  birth 
rate.  Therefore,  the  fertility  rate,  which  is  the 
number  of  births  per  thousand  female  population 
15  to  44  3^ears  of  age,  is  a more  realistic  statistical 
denominator  for  trend  predictions.  Let  us  then 
inspect  and  evaluate  more  selectively  the  1968 
statistics  with  respect  to  current  trends  in  birth 
order  patterns.  The  numbers  of  first  babies  have 
increased  since  1966  to  levels  higher  than  in  every 
(Continued  on  Next  Page) 
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other  year  except  1947  and  1948.  Second  births 
since  1967  seem  to  be  increasing.  Thus,  the  sum 
of  first  and  second  births  might  eventually  offset 
the  decline  in  higher  birth  orders.  Actually,  this 
turning  point  occurred  in  October  1968,  and  in 
1969  a 3 per  cent  upswing  in  numbers  of  births 
occurred.  Current  calculations  for  the  first  quarter 
of  1970  predict  another  4.75  per  cent  increase. 
This  progressive  increase  reflects  increased  num- 
bers of  newly  formed  families  and  the  increasing 
summation  effect  of  more  first,  second,  and  third 
births  to  maintain  the  current  trend  in  increased 


numbers  of  births  despite  a falling  birth  rate. 

These  statistics  provide  reassurance  then  that 
a resurgent  need  for  teachers,  Ph.D.s,  and  colleges 
will  occur.  The  present  dilemma  of  oversupply  in 
these  categories  seems  to  be  a transient  one,  and 
after  a general  adjustment  the  situation  will  be 
back  in  equilibrium,  ^^^lat  the  promise  for  a 
decade  ahead  will  be  and  whether  the  population 
boom  is  dubbed  doom  or  dud  must  await  an 
annual  re-estimation  of  those  complex  factors  that 
mold  our  social  and  economic  destiny  in  the 
United  States. 


DDT  RECONSIDERED 


In  an  editorial  in  the  October,  1962  issue  of 
this  JouRN.AL  titled  ‘‘Some  Doubts  About  the 
‘Silent  Spring’”  we  stated:  “The  great  world- 
wide success  in  the  control  of  typhus,  particularly 
during  World  War  II,  and  of  the  impending  eradi- 
cation of  malaria,  the  world’s  greatest  killer,  make 
one  wonder  about  her  (Rachel  Carson’s)  cam- 
paign of  disparagement  against  DDT.”  While 
the  warnings  of  the  late  Miss  Carson  have  gained 
considerable  respectability  with  the  passage  of 
time,  the  widespread  outlawing  of  DDT  in  the 
United  States  is  not  the  last  chapter  in  the  stor\’. 
While  several  large  manufacturers  of  DDT  have 
withdrawn  from  production,  the  volume  of  output 
is  still  significant.  One  manufacturer  recently 
stated:  “We’ll  continue  making  DDT  as  long  as 
public  health  services  need  it  to  control  diseases.” 

The  Xew  York  Times  has  reported  that  “De- 
spite the  outcries  of  environmentalists  over  the 
impact  of  DDT  on  animal  and  plant  life,  there 
seems  to  be  little  doubt  that  malaria  still  threat- 
ens certain  areas  of  the  world.”  Most  of  the  DDT 
still  being  used,  it  continued,  is  employed  in  de- 
veloping countries  to  help  eradicate  malaria  and 
for  the  protection  of  certain  crops,  particularly 
cotton.  The  bulk  of  the  DDT  is  purchased  by  the 
United  States  Public  Health  Serxdce  and  the  World 
Health  Organization  for  shipment  overseas.  The 
United  States  supplies  the  Far  East  and  Brazil, 
and  the  United  X'ations  the  rest  of  Latin  America 
and  the  iMiddle  East.  Much  of  this  is  supplied  in 
a form  intended  for  indoor  spraying. 

Banning  the  production  of  DDT  in  the  United 
States,  it  is  believed,  would  seriously  affect  the 
fight  against  malaria  in  developing  countries.  The 
newer  degradable  insecticides  are  5 to  10  times 
as  costlv  as  DDT  and  would  have  to  be  used 
more  frequently,  creating  a cost  differential  of 


10  to  20  times.  This  would  be  economically  pro- 
hibitive for  the  developing  countries.  Also,  ban- 
ning the  use  of  DDT  in  agriculture  worldwide 
would  be  disastrous  in  such  developing  countries 
as  India,  Pakistan,  and  Ceylon,  and  in  the  nations 
of  Central  and  South  America.  Food  production 
in  these  areas  is  heavily  dependent  upon  the  con- 
trol of  agricultural  pests.  In  some  areas  DDT 
has  been  responsible  for  tremendous  increases  in 
food  production. 

Recent  announcement  of  a new  DDT  additive 
that  may  prevent  residual  contamination  of  plants 
and  animals  raises  new  hope  for  the  future  of 
this  chemical.  Chemists  of  the  environmental  sys- 
tems division  of  Aerojet-General  Corporation  be- 
lieve that  DDT  in  the  new  preparation  decom- 
poses within  several  weeks  after  application.  The 
additive  is  a fine  powder  of  aluminum  or  zinc. 
The  powder  of  precipitated  metal  is  added  to  dry 
DDT,  then  dusted  or  sprayed  on  field,  forest,  or 
swamp.  The  granules,  which  are  as  fine  as  face 
powder,  are  coated  with  a material  that  resists 
deterioration  for  several  weeks,  the  interval  de- 
pending upon  its  thickness.  When  the  coating 
finally  dissolves,  the  zinc  or  aluminum  is  released, 
acts  on  the  DDT  molecules,  and  decomposes  them 
into  a nontoxic  compound.  Walter  J.  Hickel,  former 
Secretary  of  the  Interior,  announced  that  tests 
would  be  carried  out  under  government  contract  to 
verify  the  nontoxicity  to  marine  animals,  an  im- 
portant reservoir  in  the  ecological  food  chain. 
So  far  the  new  degradation  end-product  appears 
to  be  less  toxic  than  DDT  on  laboratory  animals. 

While  it  will  take  time  properly  to  evaluate 
this  new  type  of  preparation,  it  may  well  allow, 
as  Hickel  has  speculated,  the  continued  use  of 
DDT  or  other  potent,  but  dangerous,  pesticides. 
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Campbell’s  Soups... 

wide  variety... for  limited  appetites 


Many  people  lose  interest  in  food  as  they  grow 
older.  Some  of  them  are  fussy  eaters — with  only 
a few  favorite  foods.  Others  become  indifferent 
to  foods — because  planning  and  preparing  meals 
becomes  a chore.  Here  Campbell’s  Soups  can  help 
— for  these  four  very  good  reasons: 

Appeal  With  a variety  of  tastes,  textures, 
aromas,  and  colors,  Campbell’s  Soups  can 
add  interest  and  appetite  appeal.  And  they’re 
easy  to  eat — ingredients  are  tender,  bite-size. 

Even  patients  on  special  diets  will  find  soups 
they  can  enjoy  among  the  more  than  50  dif- 
ferent varieties  available. 


Nourishment  Campbell’s  Soups  contain  selected 
meats  and  sea  foods,  best  garden  vegetables — 
carefully  processed  to  help  retain  their  natural 
flavors  and  nutritive  values. 

Convenience  Within  4 minutes  a bowl  of  deli- 
cious soup  is  heated  and  ready  to  eat. 

Economy  Campbell’s  Soups  are  inexpen- 
sive— an  important  consideration  to  those 
whose  budgets  are  limited. 

Recommend  Campbell’s  Soups  . . . and, 
of  course,  enjoy  them  yourself.  Remember, 
there’s  a soup  for  almost  every  patient  and 
diet  . . . and  for  every  meal. 


LXDMOTIL 


t3bl6ts/liC]Uid  Each  tablet  and  each  5 cc.  of  liquid  contain: 

diphenoxylate  hydrochloride 2.5  mg. 

(Warning:  May  be  habit  forming) 
atropine  sulfate 0.025  mg. 


first  aid 
in  diarrhea 

of  acute  gastroenteritis 


PROMPT  ANTIDIARRHEAL  ACTION 

Roentgenographic  studies  demon- 
strate that  the  motility-lowering  activ- 
ity of  Lomotil  is  concentrated  in  the 
first  three  hours  and  continues  for  at 
least  six  hours. 

Clinical  investigators  have  found 
ample  confirmation  of  these  determi- 
nations. Lomotil  has  reduced  diarrheal 
urgency  in  many  patients  within  one 
hour. 

OPTIMAL  ANTIDIARRHEAL  CONTROL 

Numerous  investigators  have  re- 
marked on  the  high  degree  of  effec- 


tiveness of  Lomotil  in  a variety  of 
diarrheal  disorders.  Lomotil  has  given 
good  to  excellent  relief  of  symptoms 
in  many  patients  who  had  failed  to 
respond  to  other  measures. 

UNSURPASSED  ANTIDIARRHEAL 
ACCEPTANCE 

Patients  prefer  Lomotil  for  its  con- 
venience, its  prompt  control  of  diar- 
rhea and  its  relief  of  cramping  and 
urgency.  Physicians  specify  Lomotil 
for  its  dependable  action  and  its  rela- 
tive freedom  from  side  effects  when 
taken  as  directed. 


Warnings:  Lomotil  should  be  used 
with  caution  in  patients  taking  barbitu- 
rates and,  if  not  contraindicated,  in  pa- 
tients with  cirrhosis,  advanced  liver 
disease  or  impaired  liver  function. 

Precautions:  Lomotil  is  a federally 
exempt  narcotic  with  theoretically 
possible  addictive  potential  at  high 
dosage:  this  is  not  ordinarily  a clini- 
cal problem.  Use  Lomotil  with  consid- 
erable caution  in  patients  receiving 
addicting  drugs.  Recommended  dosages 
should  not  be  exceeded,  and  medica- 
tion should  be  kept  out  of  reach  of 
children.  Signs  of  accidental  overdos- 
age may  include  severe  respiratory  de- 
pression, flushing,  lethargy  or  coma, 
hypotonic  reflexes,  nystagmus,  pin- 


point pupils,  tachycardia:  continuous 
observation  is  necessary.  The  subther- 
apeutic  amount  of  atropine  sulfate  is 
added  to  discourage  deliberate 
overdosage. 

Adverse  Reactions:  Side  effects 
reported  with  Lomotil  therapy  include 
nausea,  sedation,  dizziness,  vomiting, 
pruritus,  restlessness,  abdominal  dis- 
comfort, headache,  angioneurotic 
edema,  giant  urticaria,  lethargy, 
anorexia,  numbness  of  the  extremities, 
atropine  effects,  swelling  of  the  gums, 
euphoria,  depression  and  malaise. 
Overdosage:  The  medication  should 
be  kept  out  of  reach  of  children  since 
accidental  overdosage  may  cause  se- 
vere, even  fatal,  respiratory  depression. 


Dosage:  The  recommended  initial 
daily  dosages,  given  in  divided  doses 
until  diarrhea  is  controlled,  are  as 
follows: 

Children; 

3-6  mo.  . . V?  tsp.*  t.i.d.  (3  mg.) 

6-12  mo.  . . '72  tsp.  q.i.d.  (4  mg.) 

1- 2  yr.  ...  *72  tsp.  5 times  daily  (5  mg.) 

2- 5  yr.  ...  1 tsp.  t.i.d.  (6  mg.) 

5-8  yr.  ...  1 tsp.  q.i.d.  (8  mg.) 

8-12  yr.  ..1  tsp.  5 times  daily  (10  mg.) 
Adults:  ...2  tsp.  5 times  daily  (20  mg.) 

or  2 tablets  q.i.d. 

*Based  on  4 cc.  per  teaspoonful. 

Use  of  Lomotil  is  not  recommended  in 
infants  less  than  3 months  of  age. 
Maintenance  dosage  may  he  as  low  as 
one-fourth  the  initial  daily  dosage. 
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in  cardiac  edema 


gets  the  water  out 
spares  the  pota^ium 


Before  prescribing,  see  complete  prescribing  in- 
formation in  SK&F  literature  or  PDR. 

Indications:  Edema  associated  with  congestive 
heart  failure,  cirrhosis  of  the  liver,  the  nephrotic 
syndrome,  late  pregnancy;  also  steroid-induced 
and  idiopathic  edema,  and  edema  resistant  to 
other  diuretic  therapy.  ‘Dyazide’  is  also  indicated 
in  the  treatment  of  mild  to  moderate  hypertension. 

Contraindications:  Pre-existing  elevated  se- 
rum potassium.  Hypersensitivity  to  either  compo- 
nent. Continued  use  in  progressive  renal  or  hepatic 
dysfunction  or  developing  hyperkalemia. 

V/arnings:  Do  not  use  dietary  potassium  sup- 
plements or  potassium  salts  unless  hypokalemia 
develops  or  dietary  potassium  intake  is  markedly 
impaired.  Enteric-coated  potassium  salts  may 
cause  small  bowel  stenosis  with  or  without  ulcer- 
ation. Hyperkalemia  (>5.4  mEq/L)  has  been  re- 
ported in  4%  of  patients  under  60  years,  in  12% 
of  patients  over  60  years,  and  in  less  than  8%  of 
patients  overall.  Rarely,  cases  have  been  as- 
sociated with  cardiac  irregularities.  Accordingly, 
check  serum  potassium  during  therapy,  par- 
ticularly in  patients  with  suspected  or  confirmed 
renal  insufficiency  (e.g.,  certain  elderly  or  dia- 
betics). If  hyperkalemia  develops,  substitute  a 
thiazide  alone.  If  spironolactone  is  used  con- 
comitantly with  ‘Dyazide’,  check  serum  potassium 
frequently — they  can  both  cause  potassium  reten- 
tion and  sometimes  hyperkalemia.  Two  deaths 
have  been  reported  in  patients  on  such  combined 
therapy  (in  one,  recommended  dosage  was  ex- 
ceeded; in  the  other,  serum  electrolytes  were  not 
properly  monitored).  Observe  regularly  for  possi- 
ble blood  dyscrasias,  liver  damage  or  other  idio- 
syncratic reactions.  Blood  dyscrasias  have  been 
reported  in  patients  receiving  Dyrenium  (triam- 


terene, sk&f).  Rarely,  leukopenia,  thrombocyto- 
penia, agranulocytosis,  and  aplastic  anemia  have 
beea  reported  with  the  thiazides.  Watch  for  signs 
of  impending  coma  in  acutely  ill  cirrhotics. 
Thiazides  are  reported  to  cross  the  placental  bar- 
rier and  appear  in  breast  milk.  This  may  result  in 
fetal  or  neonatal  hyperbilirubinemia,  thrombocyto- 
penia, altered  carbohydrate  metabolism  and  pos- 
sibly other  adverse  reactions  that  have  occurred 
in  the  adult.  When  used  during  pregnancy  or  in 
women  who  might  bear  children,  weigh  potential 
benefits  against  possible  hazards  to  fetus. 
Precautions:  Do  periodic  serum  electrolyte 
and  BUN  determinations.  Do  periodic  hematologic 
studies  in  cirrhotics  with  splenomegaly.  Anti- 
hypertensive effects  may  be  enhanced  in  post- 
sympathectomy patients.  The  following  may  occur: 
hyperuricemia  and  gout,  reversible  nitrogen  reten- 
tion, decreasing  alkali  reserve  with  possible 
metabolic  acidosis,  hyperglycemia  and  glycosuria 
(diabetic  insulin  requirements  may  be  altered), 
digitalis  intoxication  (in  hypokalemia).  Use  cau- 
tiously in  surgical  patients.  Concomitant  use  with 
antihypertensive  agents  may  result  in  an  additive 
hypotensive  effect. 

Adverse  Reactiorvs:  Muscle  cramps,  weak- 
ness, dizziness,  headache,  dry  mouth;  anaphylaxis; 
rash,  urticaria,  photosensitivity,  purpura,  other 
dermatological  conditions;  nausea  and  vomiting 
(may  indicate  electrolyte  imbalance),  diarrhea, 
constipation,  other  gastrointestinal  disturbances. 
Rarely,  necrotizing  vasculitis,  paresthesias,  icterus, 
pancreatitis,  and  xanthopsia  have  occurred  with 
thiazides  alone. 

Supplied: Bottles  of  100  capsules. 
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Conducted  by  FRANCESCO  RONCHESE,  M.D. 


At  lett,  Scaly,  white,  fissuring  dermatitis  of  several  At  right,  a similar  dermatitis,  less  white,  more 

months  duration.  raised,  like  a growth;  duration,  years. 


Answer  at  Page  701. 

Wherever  you  go, 
forget  your  telephone 
calls.  We  ll  take  them 
for  you,  day  or  night. 
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CONTROL  OF  COMMUNICABLE  DISEASES 
IN  MAN.  An  Official  Report  of  the  American 
Public  Health  Association.  Prepared  under  the 
Auspices  of  the  Program  Area  Committee  on 
Communicable  Diseases  and  Edited  by  Abram 
S.  Benenson,  M.D.  Eleventh  Edition.  New 
York,  1970. 

The  Editor  states  in  his  rather  forbidding 
preface  that  “this  publication  has  been  compared 
to  the  dictionary  as  not  necessarily  interesting 
reading,  but  providing  the  answer  to  many  ques- 
tions.” He  further  explains  that  the  “manual” 
is  intended  as  a handy  reference  guide  for  a wide 
variety  of  people  in  different  sections  of  the  field 
of  public  health,  including,  besides  physicians, 
veterinarians,  social  workers,  sanitary  engineers, 
and  health  educators.  The  number  of  diseases 
covered  is  large — 117 — chiefly  because  of  the 
inclusion  of  so  many  exotic  and  tropical  diseases 
not  commonly  found  in  the  United  States  but 
occa.sionally  confronting  the  health  authorities  be- 
cause of  the  increasingly  rapid  world-wide  travel 
facilities.  A handy  reference  book  for  use  in  such 
sudden  confrontations  is  of  obvious  value  to  many 
groups,  and  the  present  one  seems  to  be  well 
designed  to  serve  them. 

I cannot  speak  for  the  accuracy  of  the  brief 
capsule  report  of  fasciolopsiasis,  a trematode 
disease  of  the  small  intestine  widely  distributed 
in  the  Orient,  but  accounts  of  diseases  with  which 
I am  more  familiar  are  certainly  well  done.  The 
five  pages  on  viral  hepatitis,  both  infectious  hepa- 
titis and  serum  hepatitis,  are  concise  and  reason- 
ably complete.  There  has  been  obvious  updating 
of  the  present  edition,  as  evidenced  by  the  dis- 
cussion of  the  Australian  antigen,  and  advice  about 
control,  prophyllactic  administration  of  immune 
gamma  globulin,  and  isolation,  are  up-to-date  and 
reasonable.  Likewise  the  section  on  rubella  is 
short  (two  pages)  and  concise;  it  touches  briefly 
on  the  diagnosis,  the  congenital  rubella  syndrome, 
and  methods  to  avoid  its  occurrence,  including  a 
discussion  of  the  use  of  rubella  virus  vaccine  and 
laboratory  methods  of  determining  the  immune 
status  of  any  individual. 

The  index,  arranged  as  an  alphabetical  list  of 
diseases,  is  helpful  for  rapid  reference.  The  book 
should  certainly  prove  of  practical  help  to  a wide 
variety  of  readers  dealing  with  one  or  another 
aspect  of  communicable  diseases.  To  one  inter- 


ested in  a particular  subject  even  the  dictionary 
often  provides  fascinating  reading,  and  this  small 
paper-backed  volume  is  considerably  easier  to 
handle  than  WEBSTER’S  UNABRIDGED. 

MORGAN  CUTTS,  M.D. 

FIVE  PATIENTS:  THE  HOSPITAL  EX- 

PL.AINED  by  IMichael  Crichton.  xMfred  A. 

Knopf,  New  York,  1970.  $5.95 

“The  Andromeda  Strain”  established  IMichael 
Crichton  as  a first-rate  author,  but  more  as  a very 
knowledgeable  young  doctor  with  an  interest  and 
an  appreciation  of  computer  capabilities.  This 
new  book,  with  the  subtitle  “The  Hospital  Ex- 
plained”, is  in  truth  an  autobiography  of  Crich- 
ton’s professional  life  as  a medical  student  and 
resident  in  a well  known  Boston  hospital.  This 
is  no  mere  anecdotal  autobiography  of  the  intern 
years  in  a contemporary  hospital,  but  rather  it  is 
the  modern  young  physician’s  credo  about  IMedi- 
cine  as  it  is  and  will  be.  Based  on  his  experiences 
illustrated  by  five  patients,  the  problems  technical, 
philosophical,  moral,  and  economic  which  influ- 
enced his  own  philosophy  and  opinions  regarding 
the  Institution  of  Medicine  are  superbly  explored. 
The  focal  point  appropriately  is  the  Emergency 
Department  of  the  Massachusetts  General  Hos- 
pital; for  it  is  safe  to  say  that  changes  in  medical 
practice,  technology,  philosophy,  and  economics 
are  clearly  seen  for  all  of  medicine  in  this  small 
microcosm. 

Life  and  death  has  been  the  concern  of  all 
philosophers  since  the  beginning  of  time.  Imper- 
sonal death  in  a large  institution  is  at  variance 
with  the  hopes,  aspirations,  and  ideals  of  most 
cultures.  R.ALPH  ORLANDO,  a construction 
worker,  in  the  prime  of  life  with  all  those  things 
civilized  man  cherishes  to  live  for  dies  starkly 
and  suddenly  in  this  emergency  room.  Care  and 
concern  for  the  patient  and  his  family  in  distress 
are  characteristics  of  the  Western  image  of  ^ledi- 
cine.  It  finds  difficulty  in  expression  in  this  setting. 
Properly  Crichton  turned  his  first  attention  to  the 
reality  that  modern  medicine  has  not  dealt  ade- 
quately with  the  individual,  and  this  is  at  much 
variance  with  the  traditional  concept  of  the  phy- 
sician as  the  personal  comforter.  There  is  noth- 
ing maudlin  nor  emotion-tearing  in  his  writing, 
but  the  reality  of  the  problem  has  been  recorded. 

JOHN  O’CONNOR,  his  second  patient,  illus- 
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trates  the  economic  problems  in  modern  diagnostic 
technology  and  care.  This  theme  is  contrapuntaliy 
played  against  the  dilemma  of  empiric  practice 
in  the  absence  of  a specific  diagnosis  or  a clear 
unequivocal  understanding  of  the  disease  process. 
The  problem  is  as  old  as  Hippocrates.  We  ac- 
quire knowledge,  we  push  the  frontiers  of  our 
understanding  further,  but  eventually  we  reach 
the  unexplained  or  poorly  understood  where  the 
art  of  the  physician  and  empiric  treatment  is  the 
only  possible  psychological  transaction.  It  is  as 
common  to  a practicing  physician  today  as  to 
the  first  practitioner  in  the  healing  art.  Crichton 
shows  his  deep  understanding  of  the  inexactitude 
of  medicine  even  today;  he  makes  no  apology 
for  it;  but  he  does  display  his  intellectual  matur- 
ity by  showing  his  appreciation  of  these  age-old 
problems.  His  is  not  the  narrow-minded,  cocksure 
attitude  almost  all  of  us  have  as  young  physicians, 
namely,  that  with  our  “modem  methods”  and 
technology  we  have  all  the  answers;  we  will  al- 
ways make  a correct  diagnosis;  our  predecessors 
were  ignorant  or  stupid  rather  than  limited  by 
the  available  knowledge  at  the  time.  Increase  in 
knowledge  has  solved  the  old  problems;  we  face 
the  new  ones  with  essentially  the  same  intellectual 
capacities  and  capabilities  as  Hippocrates.  O’Con- 
nor was  discharged  from  the  hospital  with  the 
diagnosis  “fever,  cause  undetermined”,  cured  at 
the  cost  of  $6,000.00.  Without  invective  or  in- 
crimination, but  understanding,  Crichton  puts  in 
bold  relief  the  redundancy  of  consultations,  re- 
dundancy of  laboratory  tests,  fumbling  in  the 
order  of  diagnostic  workup,  and  questions  of 
judgment.  So  benignly  does  he  do  it  that  we  can 
recognize  him  as  a fellow  practitioner  who  realizes 
that  all  of  us  perform  in  about  the  same  way  in 
the  same  situation.  It  is  things  as  they  are,  not 
as  they  might  be.  The  economic  problems  of  mod- 
ern hospital  costs  are  well  analyzed.  Xever  better 
has  he  shown  that  the  actual  hotel  expenses,  that 
is,  food  and  lodging  in  a hospital,  are  actually 
much  less  than  in  any  commercial  hotel.  The  labor 
costs  of  the  skilled  ancillary  help  is  much  less 
than  were  these  nursing  services  and  technical 
services  performed  at  the  going  wage  rate  of  sec- 
retaries or  gardeners,  let  alone  members  of  the 
building  trades.  His  arguments  are  clear  and 
forceful. 

The  third  patient  is  PETER  LUCHESI;  the 
subtitle  of  the  chapter  “The  Surgical  Tradition”. 
The  “modus  operandi”  is  the  surgical  repair  of  a 
partially  severed  hand.  The  importance  and  value 


of  a highly  trained  surgeon  when  backed  up  by 
modern  anesthesia,  x-ray  technology,  blood  bank- 
ing, and  all  the  modern  ancillary  services  are 
on  good  display.  On  the  human  side  the  tradi- 
tional philosophy,  temperament,  and  personality 
of  those  customarily  attracted  to  surgery  is  warmly 
appreciated.  There  is  no  over  display  of  heroics 
for  surgical  heroes,  but  the  tradition  is  clearly 
there. 

SYLVIA  THOMPSON,  his  fourth  case,  de- 
velops chest  pain  over  Eastern  Ohio  enroute  by 
air  from  Los  Angeles  to  Boston.  On  arrival  at  the 
Logan  Airport  Dispensary  she  is  treated  by  closed 
circuit  television  by  a physician  sitting  at  a tele- 
vision console  in  the  Emergency  Department  at 
the  MGH.  This  experimental  method  and  its 
potential  capabilities  added  to  computerized  history 
taking,  telemetry,  and  closed  circuit  television  are 
excitingly  and  enthusiastically  expostulated.  This 
is  Crichton’s  milieu;  he  loves  it.  How  difficult 
it  is  for  one  to  speak  and  write  except  in  the 
most  engrossing  manner  about  things  which  are 
close  to  one’s  heart! 

In  his  final  chapter,  “Patient  and  Doctor”, 
Crichton  again,  very  objectively,  explores  the 
problems  arising  from  the  fragmentation  of  the 
whole  physician  to  separate  disciplines  and  the 
practical  matter  of  the  disappearance  of  the  ward 
patient  for  teaching.  The  necessity  of  allowing 
the  house  staff  access  to  private  patients  is  such 
a “fait  accompli”  in  so  many  places  that  the 
arguments  about  it  are  almost  no  longer  germane. 
But  he  raises  a much  broader  area  of  concern 
to  anyone  dealing  with  medical  students,  interns, 
and  residents  in  discussing  the  amount  of  latitude 
which  should  be  allowed  a house  staff  to  pursue 
vigorous  therapy  in  the  face  of  well-known  ac- 
curate prognosis  on  the  part  of  the  visit.  He  does 
this  in  the  person  of  the  real  Doctor  John  Knowles, 
who,  coming  on  service,  was  faced  with  five  suc- 
cessive end-stage  liver  patients  all  being  vigorously 
treated  with  “metal  and  rubber”  at  great  cost  and 
probable  great  inconvenience  to  the  patient.  The 
Visit  knows  it  is  to  no  avail.  In  teaching  hospitals 
w’e  are  reluctant  at  times  to  dampen  enthusiasm 
of  an  aggressive  house  officer,  justifying  our  per- 
missiveness with  the  never  dying  hope  that  this 
is  the  resident  who  will  change  the  course  of 
things  and  discover  “the  new  way”.  ^Vhere  we 
are  all  deficient  is  in  neglecting  Hippocrates’  ad- 
monition to  perfect  our  prognosis.  Using  para- 
meters as  we  do  for  diagnosis,  we  should  be  able 
(Continued  on  Next  Page) 
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to  predict  with  accuracy,  especially  with  the 
aid  of  a computer,  prognostic  probabilities.  We 
should  learn  to  do  nothing  where  nothing  can  be 
accomplished;  to  do  more  should  require  a clear- 
cut  protocol,  with  a clear-cut  objective.  It  is 
wasteful  of  money  and  energy,  and  probably  im- 
moral to  have  each  house  officer  gain  his  under- 
standing of  the  natural  history^  of  incurable  disease 
by  building  up  his  own  storehouse  of  failures. 
Crichton  has  suggested  using  '‘dummy  patients” 
physically,  but  more  importantly,  if  I believe  his 
intent  correctly,  in  computerized  “dummies” 
where  the  technique  of  simulation  can  be  used. 
There  is  a great  opportunity  here  for  programmed 
simulation  when  it  is  impossible  for  a Visit  to 
impress  house  officers  with  his  own  stored  infor- 
mation of  the  outcome  of  hundreds  of  cases  with 
the  techniques  proposed.  If  the  visiting  physician 
then  could  direct  the  student  to  the  computer, 
have  him  feed  it  the  necessary  parameters  in  the 
given  case,  and  let  him  try  his  therapy  on  the 
“dummy”,  a great  thing  would  be  done.  But 
Crichton  also  has  an  appreciation  of  human  nature 
and  people;  he  appreciates  the  art  and  gift  of  a 
good  Ahsit.  The  Socratic  method  of  ward  rounds 
was  never  better  illustrated,  or  more  amusingly 
told,  than  as  he  described  it  in  this  chapter. 

It  is  of  more  than  passing  interest  that  Henry 
Sigerist  has  been  a source  of  some  of  Crichton’s 
Medical  History.  To  this  reviewer  this  is  very 
natural,  and  it  is  my  prediction  that  Sigerist  will 
be  increasingly  popular  with  the  current  generation 
of  young  physicians.  Their  increased  interest  in 
the  social  implications  of  medical  practice  and 
the  importance  of  the  interplay  between  poverty 
and  disease  was  Henry  Sigerist’s  life-long  study. 

Crichton  has  not  succumbed  to  easy  formulas 
for  the  solution  of  the  problems,  intellectual,  tech- 
nological, or  economic  in  contemporary  IMedicine. 
By  his  very  quotations  on  the  frontispiece  he  ap- 
pears to  believe  the  “blessed  held  the  middle  way” 
or  truth  is  arrived  at  by  dialectics: 

“Doctors  and  nurses  are  the  only  people  who 
possiblv  can  alter  the  conditions  of  patient 
care.” 

PAUL  B.  BEESON,  M.D. 
“Health,  as  a vast  societal  enterprise,  is  too 
important  to  be  soleh-  the  concern  of  the  pro- 
viders of  servdces.” 

WILLIAM  L.  KISSICK.  ^I.D. 
But  to  give  balance  to  this  review,  which  thus 
far  has  been  the  commendation  which  the  book 
deserves,  I would  observe  that  there  was  less 


objectivity  and  consideration  of  the  obverse  of 
the  issue  in  Crichton’s  discussion  of  the  American 
iMedical  Association.  In  my  opinion  this  is  the 
weakest  part  of  the  book  because  there  is  sem- 
blance to  the  use  of  the  idee  fixe,  cliches,  and 
“party  line”  chatter  in  his  criticism.  With  Crich- 
ton’s capacity  to  see  unbiasedly  both  sides  of  issues 
in  most  matters,  I would  welcome  his  more  com- 
prehensive and  in-depth  study  of  the  AMA.  I 
would  have  no  fear  of  the  consequences.  Medicare 
is  far  better  conceived  and  executed  for  the  dialec- 
tic process  than  if  some  of  the  original  proposals 
had  been  accepted  without  reserve.  Throughout 
his  book  Crichton  is  involved  in  dialectics;  wLy 
not  here  as  well.  Let  us  not  belabor  the  economic 
concerns  of  the  AiMA  and  totally  fail  to  see  the 
importance  of  medicine  being  organized,  not  for 
economic  reasons  primarily,  but  where  all  the 
problems  germane  to  medicine  have  a forum.  Any 
failures  of  the  A^^IA  constitute  primarily  a failure 
of  the  democratic  process,  more  especially  the 
failure  in  this  democratic  organization  of  indi- 
viduals to  assert  the  right  which  is  inherent  in 
membership.  ^Membership  is  open  to  every  quali- 
fied physician  regardless  of  his  political,  social,  or 
economic  viewpoint.  In  any  democratic  society 
change  is  always  possible;  the  political  mechanism 
for  orderly  change  is  there.  The  law’s  of  inertia 
apply  to  organized  medicine  as  to  all  phj’sical 
and  social  institutions.  This  reviewer  personally 
does  not  endorse  each  and  ever\r  action  of  the 
House  of  Delegates  of  the  AiMA  any  more  than 
he  does  those  of  our  Congress,  but  the  importance 
of  having  an  organization  for  considering  the 
problems  of  Medicine  and  arriving  at  the  decisions 
in  a democratic  w’ay  has  great  appeal  for  me. 

There  w’as  a natural  tendency  to  put  the  Uni- 
versity Hospital  in  the  best  possible  light,  and 
actually,  only  sometimes  at  the  ex-pense  of  the 
community  hospital  and  practicing  physicians. 
Crichton  generously  concedes  that  it  is  only  prob- 
lem cases  that  reach  the  doors  of  an  institution 
such  as  :MGH;  by  and  large  the  great  bulk  of 
medical  practice  is  adequately  and  well  cared  for 
in  the  community.  This  reviewer  w’ould  add  an 
aphorism.,  not  from  Hippocrates,  “Time  is  the 
great  diagnostician.”  The  last  man  or  institution 
to  see  a patient  always  has  the  advantage  of  time 
w'orking  on  his  side.  Adding  just  one  more  finding, 
or  one  new  sign,  with  time,  can  completely  change 
the  probability  of  making  the  correct  diagnosis. 
Further  to  prove  our  careful  reading,  w’e  detected 
(Concluded  on  Page  699) 
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ANSWERS  TO  QUESTIONS 
ABOUT  DRUU  ABUSE 

To  combat  the  growing  national  problem  of 
drug  misuse,  a single  source  book  entitled  “An- 
swers to  the  IMost  Frequently  Asked  Questions 
About  Drug  Abuse”  has  been  prepared  coopera- 
tively by  five  federal  agencies. 

The  answers  contained  in  this  3 2 -page  publica- 
tion are  based  upon  latest  research  findings  of  the 
National  Institute  of  iNIental  Health,  and  are  pre- 
sented in  accord  with  the  policies  and  programs 
of  the  Defense  Department,  the  Department  of 
Health,  Education,  and  Welfare,  the  Department 
of  Justice,  the  Department  of  Labor  and  the 
Office  of  Economic  Opportunity. 

The  publication  is  directed  to  students,  par- 
ents, teachers,  and  other  citizens  concerned  with 
the  problems  of  drug  misuse.  Contents  include 
general  questions  about  drug  abuse  as  well  as 
questions  about  marijuana,  hallucinogens,  stimu- 
lants, sedatives,  narcotics  and  other  substances 
of  abuse,  in  addition  to  a Drug  Glossary. 

(Copies  obtainable  from;  Superintendent  of 
Documents  (Dept.  D),  Government  Printing 
Office,  Washington,  D.C.  20402.  25  cents  per 
copy;  $18.75  per  100.) 

KEEP  THEM  THIN  DURING 
FORMATIVE  YEARS 

If  either  a husband  or  wife,  or  both,  are  over- 
weight, chances  are  their  children  will  be  too. 

Health  Insurance  Institute  review  of  a U.S. 
Public  Health  Service  report  on  obesity  shows 
that  730  out  of  2,000  overweight  patients  had 
either  one  or  both  parents  who  were  excessively 
heavy. 

One  of  the  keys  to  preventing  obesity  in  chil- 
dren, the  report  says,  is  a serious  effort  to  keep 


them  from  putting  on  extra  pounds  before  the 
age  of  10. 

Obesity  that  develops  before  then,  or  after  age 
16,  it  is  reported,  is  difficult  to  control. 

According  to  Dr.  Jeremiah  Stamler,  head  of 
the  Chicago  Health  Research  Foundation,  pedia- 
tricians estimate  that  1 out  of  every  5 American 
children  today  are  overweight. 

And  doctors  say  if  the  child  remains  fat,  he 
becomes  subject  to  all  the  health  problems  con- 
nected with  overweight,  including  heart  trouble, 
diabetes,  respiratory  ailments  and  arthritis. 

A veteran  pediatrician  reports  that  when  he 
began  his  practice  more  than  40  years  ago,  under- 
nutrition was  the  big  problem  with  children. 

Today,  he  says,  overweight  children  are  a grave 
concern. 

“It’s  a condition  that  is  very  discouraging  and 
hard  to  do  anything  about,”  he  says,  “because 
obesity  cannot  be  corrected  medically.” 

The  doctor  also  pointed  out  that  a parent  should 
never  force  a child  to  eat  when  he  does  not 
want  to. 

No  well  child,  according  to  most  pediatricians, 
will  eat  less  food  than  his  body  requires. 

The  theory  is  that  if  you  pressure  the  child, 
you’re  running  the  risk  of  him  developing  a dis- 
like for  many  foods  or — worse — he  may  eventu- 
ally eat  all  you  give  him  and  become  grossly 
overweight. 

SOCIAL  SECURITY  PROPOSAL 
GREATER  THAN  5%  BOOST 
BEING  vUDVERTISED 

One  out  of  eight  people  are  now  on  Social  Se- 
curity and  each  of  these  25.6  million  will  receive 
a 5^  increase  in  benefits  if  the  Senate  passes  the 
(Continued  on  Next  Page) 
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House  approved  bill.  The  total  increase  would 
amount  to  $1.7  billion.  However,  there  are  other 
less  known  changes  which  will  add  another  $2.3 
billion. 

A new  benefit  formula  would  mean  additional 
increases  for  10.2  million  retired  workers,  wives 
and  survivors.  For  those  who  retired  or  died  after 
age  62  the  average  earnings  base  that  determines 
the  size  of  benefits  would  be  refigured  to  the  effect 
that  up  to  three  years  of  low  or  no  earnings  can 
be  dropped  out.  These  people  would  share  $925 
million. 

For  widows  at  age  65  the  benefit  would  equal 
100  per  cent  of  the  pension  which  would  have 
been  due  their  husbands.  This  increase  from  82.5% 
would  distribute  $700  million  to  3.3  million  widows 
and  widowers. 

Divorcees  would  no  longer  have  to  prove  they 
were  dependent  on  their  deceased  spouses  and 
10,004  would  receive  an  average  of  $1,500  per 
year — tax  free. 

Blind  persons  would  not  have  to  meet  eligibility 
test  for  disability  benefits.  Approximately  30,000 
blind  persons  and  their  dependents  would  receive 
$25  million. 

Veterans  who  served  in  the  armed  services  be- 
tween 1957  and  1967  would  get  earning  credit 
for  all  years  after  1956  which  would  mean  that 

130.000  now  on  the  SS  rolls  would  get  the  equiva- 
lent of  a $5  per  week  pay  raise — tax  free. 

Thirteen  thousand  children  of  retired  or  de- 
ceased workers  would  be  eligible  for  disability 
benefits  for  disabilities  occurring  up  to  age  22 
whether  or  not  they  are  students. 

Disabled  workers  drawing  Workmen’s  Compen- 
sation plus  Social  Security  would  be  able  to  re- 
ceive combined  payments  equal  to  100%  of  their 
average  earnings  before  disability  instead  of  the 
current  limitation  of  80%. 

Working  “retired  workers”  could  earn  up  to 

2.000  without  any  benefit  loss.  Above  that  they 
would  lose  $1  of  each  $2  earned. 

A wife  who  starts  drawing  benefits  on  her  own 
entitlement  at  age  62  and  then  switches  at  age 
65  to  higher  benefits  paid  to  the  wife  of  a de- 
ceased or  retired  worker  will  no  longer  suffer  an 
actuarial  reduction. 

All  told  the  “sleeper”  clauses  in  the  House  bill 
amount  to  more  than  the  heralded  5%  increase 
and  will  pay  an  additional  amount  to  nearly  half 
the  people  on  the  rolls. 

(Continued  on  Page  698) 
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PERIPATETICS 

By  Robert  V.  Lewis,  M.D. 

CFIARLES  B.  ROUND  of  Warwick  was 
elected  President  of  the  Rhode  Island  Chapter 
of  the  American  College  of  Surgeons  at  the 
group’s  organizational  meeting. 

Also  elected  were  DAVID  M.  BARRY  of  Provi- 
dence, Vice  President;  PAUL  HE.ALEY  of  Paw- 
tucket, Secretary-Treasurer;  and  counselors  WIL- 
LIAM F.  GARRAH-AN  of  Warwick;  WILLIAM 

R.  THOiMPSON  of  East  Greenwich;  LEONARD 

S.  STAUDINGER,  JR.  of  Woonsocket;  J.  MER- 

RILL GIBSON  of  Westerly;  CH.\RLES  L.  HOP- 
PER of  Newport;  ARM.AND  D.  VERSACI  of 
Barrington;  and  FIORINDO  A.  SIMEONE, 
JACK  SAVRAN,  and  THOiMAS  R.  HEAD,  all 
of  Providence.  * 

LEROY  S.  CHAPNICK  was  elected  President 
of  the  medical  staff  at  Roger  Williams  General 
Hospital.  ORL.ANDO  ARMADA  was  elected 
Vice  President;  JOHN  STUART,  Secretary- 
Treasurer,  and  RICHARD  KUHN  was  elected 
a member  of  the  Executive  Committee  of  the 
medical  staff. 

Rhode  Island  physicians  have  met  the  high 
standards  of  the  American  College  of  Physicians 
(ACP)  and  have  been  granted  fellowship  or  mem- 
bership in  that  54-year-old  international  medical 
specialty  society.  The  Rhode  Island  physicians 
are:  Fellows,  ROBERT  E.  DE  FOREST,  and 
WALTER  R.  THAYER,  JR.  of  Barrington;  Mem- 
ber, CHARLES  F.  G.  JONES  of  Cranston;  Fel- 
low, JOSEPH  R.  TUCCI  of  Cumberland;  Fellow, 
OSWALD  D.  CINQUEGILANA  of  East  Provi- 
dence; Member,  LCDR.  THOMAS  A.  GROSSI, 
(MC),  USN  of  Newport. 

Fellows,  JOSEPH  A.  CHAZ.AN,  JORDAN  J. 
COHEN,  SIDNEY  FINK,  and  MELVIN  D. 
HOFFM.AN,  all  of  Providence;  Members,  JO- 
SEPH D.  DI  AIASE,  HERBERT  RAKATAN- 
SKY,  and  CHARLES  L.  YORK,  also  of  Provi- 
dence; Fellow,  ROBERT  E.  KNISLEY  of  West- 
erly; and  Member,  JE.MSiNETTE  E.  VIDAL  of 
West  Warwick. 

STANLEY  D.  DAVIES,  an  obstetrician  and 
gynecologist  for  the  last  24  years,  has  been  ap- 
pointed to  the  Board  of  Trustees  of  Kent  County 
Memorial  Hospital  in  Warwick. 

* * * 

A new  Director  on  the  Board  of  the  New  Eng- 
land Council  of  Child  Psychiatry  is  JOSEPH  M. 
ZUCKER. 

t t t 
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(Continued  trom  Page  683) 
of  polyps  is  not  knovm,  although  bacterial  allergy 
is  believed  by  some  to  be  the  cause.  Treatment  i 
therelore  empiric.  When  chronic  sinusitis  is  assa- 
ciated  with  polyposis,  as  is  often  the  case,  co.. 
servatism  in  naso-sinus  surgery  is  indicated.  Suci. 
patients  usually  do  well,  but  should  be  fore- 
warned that  the  polyposis  may  recur. 

TREATMENT 

Acute  sinusitis  is  an  indication  for  intensive 
antibiotic  treatment.  The  drug  is  selected  on  the 
basis  of  culture  and  sensitivity  procedures.  A broad 
spectrum  antibiotic  may  be  utilized  until  the  re- 
sults of  the  culture  are  available.  Oral  decongest- 
ants may  assist  sinus  drainage,  while  nasal  drops  or 
spray  will  help  maintain  patency  of  the  sinus 
ostium  as  well  as  the  Eustachian  tubes,  which  ma} 
also  become  involved.  The  nose  medication  i' 
usually  discontinued  after  a week,  so  that  ther-' 
will  be  no  topical  impairment  of  the  ciliary  func 
tion,  causing  more  congestion  through  rebound 
edema  as  the  shrinkage  effect  wears  off.  Mucolytic 
agents  have  also  been  advocated  in  the  form  of  c 
nasal  douche,  or  steam  inhalations  with  menthol 
and  benzoin,  or  other  such  preparations.  Hot 
towel  treatment  to  the  sinus  area  is  also  helpful. 
Analgesics  for  the  relief  of  pain  are  used  as  needed. 
If  conservative  treatment  is  not  adequate,  antra’ 
puncture  may  be  necessary.  This  should  be  avoided 
if  possible  so  as  not  to  disorganize  the  ciliary 
streams  which  converge  upon  the  natural  ostium 
conveying  mucus  and  expelling  bacterial  matter 
from  the  sinus  cavity.  Drainage  procedures  are 
furthermore  often  of  little  value  since  in  th" 
majority  of  cases  the  floor  of  the  maxillary  antrum 
is  below  the  level  of  the  nose  as  much  as  0.5  to 
10  mm.^ 

Efficient  drainage  is  not  achieved  unless  th^ 
floor  of  the  antrum  and  naso-antral  “window”  in 
the  inferior  meatus  is  at  the  level  of  the  nose. 
This  can  be  verified  by  x-ray  examination.  In  the 
case  of  an  oro-antral  fistula  there  is  already  a 
source  of  drainage  via  the  fistulous  tract  with 
dependent  drainage  by  gravity  flow.  Conservative 
surgery  requires  avoidance  of  the  natural  ostia 
to  which  the  cilia  direct  themselves.  If  the  lining 
membrane  is  irreversibly  damaged  and  the  patier*^ 
continues  to  complain,  then  the  offending  tissue 
should  be  removed.  Only  within  the  last  thirtv 
years  have  authorities  such  as  Negus  (1958)  o'" 
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England,  and  Proetz  (1953)  and  Hilding  (1933) 
in  this  country  elucidated  the  functional  anatomy 
and  physiology  of  the  naso-sinus  apparatus. 

The  operation  of  choice  is  the  Caldwell-Luc  pro- 
cedure (after  Caldwell  an  American  and  Luc  a 
Frenchman  who  described  the  same  procedure  in 
1893  and  1897  respectively).  The  Caldwell-Luc 
approach  is  made  via  the  canine  fossa  through  a 
gingivobuccal  mucosal  incision.  After  elevation  of 
the  periosteum,  the  anterior  wall  of  the  maxillary 
antrum  is  breached  and  the  disease  of  the  sinus 
eradicated.  A naso-antral  window  is  made,  and  a 
Foley  catheter  is  inserted  for  purpose  of  drainage. 
The  Foley  catheter,  through  which  the  sinus  i 
irrigated,  is  removed  when  the  drainage  has 
cleared.  This  prevents  secretions  from  settling 
under  the  flap  and  helps  the  healing  of  the  fistula. 
Some  prefer  a large  iodoform  packing  or  one  im 
pregnated  with  antibiotic  ointment  with  its  end 
protruding  through  the  naso-antral  window.  The 
buccal  flap  can  be  made  in  conjunction  with  the 
gingivobuccal  elevation  of  the  Caldwell-Luc  pro- 
cedure. The  fistulous  tract  is  removed  and  granu- 
lation tissue  cleaned  out  and  curetted.  Several 
techniques  are  employed  for  closure.  The  palatal 
mucosa  (care  must  be  taken  of  Stensen’s  duct  when 
this  is  done),  the  buccal  mucosa,  or  buccal  and 
palatal  in  combination  creating  a double  type  of 
flap  may  be  used.  Choice  is  determined  by  the 
personal  preference  of  the  surgeon. 

SUMMARY 

1.  While  the  majority  of  oro-antral  fistulae 
follow  dental  extractions,  they  may  also  resub 
from  infection,  cysts,  or  tumors  of  the  upper  jaw 
trauma,  or  as  a complication  of  surgery  on  th- 
maxillary  antrum. 

2.  Careful  study  is  essential  to  successful  man- 
agement. 

2.  Sinus  x-ray  studies  are  mandatory. 

4.  Many  fistulae  will  heal  spontaneously  with 
conservative  treatment.  If  infection  ensues,  simple 
methods  of  closure  may  be  employed. 

5.  Packing,  irrigation,  or  manipulation  of  the 
fistulous  tract  are  contraindicated,  since  they  are 
not  only  useless,  but  may  cause  further  complica- 
tions. 

6.  The  possibility  of  neoplastic  changes  in  the 
oro-antral  fistula  should  be  considered. 

7.  Antibiotic  treatment  is  instituted  according 
to  culture  and  sensitivity,  or  broad  spectrum  anti- 
biotic is  used  until  the  sensitivity  report  is  avail- 
able. 

(Continued  on  Next  Page) 
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8.  Curettage  of  the  fistulous  tract  and  remova, 
of  infected  granulation  tissue  may  be  carried  out 
followed  by  flap  closure.  Dentai  caries  should  be 
corrected  before  attempting  any  plastic  procedure'. 
Good  oral  hygiene  is  of  utmost  importance. 

9.  An  oro-antral  fistula  with  maxillary  sinusiti"- 
requires  a Caldwell-Luc  operation  through  the 
canine  fossa  approach.  The  same  incision  may  b 
used  to  form  a flap  to  assist  in  the  plastic  repair 
of  the  fistulous  opening.  Several  techniques  ma; 
be  employed  for  repair. 

10.  Certain  post-operative  precautions  should 
be  taken,  i.e.,  the  patients  should  be  instructed 
to  avoid  sucking  on  the  operated  area,  or  manipu- 
lating it  with  the  tongue,  or  forcibly  blowing  the 
nose.  Frequent  mouth  washes  with  hydrogen  pe-- 
oxide  are  used.  Dental  prosthesis  should  be  avoided 
until  the  area  has  healed  adequately. 

11.  Teamwork  among  the  dentist,  oral  surgeon, 
and  otorhinolaryngologist  is  essential,  especially 
in  the  field  of  prevention. 
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progression  of  diseases  with  the  influence  of  allergy 
and  infection.  Springfield,  Illinois,  Thomas,  1969 

^ ^ 

THROUGH  THE  MICROSCOPE 


(Concluded  from  Page  696) 


WHO  GETS  SOCI.\L  SECURITY  BENEFITS? 
RETIRED-WORKER  FAAIILIES 

The  retired 

12,957,000 

Their  wives,  husbands 

2,643,000 

Their  children 

DISABLED-WORKER  FAMILIES 

533,000 

The  disabled 

1,419,000 

Their  wives,  husbands 

268,000 

Their  children 

SURVIVOR  FAMILIES 

851,000 

Young  mothers 

511,000 

Children 

2,661,000 

Widows,  widowers 

3,128,000 

Parents 

30,000 

Special,  age- 72  beneficiaries 

TOTAL  NXMBER  NOW  OX 

578,000 

ROLLS 

25,579,000 

Source;  Social  Security  Administration 

. . Insurance  Economics  Survey's  \’ol. 
July  1970 

t t i 
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BOOK  REVIEWS 

(Concluded  from  Page  694) 
one  small  proof-reading  error  where  the  ‘‘Sengs- 
taken  tube”  is  erroneously  printed  as  the  “Seng 
stocking”.  But  how  minor  are  all  these  criticisms 
about  a book  so  well  conceived  and  executed! 

It  seems  that  Crichton  has  viewed  the  state 
of  medicine  and  found  that  there  are  no  single 
dogmatic,  political,  social,  economic,  or  technical 
solutions  to  the  problems.  Change  is  the  only  rule. 
The  willingness  and  capacity  to  change,  when 
it  is  clearly  demonstrable  that  gain  in  any  of 
the  areas  cited  can  occur,  should  be  willingly  ac- 
cepted. This  means  change  for  the  Academics  as 
well  as  for  the  General  Practitioner.  The  Professors 
cannot  hold  to  their  prerogatives  of  the  cherished 
ivory  tower;  the  practitioner  cannot  live  in  his 
“small  island  of  happiness”.  Intelligent  change, 
by  gradation  and  graduation,  remembering  Linne’s 
admonition  “that  nature  never  jumps”,  should  be 
acceptable  to  all.  But  all  physicians  would  be 
well  advised  to  keep  their  thinking  clear  and  to 
heed  the  wisdom  of  Boerhaave,  who  taught  “all 
theoretical  (irrelevant  philosophical)  discussion 
ends  at  the  bedside;  the  only  purpose  of  medicine 
is  to  cure  the  patient.”  In  every  situation  there 
is  never  a perfect  strategy;  there  is  always  a 
best  strategy  based  on  an  accurate  honest  assess- 
ment of  the  parameters,  be  they  technical,  so- 
ciological, or  economic.  But  these  are  all  always 
related  to  a philosophical  premise — the  objective. 
Crichton  has  spoken  well  about  many  of  the 
parameters;  he  shows  that  he  also  appreciates 
the  problem  of  premises. 

Robert  V.  Lewis,  !M.D. 

THE  PRACTICE  OF  REFRACTION,  by  Stew- 
art Duke-Elder.  Eighth  Edition.  The  C.  V. 
Mosby  Company,  St.  Louis,  1969.  $11.75 

This  book  presents  the  practice  and  theory  of 
the  correction  of  defects  in  the  optical  system  of 
the  eyes.  It  is  essentially  non-mathematical  and  is 
clinical  rather  than  theoretical.  Xo  great  revolu- 
tionary changes  have  appeared  in  the  practice  of 
refraction  since  the  seventh  edition  was  published, 
and  this  is  to  be  expected. 

This  is  the  new  edition  of  the  classic  book  on 
refraction  by  Sir  Stewart  Duke-Elder.  It  is  highly 
recommended  for  any  physician  who  engages  in 
refraction. 

Dug.ald  H.  IMunro,  iSI.D. 

^ 


Dicarbosii 

ANTACID 


Your  ulcer  patients  and 
others  will  confirm  it.  Specify 
DICARBOSIL  144's-144  tab- 
lets in  1 2 rolls. 


ARCH  LABORATORIES 

319  South  Fourth  Street,  St.  Louis.  Missouri  63102 


OCTOBER  JOURNALS 
WANTED 

Copies  of  the  October,  1970,  issue  of 
The  Rhode  Island  Medical  Journal 
are  in  great  demand  and  in  short  sup- 
ply. If  you  don’t  retain  your  copy, 
please  return  it  to  the  Library. 

Other  titles  desired  by  the  Library  are: 

Medical  Times,  all  issues  since 
August  1969 

Medical  World  News,  1970  issues 

Medical  Opinion  and  Review,  any 
copies 
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HEALTH  HAVENS 


NURSING  HOME 

A Participating  Extended  Care  Facility 
In  Federal  Medicare 


Registered  Professional  Nurses  On  All  Shifts 
Dietician  Physiotherapist 

Organized  But  Open  Medical  Staff 


Ethically  Managed 

100  Wampanoag  Trail  East  Providence 
Tel.  438-4275 

JCAH  Accredited 


Disability 
Death 

DEPRESSION 
Devaluation 

We've  been  buying  insurance  against  loss 
from  the  above  listed  hazards  for  our 
clients  all  through  the  rising  tide  of 
inflation. 

NOW,  we  have  a special  message. 

BUY  DEPRESSION  INSURANCE,  NOW  - 

Even  if  the  current  market  slide  should 
turn  out  to  be  temporary,  you'll  be  hap- 
pier and  more  secure. 

If  you  want  DEVALUATION  insurance,  we 
can  buy  it  for  you  cheaper,  now,  than  it 
has  been  for  many  years! 

Nuf  sed? 

Fourdee  Planning  Corporation 
Fourdee  Agency,  Inc. 

R.  A.  Derosier  Agency 

54  Custom  House  Street 

Tel:  - 831-4833 
Providence,  Rhode  Island 


EDALOGY 

(Continued  from  Page  659) 
horizontal  pendular  nystagmus,  photophobia, 
amaurosis,  color  blindness,  and  gradually  develop- 
ing cataracts.  The  mode  of  inheritance  seems  to 
be  autosomal  recessive.  The  disease  is  detectable 
within  the  first  2 months  of  life  and  the  clinical 
course  varies  little  from  case  to  case.  A subpopula- 
tion was  screened  systematically  for  ophthalmic 
disease.  Xo  heterozygous  expression  of  this  disease 
was  detected  with  the  relatively  insensitive  field 
equipment,  but  in  several  instances  evidence  sug- 
gesting incomplete  expression  was  found.  An  en- 
vironmental factor  may  pla}'^  a role  in  precipitating 
the  disease  in  genetically  susceptible  infants;  in 
one  village  studied  in  depth  there  was  a reduced 
prevalence  among  children  aged  0 to  4 years.  The 
high  frequency  of  the  noxious  gene  is  probably 
related  to  the  fact  that  a destructive  typhoon  in 
about  1780  reduced  the  male  population  to  ap- 
proximately nine  and  subsequently  the  islanders 
have  remained  in  almost  complete  isolation.  The 
disease  is  apparently  a form  of  achromatopsia  or 
a tapetoretinal  degeneration  with  primary  involve- 
ment of  the  cones. 

. . . Brody,  J.A.,  et  al.:  Lancet  1:1253-1257, 
June  13,  1970 

Cancer  in  Brazzaville,  the  Congo 
A series  of  508  cases  of  cancer  observed  in  the 
Congo  during  1965  and  1966  is  analyzed.  Liver 
cancer  appears  to  be  the  most  frequent  cancer  in 
males  and  one  of  the  most  frequent  in  females; 
the  minimum  annual  crude  incidence  rates  are 
11  and  4/100,000,  respectively.  These  are  the 
highest  known  crude  incidence  rates  after  those 
of  Mozambique  and  Johannesburg  (Bantu). 

. . . Tuyns,  A.J.,  and  Ravisse,  P.:  J N^at  Cancer 
Inst  44:1121-1127,  May  1970 

* 

Epidemiology  of  Multiple  Sclerosis 
Multiple  Sclerosis  is  common  in  temperate  cli- 
mates and  is  relatively  rare  in  tropical  regions. 
Some  investigators,  however,  have  noted  clustering 
of  incidence  within  the  high-risk  regions  and  there 
is  a big  exception  to  the  geographic  pattern  in 
Asia,  where  the  disease  is  rare. 

Doctor  Jklilton  Alter,  of  the  University  of  INIinne- 
sota  found  in  Israel,  that  persons  who  had  orig- 
inally come  from  high-risk  European  areas  had  a 
higher  incidence  than  native  Israelis  or  migrants 
from  northern  .\frica  (a  low-prevalence  area). 


Insurance 
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In  another  low-risk  country,  South  Africa,  Doc- 
tor John  Kurtzke  of  Georgetown  University,  and 
Doctor  Geoffrey  Dean  of  Ireland,  found  the  same 
pattern.  The  prevalence  rate  for  immigrants  from 
northern  Europe  was  49  per  100,000,  while  that 
for  the  native-born  white  population  was  11  per 
100,000.  Multiple  Sclerosis  has  never  been  diag- 
nosed among  the  country’s  11  million  Bantus. 

Both  groups  found  that  age  at  migration  ap- 
pears to  affect  the  risk.  Persons  who  migrated 
before  age  15  tended  to  have  essentially  the  same 
prevalence  rate  as  the  native  Israelis  and  white 
South  Africans,  while  those  who  moved  at  a later 
age  seemed  to  retain  the  risk  of  their  native  land. 

In  Hawaii,  Alter  found  the  same  pattern  among 
persons  who  had  come  from  high-risk  Northern 
states,  as  compared  with  those  who  had  lived  in 
the  islands  all  their  lives.  Most  of  those  who  de- 
veloped Multiple  Sclerosis  had  migrated  before  IS. 
The  risk  among  Orientals  born  in  Hawaii  is  four 
per  100,000  and  among  Caucasians,  five  per  100,- 
000.  But  for  persons  not  born  in  Hawaii,  the  risk 
is  35  per  100,000. 

Alter  hypothesized  that  in  Mexico  City,  a tech- 
nologically advanced  society  with  rather  primitive 
sanitation,  the  risk  would  be  low.  It  was  only 
1.6  per  100,000,  as  compared  with  60  per  100,000 
in  Minnesota. 

These  data  suggest  that  sanitation  has  something 
to  do  with  Multiple  Sclerosis  frequency.  There 
may  be  an  agent  transmitted  in  the  water  or 
through  the  oral  route  that  establishes  the  risk. 
If  acquired  early  in  life  before  the  nervous  system 
is  well  myelinated — perhaps  before  the  age  of  15 — 
the  individual  develops  protective  antibodies.  If 
he  grows  up  in  a sanitary  environment  where  the 
agent  cannot  thrive  and  is  exposed  to  it  later  in 
life,  he  may  develop  demyelinating  antibodies. 
Patients  may  respond  to  nonspecific  stimulation, 
such  as  pregnancy  or  emotional  crises,  with  acti- 
vation of  these  antibodies,  with  resulting  exacerba- 
tions of  Multiple  Sclerosis. 

Socioeconomic  factors  may  be  entwined  with 
Multiple  Sclerosis  risk.  Doctors  Shin  Joong  Oh 
and  Calvin  L.  Calhoun  of  Meharry  Medical  Col- 
lege, surveyed  Multiple  Sclerosis  prevalence  rates 
for  white  and  blacks  in  six  U.  S.  and  Canadian 
cities.  The  Negro  rate  was  consistently  lower. 
Negro  prevalence  rates  are  higher  in  the  North 
than  the  South,  suggesting  an  etiologic  factor 
other  than  genetics. 


Alter  expects  a rise  in  Multiple  Sclerosis  risk 
in  environments  with  improved  hygiene.  In  Israel, 
where  sanitation  has  improved  considerably  in  the 
past  several  decades,  the  Multiple  Sclerosis  rate 
is  rising,  and  the  offspring  of  African  and  .'\sian 
immigrants  have  about  as  much  Multiple  Sclerosis 
as  children  of  European  immigrants.  The  rate  in 
this  generation  approaches  that  of  the  European 
parents. 

A lower  prevalence  among  whites  born  in  South 
.“Mrica  who  speak  Afrikaans  than  among  those  who 
speak  English  may  in  some  way  be  correlated  with 
closer  childhood  association  with  the  nonwhite 
population  and  also  with  a lower  standard  of 
living. 

. . . Merritt,  H.H.:  Medical  World  News,  July 
24,  1970 

(Concluded  on  Next  Page) 

DERMAQUIZ  ANSWER 
(See  Page  691) 

Left,  Psoriasis. 

Right,  Tuberculosis  verrucosa  cutis. 


COMPLETE,  ACCURATE  AND  PROMPT 
ANALYSIS 

HOPKINS  MEDICAL  LABORATORY 

335  Broadway 
Providence,  Rhode  Island 

Tel.  421-3100 
Res.:  353-2272 

Angelo  G.  Viticonte,  AB;MT. 

Director 

Asconio  Di  Pippo,  Ph.D. 
Biochemistry 
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THE  WASHINGTON  SCENE 

(Concluded  from  Page  666) 
a 12-month  policy  period  would  include  60  days 
of  inpatient  hospital  care.  To  encourage  utilization 
of  less  expensive  facilities,  two  days  in  an  ex- 
tended care  facility  would  count  as  one  day  of 
the  60  days  allowed.  Other  basic  benefits  would 
include  emergency  and  outpatient  services,  and 
all  medical  services  provided  by  a doctor  of  medi- 
cine or  osteopathy. 

supplemental  coverage  could  provide,  in  addi- 
tion, one  or  more  of  the  following:  prescription 
drugs  not  otherwise  covered,  additional  days  of 
inpatient  and  extended  care  services,  blood  in 
excess  of  three  pints,  personal  health  services 
when  furnished  on  written  direction  of  a physician, 
diagnostic  and  therapeutic  services,  and  catastro- 
phic coverage  of  all  hospital  and  medical  costs, 
up  to  $25,000,  after  the  first  $300  of  incurred 
e.xpenses  borne  by  the  beneficiary. 

* * * 

The  Federal  Communications  Commission  ap- 
proved an  application  for  local  medical  societies 
to  operate  special  emergency  radio  services  for 
their  members. 

The  FCC  said  that  such  hookups  could  carry 
only  messages  relating  to  the  safety  of  life  or 
urgent  medical  duties  of  users.  Such  emergency 
radio  service  must  be  cooperative,  with  members 
assessed  pro  rata  shares  of  cost  of  operation,  the 
FCC  said. 

Previously,  individual  physicians  have  been  al- 
lowed to  use  emergency  radio  frequencies  and  to 
form  groups  of  physicians  for  such  hookups,  but 
societies  representing  all  physicians  in  an  area 
have  been  restricted  by  FCC  regulations. 

The  FCC  said  in  its  ruling: 

“There  is  merit  in  the  plan  to  use  these  stations 
on  a coordinated  basis  with  telephone  answering 
services  now  operated  by  medical  societies  and 
to  dispatch  messages  from  central  points  where 
society  records  are  readily  available  to  assist  in 
locating  a physician  when  called  . . . The  pro- 
posal gives  promise  of  fostering  the  opportunities 
for  service  in  remote,  rural  regions  . . . (and) 
would  permit  the  establishment  of  parallel  systems 
for  emergency  communications  which  would  be  in 
existence  and  available  for  use  in  times  of  national 
crises."’ 

Medical  societies  that  petitioned  the  FCC  in- 
cluded .Academy  of  iVTedicine  of  Cleveland  and 
Cuyahoga  County,  Fayette  County,  Fresno 


County,  King  County,  Los  Angeles,  Maricopa 
County,  Montgomery  County,  Oklahoma  County, 
San  Joaquin,  2klilwaukee  County,  Sacramento 
County,  and  Travis  County.  They  were  joined 
by  the  .'\merican  IMedical  Association. 


PROVIDENCE  3IEDICAL 
ASSOCIATION 

(Concluded  from  Page  657) 
which  rises  to  a vertical  distance  of  only  eight 
thousand  feet  above  the  earth,  a sphere  of  eight 
thousand  miles  in  diameter. 

Do  we  really  reuse  the  air  we  breathe  or  is 
there  an  inexhaustible  supply  of  same?  When  it 
was  pointed  out  that  with  every  breath  a human 
being  takes  in  his  inhales  some  fifteen  molecules 
of  air  which  Julius  Caesar  exhaled  when  he  said, 
“Et  tu,  Brutus”,  the  answer  to  this  question 
should  be  obvious. 

ADJOURNMENT 

The  meeting  was  adjourned  at  9:50  p.m. 

Respectfully  submitted: 

Joseph  E.  Caruolo,  M.D. 

Secretary 

Collation  w'as  served. 

.Attendance  32. 

EDALOGY 

(Concluded  from  Page  701) 

Malignant  Hepatoma  in  the  Bantu 

One  hundred  and  eighty-nine  histologically 
proved  cases  of  primary  carcinoma  of  the  liver 
were  studied.  The  mean  survival  time  for  the 
control  patients  was  4.3  months  from  development 
of  the  first  symptoms  and  two  months  from  the 
time  the  diagnosis  was  confirmed.  .Autopsy  was 
performed  on  167  patients;  40  per  cent  of  the 
patients  showed  no  evidence  of  cirrhosis.  Various 
cytostatics  and  radiotherapy  increased  the  mean 
survival  time.  The  best  results  were  obtained  by 
long-term  intra-arterial  infusion  of  methotrexate. 

. . . Geddes,  E.W.,  and  Falkson,  G.:  Cancer 
25:1271-1278.  June  1970 

vt,  t * 

ONE  SENTENCE  ESSAY 

Sounds  that  would  sho-k  a duchess  are  music  to 
the  surgeon’s  ear. 

...  Sir  Heneage  Ogilvie,  British  Surgeon,  ex- 
tolling the  first  passage  of  flatus  after  sur- 
gery. 
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COORDINATION  OF  HEALTH 
SERVICES 

(Concluded  from  Page  678) 

Here  the  neighborhood  health  center  is  a key. 
But  good  subregionalization  involves  much  more 
than  the  neighborhood  health  center  and  includes 
its  ties  to  an  acute  general  hospital  on  the  one 
hand  and  its  relationships  to  the  public  health 
organization,  nursing  homes  and  other  long-term 
facilities,  home  care,  and  training  programs  for 
health  workers  on  the  other. 

I suggest  that  it  is  axiomatic  that  one  does  not 
easily  or  successfully  impose  a health  care  system 
from  the  top  down.  In  America,  it  is  more  likely 
that  an  effective  and  acceptable  health  care  system 
will  be  built  from  the  bottom  up.  Local  determina- 
tion must  be  subject  to  some  limitations  and  con- 
straint, of  course,  but  it  has  the  advantage  of 
relating  closely  to  what  the  people  feel  are  their 
needs.  It  also  precludes  planning  which  a sub- 
regional area  cannot  implement,  even  with  help 
from  elsewhere,  because  of  limitations  on  the 
resources  of  manpower  facilities  and  money. 

COORDINATION  OF  COMPREHENSIVE  AND 
GENERAL  PROGRAMS 

Xo  di.scussion  of  coordination  of  health  facilities 
would  be  complete  without  some  reference  to  the 
need  and  the  propriety  for  coordinating  compre- 
hensive health  planning  and  regional  medical  pro- 
grams and,  in  urban  areas  with  Office  of  Economic 
Opportunities  (OEO)  and  Model  Cities.  I believe 
this  kind  of  coordination  and  prevention  of  dupli- 
cation does  and  can  exist  in  most  of  X’ew  England 
and  that  it  will  be  effectively  coordinated  in  Rhode 
Island.  I think  the  communications  are  so  good 
that  a coordinated  effort  among  all  programs  can 
be  achieved,  and  I commit  the  Tri-State  Regional 
Medical  Program  to  that  objective. 

I repeat  that  Rhode  Island  is  ideally  suited  to 
pace-setting  coordination  of  health  services.  It  has 
demonstrated  this  in  many  ways,  including  the 
admirable  study  of  emergency  care  and  the  state- 
wide implementation  of  its  recommendations. 

The  proposed  community  health  laboratory 
project  accentuates  Rhode  Island’s  unique  poten- 
tial for  the  demonstration  of  comprehensive  and 
efficient  regional  health  service.  I believe  this 
project  merits  funding  by  the  National  Center  for 
Health  Services  Research  and  Development. 
Finally,  under  whatever  aegis  and  by  whatever 
planning  technique,  all  of  our  efforts  to  coordinate 


health  service  boil  down  to  getting  the  patient 
into  the  right  place,  in  the  right  posture,  and  at 
the  right  time. 


MENTAL  HEALTH  CENTER 

(Contiiuied  from  Page  680) 

weeks  ago.  This  18-year-old  girl  had  been  taken 
to  the  village  doctor  who  tried  various  methods 
to  “let  the  evil  spirit  out”  but  to  no  avail.  She 
became  so  confused  that  she  was  brought  to  the 
outpatient  clinic  for  a consultation.  As  her  condi- 
tion warranted  hospitalization  she  was  put  on 
the  waiting  list  and  after  two  weeks  was  admitted. 
A careful  physical  examination  and  laboratory- 
work  were  completed  before  treatment  began.  Also 
a psychological  evaluation  was  done  and  the  social 
worker  did  a careful  study  of  her  past  history 
and  family  history. 

The  case  was  presented  in  a staff  conference 
and  a diagnosis  of  Schizophrenia,  catatonic  type, 
was  made.  Electric  convulsion  therapy  and  tran- 
quilizers were  prescribed  and  now  we  see  this 
patient  greatly  improved.  Her  mother  who  has 
been  staying  with  her,  preparing  meals,  caring 
for  laundry  and  keeping  the  room  tidy,  is  quite 
e.xpressive  in  her  appreciation.  Electric  convulsion 
therapy  and  medicines  will  be  continued  until  she 
is  well  enough  to  return  to  her  village. 

A young  boy,  15  years  old  has  been  here  for 
about  a month.  He  was  very  difficult  to  handle 
and  it  took  two  men  to  hold  him  for  treatment, 
the  first  time  I saw  him.  X’ow  what  a change! 
He  has  only  his  older  brother  with  him  at  present. 

(Concluded  on  Next  Page) 

I saw  him  playing  badminton  last  evening  and 
he  seemed  to  be  enjoying  it  very  much. 


E.  P.  Anthony.  Inc. 

WILLBUR  E.  JOHNSTON,  Phar.  D. 
RAYMOND  E.  JOHNSTON,  B.S. 

178  ANGELL  STREET 
PROVIDENCE,  R.  I. 

GAspee  1-2512 

Pharmacy  License  No.  225 
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ORGANIZED  3IEDICINE  AND 
DELIVERY  OF  MEDICAL  CARE 

(Concluded  from  Page  675) 
insurance  themselves,  and  that  payment  is  de- 
ductible from  their  final  estimated  tax  to  the  gov- 
ernment. They  get  credit  against  the  final  pay- 
ment. This  is  not  a deduction,  but  a credit  against 
their  payment  to  the  government  up  to  the  point 
where  they  have  an  income  tax  of  around 
$7,500.00.  At  that  point,  they  only  get  a 10  per 
cent  credit,  and  the  rest  they  have  to  pay  them- 
selves. 

The  reason  we  picked  income  tax  rather  than 
Social  Security  taxation  is  that  the  Social  Security 
System  takes  its  payments  off  the  top  of  a per- 
son’s income,  and  it  hits  the  lower  level  income 
hardest.  At  the  present  time.  Social  Security  pay- 
ment is  based  on  the  first  $7,800.00  even  if  you 
are  making  up  to  $10,000  or  $15,000.  So  people 
making  more  money  than  $7,800  do  not  pay  pro- 
portionately to  the  worker  below  that  level. 

If  you  pay  on  the  income  tax,  it  means  that, 
if  you  have  five  children,  you  get  your  deductions 
before  you  calculate  your  tax.  You  do  not  have 
to  pay  on  your  total  income  in  the  lowest  paid 
sector  of  our  work  force.  This  is  basically  the 
background  of  the  A M A recommendation  on  In- 
come Tax  Credits. 

The  main  thing  that  I want  to  leave  with  you 
after  looking  at  the  needs,  after  looking  at  the 
resources,  is  that  in  each  area  it  is  up  to  you 
to  match  the  needs  and  the  resources.  These  vary 
markedly  across  the  country. 

ACTS  VS.  RESOLUTIONS 

The  needs  are  great,  and  we  can’t  afford  to  do 
what  we  have  done  in  the  past — only  taking  care 
of  our  own  patients.  We  must  look  at  our  entire 
problem.  We  cannot  afford  merely  to  pass  resolu- 
tions or  to  draw  up  resolutions  and  pass  them.  I be- 
lieve it  was  Horace  Mann  who  said; 

“You  never  hear  of  the  resolutions  of  the 
Apostles;  you  hear  only  of  the  Acts  of  the 
Apostles.” 

And  so  we  shall  not  be  remembered  for  our 
resolutions  or  the  things  that  we  would  like  to 
see  done.  It  is  the  things  that  we  do.  The  medical 
profession  must  take  definite  action  to  meet  the 
problems  that  we  are  facing  during  the  next 
decade. 


MENTAL  HEALTH  CENTER 

(Concluded  from  Page  703) 

We’ll  take  you  past  the  out-patient  department 
to  Occupational  Therapy.  Our  trained  occupa- 
tional therapist  does  a good  job  of  keeping  these 
patients  busy  doing  things  they  enjoy  and  learn- 
ing new  skills. 

THERAPY  TREATMENT 

In  the  next  small  building  the  electroconvulsion 
therapy  and  insulin  is  given.  !Much  is  accomplished 
in  a short  period  by  the  use  of  these  treatments. 
It  is  something  to  see  the  way  the  doctors  and 
nurses  handle  30  to  35  patients  in  about  two 
hours  or  less.  The  relatives  here  help  out  a lot 
by  sitting  with  the  patients  until  they  are  ready 
to  return  to  their  rooms. 

The  next  building  is  the  private  block;  nicer 
accommodations  but  the  same  service. 

Here  is  a young  man  with  a very  interesting 
problem.  He  was  asked  to  address  his  large  high 
school  class.  When  he  got  up  to  give  his  speech,  it 
just  did  not  make  any  sense.  The  principal  called 
the  family  and  recommended  that  he  have  imme- 
diate treatment.  Now  after  three  weeks  you  can 
see  for  yourself  he  is  talking  coherently,  is  neatly 
dressed,  and,  I might  add,  he  beat  me  in  ping 
pong  4 out  of  5 times  this  past  week. 

Back  to  the  Administration  building,  and  we 
see  the  outpatients  sitting,  lying,  or  standing  about 
the  doctors’  offices,  patiently  awaiting  their  turn. 

WTiat  has  surprised  me  the  most  is  that  all 
facilities  we  have  in  the  Mental  Health  Clinic,  in 
terms  of  highly  qualified  personnel  or  sophisticated 
equipment,  are  available  to  serve  a patient  for  a 
fee  that  ranges  from  25  cents  to  $1.50  per  day. 
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When  disease  is  ruled  out 
and  psyehie  tension  is  implicated 

(diazepam) 

helps  relax  the  patient 
and  relieve  his  somatie  symptoms 

Before  prescribing,  please  consult  complete  product 
information,  a summary  of  which  follows: 

Indications:  Tension  and  anxiety  states;  somatic  com- 
plaints wliich  are  concomitants  of  emotional  factors; 
psychoneurotic  states  manifested  by  tension,  anxiety, 
apprehension,  fatigue,  depressive  symptoms  or  agita- 
tion; acute  agitation,  tremor,  delirium  tremens  and 
hallucinosis  due  to  acute  alcohol  withdrawal;  adjunc- 
tively  in  skeletal  muscle  spasm  due  to  reflex  spasm  to 
local  pathology,  spasticity  caused  by  upper  motor 
neuron  disorders,  athetosis,  stiff-man  syndrome,  con- 
vulsive disorders  (not  for  sole  therapy). 

Contraindicated:  Known  hypersensitivity  to  the  drug. 

Children  under  6 months  of  age.  Acute  narrow  angle 
glaucoma. 

Warnings:  Not  of  value  in  psychotic  patients.  Caution 
against  hazardous  occupations  requiring  complete 
mental  alertness.  When  used  adjunctively  in  convul- 
sive disorders,  possibility  of  increase  in  frequency 
and/or  severity  of  grand  mal  seizures  may  require 
increased  dosage  of  standard  anticonvulsant  medica- 
tion; abrupt  withdrawal  may  be  associated  with  tem- 
porary increase  in  frequency  and/or  severity  of 
seizures.  Advise  against  simultaneous  ingestion  of 
alcohol  and  other  CNS  depressants.  Withdrawal 
symptoms  have  occurred  following  abrupt  discon- 
tinuance. Keep  addiction-prone  individuals  imder 
careful  surveillance  because  of  their  predisposition  to 
habituation  and  dependence.  In  pregnaney,  lactation 


or  women  of  childbearing  age,  weigh  potential  benefit 
against  possible  hazard. 

Precautions:  If  combined  with  other  psychotropics  or 
anticonvulsants,  consider  carefully  pharmacology  of 
agents  employed.  Usual  precautions  indicated  in  pa- 
tients severely  depressed,  or  with  latent  depression, 
or  with  suicidal  tendencies.  Observe  usual  precau- 
tions in  impaired  renal  or  hepatic  function.  Limit 
dosage  to  smallest  effective  amount  in  elderly  and 
debilitated  to  preclude  ata.xia  or  oversedation. 

Side  Effects:  Drowsiness,  confusion,  diplopia,  hypo- 
tension, changes  in  libido,  nausea,  fatigue,  depression, 
dysarthria,  jaundice,  skin  rash,  ataxia,  constipation, 
headache,  incontinence,  changes  in  salivation,  slurred 
speech,  tremor,  vertigo,  urinary  retention,  blurred 
vision.  Paradoxical  reactions  such  as  acute  hyperexcited 
states,  an.xiety,  hallucinations,  increased  muscle  spas- 
ticity, insomnia,  rage,  sleep  disturbances,  stimulation, 
have  been  reported;  should  these  occur,  discontinue 
drug.  Isolated  reports  of  neutropenia,  jaundice;  peri- 
odic blood  counts  and  liver  function  tests  advisable 
during  long-term  therapy. 
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